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ABSTRACT OF TWO LECTURES 

ON 

The Pathological and on the 
Clinical Aspects of “Corrigan's 
Cirrhosis” of the Lung. 

Delivered at St. George’s Hospital by 
WILLIAM EWART, M.D. Cantab., F.R.O.P., 
Physician to the Hospital. 


- I. 

THE PATHOLOGICAL ASPECTS. 

The clinical study of this somewhat rare disease, 
and the discussion of the case exhibited, will be 
more profitable after a brief sketch of the patho¬ 
logical features of the affection. At the outset 
three questions must be answered :— 

1st. What is the clinical condition understood 
by “ Corrigan’s cirrhosis ? ” 

2nd. What are the textural changes in the 
cirrhosed lung? 

3rd. What are the morbid processes which lead 
to the textural alteration ? 

(1) What is to be understood by Corrigan’s cirrhosis 

of the lung f 

Corrigan’s cirrhosis is a clinical expression, 
applicable exclusively to cases where a lung has 
suffered entire transformation into fibrous tissue. 
Of necessity, therefore, this is a unilateral condi¬ 
tion. One lung must have remained sound, and 
capable of more than its normal share of respira¬ 
tion to have allowed time for a slow and complete 
fibrous metamorphosis of its fellow. If you will 
bear in mind this fundamental notion the clinical 
features of cirrhosis will lose much of their mystery, 
and you will approach its pathology with much 
clearer views. 

(2) What are the textural changes in the diseased 

lung l 

In a fully established cirrhosis the lung is shrunk 
into a relatively small mass of fibrous tissue, tra¬ 
versed by bronchi, which are usually dilated and 
continuous with the fibrous tissue of the thickened 
pleura. There is complete disappearance of the 
intimate pulmonary tissue; the lung is trans- 
Vol. II., No. 1. 


formed into so much packing material for the 
henceforth motionless thoracic space. A cirrhosed 
lung is therefore a mere result left behind by a 
morbid process; like a sc&r, it indicates that 
inflammation existed but has passed away; and, 
like a scar, it is permanent and final. In the same 
way, a contracted fibrous liver is the vestige of a 
previous peri-hepatitis. 

“ Corrigan’s cirrhosisa term not synonymous with 
"pulmonary fibrosis’’ 

These two expressions are not always inter¬ 
changeable without risk of confusion. Fibrosis of 
the lung covers a vast number of conditions ; Cor¬ 
rigan’s cirrhosis only a very limited group. Once 
realise that the clinical condition known as Corri¬ 
gan’s cirrhosis does not obtain until the whole of 
the lung has become fibrous, and you will avoid 
the verbal inaccuracy of speaking of it as of a form 
of pneumonia, be it interstitial or indurative; in¬ 
deed you will be relieved of the necessity of 
specifying the mode of its production, which is 
still under discussion. Various diseases which 
produce fibrosis may have nothing to do with this 
small group of cases. 

There are certain varieties of “ fibrosis,” which 
can be sharply separated as distinct from the 
cirrhosis of Corrigan, viz.:— 

(1) Bilateral interstitial pneumonia; 

(2) Bilateral fibrous bronchiectasis; 

(3) Syphilitic fibrosis; and 

(4) Pibroid phthisis. 

To the two first we shall revert later on. 

Syphilitic fibrosis may lead to scarring, and to 
deep puckering of the surface. It seldom pro¬ 
duces absolute sclerosis of large pulmonary dis¬ 
tricts. Fibroid phthisis (using the term in its wide 
sense) is usually tubercular in its origin and localised 
at the upper part of the lung. The fibrosis is often 
considerable, but evidence of tubercle usually per¬ 
sists; and complete destruction of one lung by 
tubercular phthisis without any implication of the 
other lung must be regarded as a most improbable 
combination. 

The non-tubercular fibroid phthisis of Sir Andrew 
Clark (see Clin. Soc. Trans., vol. i., 1868) which it 
had been increasingly difficult to identify since the 
discovery of the tubercle bacillus, has of late years 
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found a close analogue in the destructive fibrous 
changes described by Heitler under the name of 
“ Primary Parenchymatous Pneumonia ” (vide infra). 
Cases of this kind, if reaching a chronic stage, would 
correspond to the description. 

(3) What is the morbid process leading to cirrhosisf 

As previously hinted the aetiological question is 
most complicated. The fibroid proliferation cul¬ 
minating in complete fibrosis ultimately pervades 
the entire pulmonary structure; but it has been 
demonstrated to be at an early date distinctly 
localised in the alveolar wall. For this alveolar 
fibroid change there are abundant analogies in 
other organs; and in them the cause is a long- 
continued, though moderate, irritation. But before 
discussing the various modes in which the alveolar 
tissues might suffer irritation, let us turn to those 
theories which ascribe the change to more or less 
acute inflammation. 

I. The “Pneumonia” Theories of Cirrhosis. 
Of these there are two:— 

(a.) It has been suggested by various observers 
that acute lobar croupous pneumonia 
is capable of passing into a chronic 
fibrous stage. 

(b.) Others again contend that the pneumonia 
leading to induration is of a special type, 
distinct from acute croupous pneumonia, 
and variously termed “ subacute indura¬ 
tive pneumonia ” or “ primary parenchy¬ 
matous pneumonia.” 

(a.) The “ Croupous Pneumonia ” Theory . 

In connection with this view Corrigan remarks 
in a footnote to his original paper “ On Cirrhosis 
of the Lung” (Dubl. Journ. of Medical Science , vol* 
xiii., p. 286, 1838) : 

" Dr. Stokes in his recent work on diseases of the 
chest, has noticed, and is the first writer who has done so, 
that contraction of the side has sometimes followed the 
core of pneumonia. Contraction of the side after pneu¬ 
monia is not usual; and it is probable that in the 
instance noticed, there was deposition of lymph into 
the interlobular cellular tissue of the lung, which gradually 
took on the contractile action, constituting the disease 
here described.” 

It is obvious from the last sentence that Corrigan 
favoured the view defended by Lebert in connec¬ 
tion with the expression “ pleuritis profunda,” and 
that the indurative process was, in his estimation, 
in great part interstitial and interlobular. The view 
that croupous pneumonia might pass into a fibrous 
stage has been upheld by Charcot, Marchand, 


Ziegler, Dr. Sidney Coupland, and, quite recently 
A. Fraenkel (Deutsch Med . Woch . 9 Oct. 27, 1892), 
but denied by Rokitansky, Buhl, Wilks, and 
Wagner. The difficulties in accepting this theory 
as one for general application are theseIn the 
first place we know that an immense majority of 
pon-fatal pneumonias recover completely; in the 
second place in each of the few cases where fibrosis 
follows upon an acute pneumonia we can only 
assume, we cannot demonstrate , that the parts within 
the chest were perfectly normal before the attack. 
Since perfectly normal lungs will, as far as we know, 
recover completely from non-fatal pneumonic at¬ 
tacks, an imperfect recovery argues rather strongly 
the existence, before or during the attack, of some 
textural or functional defect. 

(b.) The “Subacute Indurative Pneumonia” Theory . 

It has been doubted by some whether those 
cases to which an acute beginning has been attri¬ 
buted were really instances of croupous pneumonia, 
and not rather instances of a particular form of 
inflammation essentially, and from the first, in¬ 
durative. Heitler (Wien. Med. Woch. 1884 and 
1886) has fully described a pneumonia which he 
terms “ Primary Parenchymatous,” which has also 
been described by Wagner, Talma, Hanau and Pal, 
and in this country by Dr. Percy Kidd ( Trans. 
Med. Soc. Lond. vol. xiii., p. 328, 1890) who 
gives to it the more explicit name of “ Subacute 
Indurative Pneumonia.” 

Taken together the recorded cases of induration 
as a sequel of some acute or subacute process are 
conclusive as to the rapid and inflammatory origin 
of fibrosis of the lung in a good proportion of 
instances. Before, however, we resort to the 
assumption of some novel form of pneumonia, we 
should feel that pre existing states, or tendencies, of 
the pulmonary tissue in the individual may not 
suffice to explain the abnormally delayed resolution 
and the fibrosis, after an otherwise normal pneu¬ 
monia. It must be pointed out that most of the 
cases quoted in support of this view have differed 
in their course from the typical cirrhosis of Corrigan; 
most of the subjects having succumbed in a few weeks 
or months to necrotic excavation of the lung with 
putrid bronchitis and septic infection, or to dilatation 
and failure of the heart, or to renal complications. 
Nevertheless it is possible, as suggested by Dr. 
Percy Kidd, that some of the cases may become 
arrested, and develop on the chronic lines of 
Corrigan’s cirrhosis. 
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II. The Chronic Tissue-Irritation Theories. 

Irritation might conceivably reach the alveolus 

(1) first through the blood-vessels and lymphatics; 

(2) along the air passages; and (3) through the 
pleura and its intra-pulmonary extensions. Prac¬ 
tically speaking we may neglect the first of these 
agencies: it is competent to set up the brown 
induration of the lung seen in heart disease, but 
not extreme fibrosis. We may therefore regard the 
irritation as applied either to the free surface of the 
alveolus, or to its deep or pulmonary aspect. 
Hence two additional theories as to the origin of. 
Corrigan’s cirrhosis: 

(c.) The intra-alveolar or broncho-pneumonic. 

(d.) The peri-alveolar, pleurogenous, or pleuro- 
pneumonic theory. 

(a) Theory presupposing irritation of the internal surface 
of the alveolus. 

The varieties of irritating vapours or substances which 
may travel down the air passages are too numerous to be 
completely reviewed; they belong to the following 
groups:— 

1st—Inorganic. 

2nd—Organic. 

Among the latter being included (i) the specific, 
(ii) non-specific substances; the first of which are 
capable of setting up special forms of disease, 
tubercle, glanders, actinomycosis, etc.; the second 
producing only the common forms of pneumonia. 

(1) Inorganic particles . Irritating particles of a non- 
organic and insoluble kind set up ehanges proportionate to 
their hardness and sharpness. I need only refer to the 
following names well known to you: 

Pncumo-siderosis —(knife-grinders’ phthisis) from inhala¬ 
tion of steel fragments. 

Pneumo-silicosis— phthisis) from inhala¬ 
tion of stone fragments. 

Pneumo-coniosis —(dust-inhalation disease) from inhala¬ 
tion of various forms of dust, 
including chalk dust. 

Pneumo-anthracosis —(coal-inhalation disease) from in¬ 
halation of coal fragments. 

From all these, intra-alveolar or peri-alveolar fibrosis 
may arise in varying degrees, not however so much from 
direct contact with the particles (which probably never 
enter the infundibulum), as owing to the secondary results 
of bronchiolar and lymphatic irritation and obstruction. 

(2) Organic particles . Leaving aside the specifically 
morbid substances, inhalation of which leads to fibrosis j 
only as a complication of much more active processes, our 
attention is claimed by the intra-pulmonary products 
themselves. It is a feature oommon to all obstructive 
diseases of the air passages (whether the obstruction be 
situated low down in the bronchioles, or higher up), that 
the intra-pulmonary products either normal or inflamma¬ 


tory, being retained wholly or in part, set up irritation 
not only in the mucous membrane of the bronchioles and 
in the alveolar membrane, but also in the lymphatics and 
therefore in the interstitial tissue. In this way irritants 
reaching the air passages from without invariably set up 
some chronic interstitial pneumonia and fibrosis. The 
following is a list of intra-pulmonary products most 
commonly met with: 

Serum (in oedema). 

Blood (in apoplexy). 

Fibrin + blood (in pneumonia). 

Fibrin + blood + leucocytes (in the later stages of 
pneumonia). 

Mucus + leucocytes (in common bronchial catarrh). 

Alveolar epitheliu m (in broncho-pn eumonia and catarrhal 
pneumonia). 

Pus + cell-debris (in splenisation and in purulent 
broncho-pneumonia). 

Decomposing pus + mucus (in putrid purulent bron¬ 
chitis). 

The order of the list recorded indicates the relative 
degree of irritation usually set up by each of its members, 
and the readiness with which they are absorbed. Ab¬ 
sorption is easy for all the members of the list down to 
alveolar epithelium. So long as the bronchial and 
lymphatic vessels are patent, even large accumulations of 
these cells can in time be removed; but where obstruction 
exists, though the retained cells be few in number and 
mere exuvice, their continued presence will set up pro¬ 
gressive interstitial irritation. This is well seen in the 
interstitial thickening which accompanies chronic de¬ 
structive catarrhal pneumonia. 

Is this form of irritation capable of producing 
Corrigan's cirrhosis f 

Yes,—provided its operation be limited by some 
means to one lung. Since the so-called “ diseases 
of inhalation ” are bilateral, the likelihood of their 
being the cause of the affection is greatly reduced, 
and almost excluded. The same remark does not 
apply to diseases by retention of secretion. The 
retention may be local, and in that case it is based 
upon stoppage either of the bronchus, or of the 
respiratory function of the part. Both these localis¬ 
ing mechanisms are possible; but, as in Corrigan’s 
cirrhosis, one entire lung is involved, bronchial 
obstruction is improbable as a cause, and we must 
look for some agent setting up unilateral interfer¬ 
ence with the respiratory movements. The most 
potent among these we shall now discuss. 


(d.) Theory presupposing Irritation of the Pulmonary 
Tissues outside the Alveolus: The pleurogenous 
and the pleuro-pneumonic origin of the disease. 


Compression of a lung by fluid may be kept up 
for an almost indefinite period without inducing 
any fibrosis in the absolutely collapsed and inert 
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pulmonary tissue. On the other hand, unyielding 
adhesions , especially if associated with interlobular 
thickening, would be, for a lung retaining some of 
its respiratory function, the source of perpetual 
mechanical irritation, and therefore of a progressive 
fibrosis. Thus we may say that complete camifi- 
cation of a lung by pressure of fluid is not likely to 
be in itself a cause of Corrigan’s cirrhosis; but 
that adhesive pleurisy, whether or not preceded by 
effusion and by re-absorption, is a most likely 
factor, if the adhesions be close, powerful, and 
associated with interlobular fibrosis. A lung thus 
hampered could not carry out its own cleansing as 
it does in health. Neither the bronchial nor the 
lymphatic function would have fair play. Still 
the mechanical evils arising from this condition 
will not assume their full development except 
under stress of a superadded bronchitis or bronchial 
catarrh. The latter may have been at its com¬ 
mencement general and slight; but, under the 
influence of the adhesions, its tendency will be to 
become localised and inveterate, since an adherent 
portion of the lung must lose some of its expiratory 
power. Indeed, we have constantly recurring 
demonstration of this respiratory inefficiency in the 
permanence of bronchial catarrh, and iu the reten¬ 
tion of secretion, in districts where the lung is 
adherent. The same explanation may account for 
the greater duration and gravity of pleuro- pneu¬ 
monias, the lung at the usual date for the beginning 
of resolution of pneumonia, having already perhaps 
become rather firmly adherent. The intra-bron- 
chial stagnation of secretion is progressive; and 
the dilatation of the small tubes exposes the alveoli 
more and more to the influx of irritating matter 
and to intra-alveolar catarrh. 

Thus interlobular fibrosis would fatally lead to in- 
tra-lobular and intra-alveolar fibrosis. I believe that 
this is the more common mechanism of production of 
Corrigan’s cirrhosis of the lung; and that, in most 
cases, a preceding pleurisy has started a chronic 
insidious interstitial pneumonia,* or has so crippled 
the lung as to render it incapable of freeing itself 
from the effects of a subacute or acute pleuro¬ 
pneumonia. 


• Corrigan seems to have recognised this mode of origin. 
After referring to a case in which empyema had existed, he 
adds :—“ In some cases of pleuritis, the diseased action may 
extend along the interlobular cellular tissue of the lung, and 
then the result will be the combination of cirrhosis with pleu¬ 
ritis, which will tend powerfully to increase the contraction 
of the side, and to cause, in the manner already described, 
dilatation of the bronchial tubes.” 


The Bronchiectasis of Pulmonary Cirrhosis. 


Mechanism of its production . 

The progress of the structural changes within 
the lung and the secondary affection of the bron¬ 
chial tubes cannot be better described than in 
Corrigan’s own words: * 

“ In its early stage the lung presents much of its 
natural appearance, but it is denser and darker than 
natural, not brittle, but feeling to the finger like com¬ 
pressed or camified lung, while radiating in every 
direction through it, are dense, firm, white fibres, which 
are the filaments of the fibro-cellular tissue becoming 
dense, firm, and white, by the contraotile process going 
forward in it The second and third rate bronchial tubes, 
instead of growing smaller as they proceed in their course, 
are dilated, and end in culs de sac, while on the sides of 
these culs de sac are seen the orifices of the still smaller 
branches; these smaller branches, on examination, are 
found to be impervious.” 

“ In proportion as the .contraction of the fibres of the 
fibro-cellular tissue obliterates the small air-vesicles, and 
as these contracting fibres, like so many elastic strings 
extending from the root in all directions, tend to con¬ 
tract or draw in the tissue of the lung, obliterating its 
small air-tubes and its blood-vessels, the large bronchial 
tubes dilate to supply the place thus left, until at last, 
when the disease has reached its last stage, the tissue of 
the lung, diminished to a very small size, presents no 
longer any permeable air-vesicles, but a dense fibre- 
cellular or fibro-cartilaginous tissue, which resembles 
very much in section those honey-combed stones which 

we find on the sea-shore, the work of the Pholas.”. 

“ If there were but one bronchial tube with contracting 
fibro-cellular tissue placed around it, then the contracting 
tissue would, as in the instance of stricture of the 
oesophagus or rectum, cause narrowing of the tube ; but 
when there is, as in the lung, a number of bronchial tubes, 
and the contracting tissue, not placed around the tubes, 
but occupying the intervals between the tubes, then the 
slow contraction of this tissue will tend to draw the 
parietes of one tube towards the parietes of another, and 
neoessarily will dilate them. This dilatation is still 
further favoured by each expansive act of the chest in 
inspiration tending also to draw the sides of those tubes 
asunder; for, as the lung must follow the parietes of the 
chest in the expansion of inspiration and as the vesicular 
texture of the lung cannot expand in the same proportion, 
the expansive action of the thorax in inspiration will 
necessarily draw asunder the sides of the bronchial tubes. 
Thus the diseased action and the natural function of the 
organ equally tend to the same effect, dilatation of these 
tubes. But as the contraction of the fibro-cellular tissue 
proceeds, other changes take place. The bony parietea 
of the chest begin to follow the receding lung.”. 

The structural changes in the thoracic walls need 
not detain us at present They fall within the 
range of the clinical aspects of the disease. 


• The Dublin Journal of Medical Science, vol. xiii., 1838 . 
pp. 269 - 271 . On Cirrhosis of the Lung. By D. J. Corri¬ 
gan, M.D. 
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CASE 

of Cirrhosis of the Left Lung and of Old 
Left Empyema. 

I am indebted to Mr. Sell for the notes whieh follow: 
Wm. C., regimental fencing instructor, 46, married, 
and the father of four healthy children, remembers no 
phthisis in his family—nor any illness in his own earlier 
yean. In 1874 he fell on the nape of the neck, his chin | 


observed, viz., heavy, confluent, mawkish, purulent muco- 
pus, with a little froth occasionally. 

Two years ago he was an in-patient, with physical 
signs closely resembling those now present. Phthisis 
was diagnosed. He left the hospital after three weeks, 
improved. He now applies owing to recent aggravation 
of his cough and dyspnoea. 

Aspect on Admission: Sits up in bed, with moderate 
dyspnoea; complexion tolerably healthy, but slightly 


Fig. 1. 


Fig. 2 . 




Fbom Laekhbc. 


From Lazhnec. 


being forced on sternum; no evil results. In 1883 he 
suffered from pleurisy, and the left axillary base was 
aspirated at the Leeds Military Hospital; a moderate 
amount of fluid, resembling turbid beef tea, was 
evacuated. He has had a cough ever since, and during 
the winter rather abundant expectoration. For the last 
five winters the sputum has been of the type now 


thin and wan; expression intelligent, energetic; finger 
tips slightly clubbed, and nails slightly incurved; cough 
feeble, stuffy. T. 99°. P.80 to 100 . R. 24 to 36. 

Inspection of Thorax: The illustrations, reproduced from 
Laennec’s book, are a faithful picture of the patient's 
chest, allowing for discrepancy in the side affected. 
On November 10th the chest was measured by Mr. Sell 
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at the nipple level: right 18$ inches, left 15} inches, 
showing a difference of 2f inches in favour of the right 
chest. 

Percussion: Right lung fully resonant down to the 
extreme boundaries of the pleura. Respiration puerile. 
No abnormal sounds. Left lung: dulness universal, 
except at the anterior apex (sub-tympanitic) and at 
inter-scapular and supra-spinous regions (less dull). The 
dulnessis absolute at the axillary and at the posterior base. 

Palpation :—Fremitus normal on the right. On the left 
side: Vocal fremitus is felt over the upper third, front 
and back, being very deficient or absent elsewhere. 

Auscultation: —Puerile all over right lung. Over the 
left: Posteriorly the respiratory sounds are almost com¬ 
pletely absent; but some small crepitation is just audible 
in the inter-scapular region, and some very faint rustling 
at the posterior base. No tubular breathing. Anteriorly 
vesicular murmur practically absent. Fine short soft 
viscid inspiratory rdles down to the fourth rib and over 
upper axillary half. Complete silence at axillary base. 
The voice sounds are of much diminished intensity 
throughout; greatly diminished at axillary base. 

The hearts apex cannot be felt, but there is a visible 
impulse in the left chondro-xiphoid angle. The dulness 
extends 2§ inches towards the left, ceasing $ inch inside 
the mamillary line; and to the right of the middle line it 
bulges to a distance of 3 inches. The absolute dulness 
measures nearly 4 inches vertically, and 2\ inches across. 
The sounds are normal. There are no murmurs. 

The liver extends 3 inches below and 2$ inches above 
the right costal arch in the nipple line; it appears to end 
2 inches short of the left nipple line, and is more globular 
than normal, resonance extending down to the right costal 
arch, and the hepatic line of absolute dulness coinciding 
with the latter (except at the infrasternal angle, which is 
not dull), and presenting a slight rise towards the left 
instead of the normal declivity. 

The stomach resonance rises considerably beneath the left 
cartilages, and radiates some resonance into the left pul¬ 
monary base beyond the enlarged Traube’s area. 

Old empyema evacuated by Mr . Bennett. —To my then 
house-physician, Mr. Cooke, belongs the credit of having 
first diagnosed fluid. After a consultation with Dr. 
Dickinson, and subsequently with Mr. Bennett, pus was 
found by tentative aspiration, and Mr. Bennett proceeded 
to excise about two inches of the sixth rib in the mid- 
axillary line.* The moderately thickened and very tough 
pleura having been incised, about £ of a pint of thick 
pus escaped. The finger could then be introduced into a 
pyramidal cavity of rather large size—its base formed by 
the diaphragmatic pleura, greatly thickened and levelled 
up to a horizontal surface. Along the anterior chest wall 
the cavity extended to the line shown in diagram, and 
then passed behind the slanting posterior surface of the 
heart, which was also covered by fibrous pleura, so that 
the beat could only be felt over the central part of the 
posterior surface. Above the opening the abscess was 
limited by a tough and rigid membrane, converging 
upwards and inwards with the surface just described, 
towards the root of the lung. The apex of the pyramidal 
space was thus directed towards the pulmonary root, and 
the finger cotild not reach its extremity. 


The amount of expectoration fell next day from nearly 
half a pint to about 1 oz., and only little pus was hence¬ 
forth mixed with the mucus. The patient improved 
slowly, but from the persistence of the cough, and expec¬ 
toration, with exacerbations throughout the winter, it 
was obvious that the patient’s previous symptoms had 
not solely depended upon the empyema. The discharge 
rapidly lessened, but the sinus did not heaL* The chest 
wall and the fibrosed contents of the left chest being 
apparently incapable of any further contraction. 

Diagnosis. —Cirrhosis of the left lung, diagnosed at first 
sight on the strength of the aspect of the chest, is still 
considered by me to be present. The case is of singular 
interest, as one clearly originating in pleurisy; and, also, 
as an instance of an empyema probably of very old 
standing (upwards of nine years). 


II. 

THE CLINICAL 

ASPECTS OF CORRIGAN’S CIRRHOSIS, 

i. The Symptoms. 

Putting aside the initial symptoms, which are 
commonly insidious, or, if acute, are rather dis¬ 
tinctive of pleurisy, or of pneumonia, or of phthisis, 
or of bronchiectasis than of the resulting con¬ 
dition, the fully developed cirrhosis gives rise to few 
symptoms beyond dyspnoea on exertion—bronchial 
discharge—and, in some cases, haemoptysis. Cough 
and expectoration occur in the winter, owing to 
irritation of the enlarged bronchi. At all times 
there is shortness of breath, permitting a definite 
amount of exertion, and nothing beyond this. The 
dyspnoea is apt to be aggravated by the occurrence of 
bronchitis. Palpitations may or not be present 

There is often a certain degree of emaciation 
and sallowness, verging on anaemic pallor. Albu¬ 
minuria is stated to be a frequent complication, 
with or without dropsy. Again, diarrhoea has been 
sometimes described, with or without ulceration of 
the bowels. All these are occasional symptoms, 
probably more common in fibroid phthisis than in 
simple unilateral pulmonary cirrhosis. You will 
observe that none of these are safe guides to 
diagnosis. 

ii. The Physical Signs. 

From these, on the contrary, you obtain with the 
help of the history, explicit evidence of the nature 
of the case. 


• At the present date, six months after the operation, a 
probe can still be introduced a distance of 4$ inches in the 
direction of the root of the lung, but does not grate against 
the calcareous deposit , which was originally felt. There has 
been no re-expansion of the left chest, and not any return 
of the respiratory sounds. The patient has gained weight 
considerably. 
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(1) The thoracic deformity is of extreme degree, 
as seen in Laennec’s illustrations, which, most 
probably, were taken from a case of cirrhosis of 
the right lung, although he describes it as “ Poitrine 
rdtrdcie du cot£ droit par suite d’une pleurdsie 
chroniquc et latente .” This “ chronic and latent ” 
process strongly reminds us of Corrigan’s disease. 
We notice the following points: (a) The thorax is 
tilted up on the sound side with raising of the 
shoulder and clavicle, so that the distance from the 
hip to the axilla is increased; the corresponding 
decrease on the affected side is yet more striking. 
(b) The head and the lower limbs alone preserve 
their proper attitude; but every component part of 
the trunk is more or less out of line. The neck, 
the episternal and the infrasternal notches, the 
sternum, and the umbilicus are all carried across to 
the sound side, the sternum assuming a very oblique 
direction. Analogous changes are seen in the 
back, the line of the spinous processes lying almost 
entirely on one side of the axis of support, and 
describing a broad convexity towards the sound 
side, (c) The sound side of the chest is remark¬ 
ably prominent, with increase of all its diameters; 
and, in contrast with the chest of emphysema, it 
undergoes extensive respiratory movements. The 
lung in these cases is genuinely hypertrophied. The 
affected side is flattened in an astonishing degree, 
and as far as respiration is concerned, it is quite 
motionless. The nipples and the costal arches are, 
of course, much altered in their position. 

(d) The heart is drawn across by the contracted 
lung. In my patient this was not so at first, but it 
is so now, since the empyema at the left thoracic 
base has been evacuated. This cardiac displace¬ 
ment is a most valuable diagnostic sign of cirrhosis 
versus cases of primary spinal deviation. 

(e) The resonance of the sound side is universal, 
and, if the disease be on the left side, not encroached 
upon by cardiac dulness. The dulness of the side 
affected is also universal, though not everywhere 
identical. 

(/) No vesicular murmur is audible on the 
affected side. Tubular breathing and broncho¬ 
phony are usually present, but in some cases, as in 
the present one, they are absent; and vocal fremitus 
also is absent in some cases (cf. Wilson Fox, 
“ Diseases of the Lungs,” etc., p. 432). 

(g) Adventitious sounds are sometimes absent. 
Usually they vary in character, from the rustling of 
fine stagnant riles to the large liquid and croaking 
riles of bronchiectasis. 


(h) The heart is exposed over an increased area, 
as well as displaced. There need be no murmur, 
but the pulmonary second sound is accentuated. 

hi. Diagnosis. 

Since the diagnosis rests mainly on the physical 
signs which have been described, little remains to 
be said under this heading. Putting aside kyphosis, 
extreme retraction of one side of the chest is 
limited to cases of (1) simple collapse from obstructions 
of the main bronchus; (2) unilateral fibroid phthisis; 
(3) old pleurisy with retraction; and (4) as in¬ 
stanced by this case, old pleurisy with residual 
effusion . 

In the diagnosis of (1), the clinical history is 
the chief guide; and in that of (2) it will furnish 
important elements of diagnosis (constitutional 
tendencies,—previous health,—loss of weight, etc.). 
Among physical signs, the direction of the cardiac 
displacement is decidedly the most helpful: in 
phthisis the heart is almost invariably drawn 
upwards , as well as outwards,—in cirrhosis simply 
outwards. Pleurisy with retraction may closely 
resemble, and may be very difficult to diagnose 
from cirrhosis. It should be noted, however, that 
lapse of time tends to restore some breathing in 
simple pleurisy ; and to abolish it in cirrhosis. (4) 
If pleuritic fluid or pus should be present in the 
retracted chest, the heart, as in this patient before 
he was “ aspirated,” will be displaced towards the 
sound side. 

iv. Prognosis. 

The prognosis of cirrhosis, pure and simple, is 
not unfavourable; given a good constitution, it 
will depend mainly on the extent to which the 
risk of intercurrent bronchitis may be avoided. 
This is especially true when bronchiectasis is a 
complication. Protracted bronchorrhoea, ulcerative 
bronchiectasis, lardaceous disease, and chronic 
renal disease affect the forecast most adversely. 

v. Treatment. 

On the subject of treatment Corrigan, (loc. cit., 
p. 285), says:— 

“ One of the principal indications is to obviate the 
attacks of intermittent congestion . . . they are at onoe 
relieved by small general or by local blood letting . . . 
Whatever will favour the development of the correspond¬ 
ing lung, so as to enable it to do its own duty and also 
the office of its fellow will, however, be the surest safe¬ 
guard against the effects of the disease; and with this 
view, it is probable that the most active life, as to exer¬ 
tion, particularly in such exercises as will tend to develop 
the sound lung, such as long walking, riding, gymnastic 
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exercises in moderation, will be the most beneficial habits 
for the patient; and above all, in the female, the discon¬ 
tinuance of the use of stays, or any dress that will press 
on the thorax and interfere with the compensatory 
development of the sound lung.’* 

With the exception of venesection, which is not 
now regarded as essential, there is nothing we can 
deduct from, and very little that we can add to, the 
advice given by Corrigan. Medicinal agents are 
called for where bronchitis or bronchorrhoea are 
present; and tonics, coupled with cod liver oil, in 
cases where anaemia is pronounced. Climatic 
treatment is of primary importance as a preventive ; 
and, when bronchial catarrh or bronchiectasis exist, 
residence at one of the protected winter stations is 
an urgent necessity. It is remarkable, however, to 
find that those who are unable to leave home for 
the winter often manage to escape serious compli¬ 
cations. But the risk is great, and should be 
avoided whenever this is practicable. 


CLINICAL NOTES. 

(Specially reported for The Clinical Journal, Revised 
by the Author.) 

-*- 

WITH PROFESSOR WILLIAM ROSE 
IN THE WARDS OF KING’S COLLEGE 
HOSPITAL, APRIL 25th, 1893. 


A Case of Laryngectomy for Epithelioma 
of the Larynx. 

This man, aet. 65, was admitted here in Feb¬ 
ruary last, suffering from epithelioma of the 
larynx, which appeared to have started from the 
laryngeal aspect of the base of the epiglottis, 
to have thence extended downwards into the upper 
part of the larynx, involving both ventricles, and 
a portion of the posterior wall, but not to have in¬ 
volved the pharynx. 

His past history throws no light on the origin of 
the disease. He had enjoyed good health all his 
life until about two years ago, when he had a 
severe attack of influenza. From that period he 
has complained of throat irritation and cough, 
accompanied by the expectoration of whitish 
frothy murtis, and a gradually increasing loss of 
voice. Three months before admission he noticed 
a slight swelling in the throat on the left side, and 
subsequently deglutition became painful. 


On admission, there was marked aphonia and a 
troublesome cough, accompanied by the expecto¬ 
ration of a quantity of foetid muco-pus; he could, 
however, swallow solids, though with difficulty. On 
external examination there was a sense of fulness 
and rigidity of the larynx, slightly more marked on 
the left side; there was also an enlarged lym¬ 
phatic gland on the right side. On laryngoscopic 
examination by Dr. Greville Macdonald, a cauli¬ 
flower-like growth was seen on the laryngeal sur¬ 
face of the epiglottis, obstructing a view of the 
interior of the larynx; a small portion of this was 
removed, and when submitted to microscopic 
examination, the diagnosis of epithelioma was 
confirmed, and operative interference decided on, 
as there seemed every prospect of removing the 
disease. 

A preliminary tracheotomy was performed on 
February 7th, 1893, anc * on February 18th I re¬ 
moved the whole of the larynx, the body of the 
hyoid bone, the epiglottis, and a small portion of 
the base of the tongue. The patient bore the 
operation well. He went on very satisfactorily, and 
on the 2nd March I took out the tracheotomy 
tube, and after dilating the wound, inserted an 
artificial larynx, to which could be adjusted a reed 
for producing sound, and an epiglottis formed of 
a moveable vulcanite cap, by means of which, when 
the patient swallows, food is prevented entering 
the air passage, and by the reaction of the spring, 
admitting air through the mouth into the trachea 
when the finger is placed over the external aper¬ 
ture. When the reed is inserted, the patient 
speaks audibly, but of course in a monotone; but 
even without it a loud whisper can be produced, 
the words being well pronounced. On the after¬ 
noon of the 9th March he spoke for the first time, 
enunciating his own name clearly. To-day, as 
you hear, he speaks without the reed in a loud 
whisper. 

Dislocation of the Hip (? obturator) in a 
Child. 

This little girl, aet. 12, was brought here four days 
ago, suffering from an injury to the right hip, the result 
of a fall. She was seen by my house surgeon, who 
diagnosed an obturator dislocation of the hip. He 
reduced it, and fixed the limb on a Liston’s splint. 
To-day the deformity—slight lengthening of the 
limb, with eversion and abduction—is again seen, 
and on examination under an anaesthetic I found 
that the head of the bone had again slipped out. 
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It was soon returned, however, by flexing the limb, 
slightly rotating inwards, and then bringing it down 
parallel with the other limb. Now, on first look¬ 
ing at the case it was difficult to be certain whether 
the lengthening was apparent or real. A simple 
method of ascertaining this is as follows:—Take 
two straight pieces Of wood, such as rulers, and 
then with the patient lying flat on the back, place 
one across the ant. sup. iliac spines, and the 
other across the knees, so that it rests on the 
upper edges of the patellae. If the lengthening 
is apparent and due to tilting of the pelvis, the 
two pieces of wood will be parallel to each other; 
if there is real lengthening or shortening, it is 
obvious that they will not be parallel. Of course, 
where there is but slight shortening or lengthening, 
it is difficult to note the resulting slight divergence 
from the parallel; but it is very useful as a rough 
test A more exact and accurate method is to 
measure from the anterior superior spine on either 
side to the notch between the tibia and femur, 
which can be readily felt on the inner border of 
the patella. 

* A Case in which the Gasserian Ganglion 
was removed for Tic Douloureux. 

This is the seventh and last case in which I have 
operated on the Gasserian ganglion for tic dou¬ 
loureux. The operation was performed in October, 
1892, and the woman has so far been quite free 
from pain. It is interesting to note the complete 
loss of sensation which has persisted on the cor¬ 
responding half of the face; the eyeball also is 
anaesthetic, and so is the mucous membrane lining 
the right nostril. 


Inguinal Colotomy for Epithelioma of the 
Rectum. 

This man has a very extensive epithelioma of 
the rectum, which could not be removed, both on 
account of its extent, and of the depressed state 
of health of the patient. Inguinal colotomy was 
therefore needed to lessen the intense irritation 
present by diverting the course of the faeces. I 
performed the first stage three days ago, and shall 
complete the operation at the termination of a 
*eek. The first stage consists in making an inci¬ 
sion through the abdominal wall in the left 
inguinal region at right angles to an imaginary 
line stretching from the umbilicus to the anterior 

* A full account of this case will shortly be published. 


superior iliac spine, and at the junction of the 
outer and middle thirds. A suitable coil of the 
sigmoid flexure as near the descending colon as 
possible is selected to be fixed in the wound, and 
the parietal peritoneum is then stitched to the 
skin. I then pull the selected portion through 
the wound by means of a cat-gut thread, tem¬ 
porarily attached to one of the longitudinal bands, 
and fix it by what I call the one fixation suture; 
that is to say, I transfix, at two spots a quarter of 
an inch apart, the abdominal parietes on either 
side of the incision, and the sigmoid mesocolon 
between by a silk suture, which when tightened 
fixes the bowel in position, and prevents it slipping 
back into the abdomen. One week later I com¬ 
plete the operation by removing the protruding 
portion of the gut by scissors, for which no 
anaesthetic is necessary. This method of operating 
has the great advantage of securing an efficient 
spur above the level of the abdominal wall, 
keeping the lower opening in the gut perfectly 
distinct from the upper, thus preventing the pas¬ 
sage of faeces into the rectum. 


Coccydynia—Removal of Coccyx. 

This woman fell down in October last, forcibly 
striking her coccyx against the edge of a stair. 
Since that time, in spite of counter-irritants and 
other local measures, she has suffered great pain in 
that region when sitting, or on attempting to de- 
faecate (a condition known as coccydynia). All 
other treatment having failed, I determined to 
excise the coccyx, a proceeding which I have now 
done in a number of cases. Accordingly, three 
days ago, I performed this operation. My usual 
procedure is to make a straight incision down to 
the bone, along a line corresponding to its 
centre; and then, having dissected off the super¬ 
ficial structures, I ascertain the situation of the 
articulation with the sacrum by movement of the 
coccyx, then detach the latter bone by cutting 
along this line, and seizing it with sequestrum 
forceps, dissect it away from subjacent structures 
from above downwards. It is by no means a 
difficult proceeding. As a rule the wound heals 
by first intention, provided that no faecal matter 
passes along the inter-gluteal fold, rendering it 
septic. This can be prevented by well packing 
the fold with some antiseptic absorbent material. 
In one case I tried the effect of reflecting a flap 
from above downwards in such a way as to lessen 
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the possibility of this occurring, but there was a 
tendency to an accumulation of blood in the 
wound, and healing was thereby delayed. In the 
case we are looking at I found the coccyx so bent 
and twisted on itself that I have no doubt it 
had been fractured. 

In cases of obstinate coccydynia where other 
treatment fails, and where the patient’s health is 
obviously suffering, it is more than justifiable to 
perform this slight operation, as the results are 
exceedingly satisfactory. 


WITH DR. GALABIN IN THE WARDS 
OF GUT S HOSPITAL, MARCH 24th, 1898. 


Cyst of Broad Ligament. 

This patient was admitted on July 4th, 1892, 
complaining of an abdominal tumour. On admis¬ 
sion I found the abdomen prominent, but at the 
front rather than at the sides. The swelling was 
dull on percussion all over, and there was dulness 
in each dank no matter what position the patient 
assumed. There was an uniform thrill over the 
abdomen. 

The measurements were: 

From umbilicus to right ant. sup. il. spine 7^ in. 

99 99 left 99 99 7f 99 

„ „ ensiform cartilage ... 8 „ 

„ >> pubes . 8£ „ 

Around the abdomen at the level of the um¬ 
bilicus, 30 inches. 

The lower segment of the swelling could be felt 
in front of the cervix, which was high and far back. 
The sound passed the normal distance, its con¬ 
cavity being directed slightly to the right and a 
little forward. The fundus was immovable. 

On July 25th I operated. I found a unilocular 
cyst of the left broad ligament, so deeply placed 
that the sigmoid flexure was displaced and stretched 
across the tumour. In appearance it was of a 
reddish colour, such as is suggestive of uterine 
tumours, as compared with the bluish colour of 
ovarian tumours. It was very tense, and as it rose 
out of the pelvis from behind the sigmoid flexure 
it stripped up the peritoneum in front of it. It was 
attached to the sigmoid flexure, and by adhesions to 
the bladder and a coil of small intestines. Neither 
ovary nor fallopian tube could be found, but the 
uterus could be felt at the back and lower part of 


the cyst, and appeared to be imbedded in its pos¬ 
terior wall. On tapping it a large quantity of clear 
yellow serum was drawn off. 

I endeavoured to enucleate the tumour, but 
found it impossible. I therefore pulled it out as 
far as possible and stitched it to the abdominal 
walls, leaving at the upper part of the incision a 
small opening through which the abdominal cavity 
was washed out with hot water before a Keith’s 
drainage tube was inserted. I cut away the main 
part of the tumour, going as close as possible to 
the sigmoid flexure, which was thus puckered up 
and fixed near the upper angle of the abdominal 
wound. The thick walls of the tumour were very 
vascular, and there was free arterial bleeding from 
them. It was therefore necessary to cut only about 
half an inch at a time and arrest haemorrhage in 
that by stitching it to the abdominal wound before 
proceeding to cut the next piece. 

All stitches were removed by August 4th with 
the exception of two which were too deep in the 
wound to be found. These two came away on 
August 15 th. 

The wound has taken a long while to heal up, 
but there have been no bad symptoms. Adeno¬ 
mata developed and had to be pricked, letting out 
clear mucoid fluid, and repeatedly destroyed vith 
solid nitrate of silver. For some time the inverted 
cyst bulged as a prominent convexity through the 
opening. This has now contracted into a firm 
level cicatrix, covered with epithelium, but having 
little or no sensibility to touch. A small sinus 
only remains at the lower part, admitting a probe 
about an inch deep, and discharging a small quantity 
of pus. 

The main point of interest is the origin of the 
cyst. From its deep situation one would regard it 
as a parovarian cyst; the fact of its being uni¬ 
locular and the nature of its fluid contents also 
point to this. The adenomata are rather sugges¬ 
tive of an ovarian cyst. 


Haemorrhage during Pregnancy. 

This woman, aet. 29, was admitted, complaining 
of severe haemorrhage. Her last child was bom 
dead, sixteen months ago, as the result of placenta 
praevia. Her loss at the periods has always been 
somewhat excessive. The last natural period ended 
on November 6, 1892, but she was again unwell in 
December, 1892, only for a very short time, and 
the period was a week or so overdue. From this 
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and other symptoms we may conclude that the 
patient is about four months pregnant. 

Haemorrhage in the early months of pregnancy 
is by no means a rare occurrence, and is usually 
due to some detachment of the membrane; and it 
is important to remember that it by no means 
follows that the foetus will die. In this case, how¬ 
ever, the point of interest is whether the haemor¬ 
rhage is due to placenta praevia. It is, of course, 
rare for haemorrhage due to this cause to take place 
before the later months of pregnancy. Recalling 
her history, it is worth remembering, however, that, 
as placenta praevia does occur as the result of a 
dilated cavity allowing the ovum to drop, we cannot 
absolutely dismiss this as a cause, though it is 
exceedingly unlikely that it is so. 

I shall keep her in bed for a few days, then let 
her get up and watch for any recurrence of the 
haemorrhage. 

Haemato-salpinx. 

This is a case of haemato-salpinx (R. side), 
which was very probably the result of extra-uterine 
gestation, though no villi were found to confirm 
absolutely this opinion. I am inclined to think 
that when haemato salpinx occurs on one side, the 
other side being comparatively healthy, it is most 
probably due to this cause. I have had two other 
cases in this ward—in one villi were found, but not 
in the other. 

I examined her under an anaesthetic on February 
13th, and found on the right side a large mass, 
which, though rather firm, was still elastic. It 
extended across the pouch of Douglas, and en¬ 
croached somewhat on the left side. The sound 
passed easily in a forward direction towards the 
top of the pubes for a distance of three inches, so 
there was no great enlargement of the uterus. 

She complained of great pain in the right groin. 
She suffered also from prolonged and irregular 
uterine haemorrhage; but had had no previous 
period of amenorrhoea to suggest the probability of 
pregnancy. 

On March 6th I explored and found the right 
tube distended, forming an ovoid swelling, mea¬ 
suring about three inches in its smallest diameter, 
displacing the uterus forwards. The walls of the 
tumour were so rotten that they ruptured before I 
could get it into the wound, allowing some of the 
contents to escape into the peritoneal cavity. 
These contents consisted of solid black clot, with 
little or no fluid. The tumour was removed in two 


pieces. Adherent clot, but no placenta, was found 
on a microscopical examination. A Keith’s glass 
drainage tube was left in situ . On the fourth day 
after the operation it was noticed that a nutrient 
enema, which was being administered, passed out 
of this drainage tube. The peritoneal cavity was 
immediately washed out with a solution of Boric 
Acid. An india-rubber tube was inserted in place 
of the glass tube, the nutrient enema discontinued, 
and Opium was given to check any action of the 
bowels. No faeces passed, but occasionally at first 
some flatus passed through the tube. This soon 
ceased, and on the eighth day an aperient was 
given, which 4 emptied the bowel without any faecal 
matter passing through?* the tube, which had been 
gradually shortened. No rise of temperature nor 
constitutional disturbance followed the appearance 
of the fistula. 

This is the first case in which I have ever known 
a rectal fistula to be produced by the glass drain¬ 
age tube. A fistula of small intestine is not so 
rare, but generally closes without any disastrous 
result. In this case the fallopian tube had to be 
torn away from very .firm adhesions in the pouch 
of Douglas, and the septum may have been 
weakened. The drainage tube, on examination, 
was found to be of thinner glass than usual, and 
this may have had something to do with the 
result.* 


Pregnancy after Ligature of Tubes in 
Caesarean Section. — Induced Abor¬ 
tion. 

This woman has a contracted pelvis, and some 
time ago when performing Caesarean section on 
her I thought it advisable to tie the fallopian tubes 
with kangaroo tendon in the way recommended, 
to prevent her again becoming pregnant. She 
came here, however, the other day about three 
months pregnant. I have met recently with 
another case, in which the tubes were tied with 
fishing gut in Caesarean section, by another 
operator, and in which the patient became pregnant 
afterwards. It should be understood in future that 
to sterilise the woman, it is necessary to divide 
the tubes between two ligatures, or to remove the 
ovaries. 

The question arose whether I should then 
artificially induce abortion, or whether I should 
leave the woman for other treatment at a later 

• The sinus quickly closed, and the patient recovered 
without any ill effects. 
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stage. I decided on the former, as she herself 
declined the alternative of a second Caesarean 
section. She had previously had six pregnancies, 
of which only the last, in which Caesarean section 
was performed, resulted in a living child. As 
she was only about three months pregnant I 
determined to rapidly empty the uterus. 

The steps for doing this are as follows:— 

A laminaria tent was inserted in the evening, 
and replaced next morning by two tupelo tents. 
At 2 p.m. the cervix was partially dilated, but not 
enough to admit the finger through the internal os. 
No pains had commenced. The patient was then 
placed under an anaesthetic, and the cervix dilated 
with Hegar’s dilators up to No. 22. I then tore 
away a portion of the membranes with ovum 
forceps, letting out the liquor amnii, and proceeded 
to evacuate the uterus by means of finger and 
ovum forceps. 

Intra-uterine Tumour suspected of Malig¬ 
nancy. 

This woman, aet. 43, was admitted stating that 
she had been suffering from almost continuous 
1 )ss of blood for the last twelve months. She has 
been married ten years, and has had one child, 
9 years old. She has had two miscarriages. 

She did not commence to menstruate until she 
was 17 years of age; the periods, which were 
profuse, were always attended by pain. They 
occurred at intervals varying from fourteen to 
twenty-eight days. She has been getting thinner 
during the last six months. The loss has been 
almost continuous for the last twelve months, and 
has been accompanied throughout by severe pain; 
about five months ago she noticed a discharge 
like dirty water from the vagina; there was a 
slight odour with it, which has increased, and for 
the last three weeks has been distinctly offensive. 

On admission I found the uterus enlarged to the 
size of the second month of pregnancy; it was 
freely movable; the fundus was thickened. On 
the left side I felt a small band-like cicatricial 
induration, but nothing abnormal in the broad 
ligaments. The sound passed 3^ inches, and was 
faintly tinged with blood on withdrawal, but there 
was no free haemorrhage. With the sound I could 
feel a roughness on the posterior wall, and on 
moving the sound over this rough surface there 
was distinctly more bleeding. 

On March 3rd, I explored the uterine cavity 
under an anaesthetic. The cervix was dilated by 


Hegar’s dilators up to No. 25. They passed 4 
inches, and as the sound had only passed 3^ 
inches a few days previous, I concluded that it 
must have hitched against something. On passing 
my finger into the uterus I could feel a mass 
projecting from the anterior wall; it was attached 
by a broad base running longitudinally along the 
right side of the uterine cavity. At the lower edge 
of the base was a broken down area, into which 
my finger could be passed, but the rest of the 
tumour was hard. 

From the haemorrhage and the offensive dis¬ 
charge I was inclined to think, before making my 
examination, that it was a case of malignant disease 
of the fundus uteri, and I had expected to find a 
ragged, instead of the comparatively smooth surface 
present. 

An ecraseur was used, but only a slice of the 
tumour was removed owing to its shape. I there¬ 
fore used scissors to remove the rest as far as 
practicable. 

A microscopical examination was made, and in 
appearance the tumour was found to resemble a 
fibroid rather than that of malignant growth; but 
parts of the section showed large numbers of round 
cells. The section was referred to a pathologist, 
who considered it to be probably not malignant. 

The interesting point is then, that here we have 
a case, some of whose symptoms point to malignant 
disease, and others simply to fibroid of the uterus. 

The operation was followed by an offensive dis¬ 
charge for some days: and some cellulitic effusion 
was formed around the uterus. But there has 
been no recurrence of haemorrhage, and the patient’s 
general condition is improving. 


Epithelioma of the Vulva. 

This woman, aet. 66, was admitted on February 
1 st, 1893, complaining of lumps above the privates, 
and a foul discharge. 

She stated that about two years ago she first 
noticed some irritation about the vulva. She 
attributed it to the fact that she was taking an 
excessive amount of exercise at the time. Nine 
months before her admission she noticed a number 
of small hard nodular swellings about the upper 
part of the vulva and in the sub-pubic angle; 
these, though at first hard, soon softened in places 
and burst, giving rise to a foul discharge, which 
bas occasionally been tinged with blood. This 
was accompanied by a feeling of intense burning 
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round the parts. She had, occasionally, some pain 
on micturition, especially when she had postponed 
the act for long, and then the urine only came 
away in driblets. 

On examination I found an ulcerating sore ex¬ 
tending upwards from immediately in front of the 
urethral orifice, but apparently not involving it. 
There was a deep fissure extending about 2\ 
inches upwards over the symphisis pubis, with 
hard indurated edges, which bled freely on ex¬ 
amination. One of the left inguinal glands was 
also somewhat hard and enlarged. 

On February 3rd I excised the growth, the 
patient being anaesthetised. I made an incision 
with scissors through the skin, at a distance of 
about | inch from the edge around the upper part 
of the growth. This was continued deeply through 
the fat and suspensory ligament of the clitoris, 
down to the muscles attached to the pubes, the 
growth being dissected out from above downwards, 
so that it was finally attached by its lower border. 
This was separated by a transverse cut with 
scissors. Considerable haemorrhage accompanied 
the operation; this was checked in cases of some 
vessels by forcipression forceps, and in others by 
chromicised gut ligatures. Some fat at the upper 
end of the wound which felt hard and granular was 
removed by snipping it out with scissors. Six 
sutures of fishing gut were put in deeply and 
transversely in the upper part of the wound; the 
edges were then drawn together, and two super¬ 
ficial sutures of chromicised gut inserted. The 
urethra was situated about half an inch below and 
behind the transverse incision. 

To remove the enlarged gland, a vertical incision 
was made over it about i£ inches in length, and 
the gland removed partly by dissection and partly 
by scraping. The gland proved to be much en¬ 
larged and entirely converted into soft malignant 
growth. The wound was sutured up by fishing 
gut Both wounds were washed out with Corrosive 
Sublimate solution and dusted over with Iodoform. 
An Iodoform dressing was applied in each case, 
the small inguinal wound being bandaged up with 
a spica, the supra-vulval wound with a T bandage. 

The supra-pubic wound healed by first intention, 
but the inguinal wound did not entirely heal, and 
there is a slight discharge from a sinus there, into 
which a probe could at first be passed an inch. 
This is gradually closing up from the bottom.* 


• This sinus afterwards entirely healed. 


WITH DR. J. EDWARD SQUIRE IN THE 
WARDS OF THE NORTH LONDON 
HOSPITAL FOR CONSUMPTION AND 
DISEASES OF THE CHEST, APRIL 18th. 


A Case of Heart Disease. 

This patient, who has been admitted since my 
last visit, is a broad, well-built man of 46 years of 
age. He is 5 ft. 7 in. in height, and weighs only 
9 st. 3J lb.—his ordinary weight in health having 
been 10 st. n lb. He complains of cough and of 
weakness. As he lies in bed he has some obvious 
difficulty in breathing, the respirations being rapid. 
Cough is frequent and irrepressible; the expector¬ 
ation is abundant, white and frothy, with some 
clear glairy mucus. The temperature shows a wide 
diurnal range, with evening fever (103° F.). 

The history is interesting, but gives no very 
clear indications to guide us in seeking the ex¬ 
planation of his illness. For seventeen years the 
patient was a soldier, and served fifteen years in 
India (Bengal). Here he had malarial fever— 
tertian ague. From India he was ordered to South 
Africa, and spent two years in the Transvaal, before 
returning to England. Since leaving the army, 
nine years ago, he has been employed as a labourer 
on the Great Western Railway, -with somewhat 
heavy work. Three months ago he was seized on 
one occasion whilst at work with sudden palpitation 
and faintness, or feeling of suffocation. This has 
not recurred. He has had occasional cough during 
the last two years; but before this, had enjoyed 
good health. 

Let us see what points we may gather from this 
history. The two clear medical facts are the 
malarial fever—which may have left its mark— 
and the anginal attack a few months ago. 

The patient has been fortunate in that he has had 
no return of ague since he left India. Very often, 
persons coming home direct from a malarious 
district get a bad attack of “ fever ” on reaching 
the colder weather in the channel; possibly, in the 
present case, the two years in a warm but not 
malarious country saved him from this frequently 
noticed effect of a sudden change from India to 
England. It is worth remembering that invalids 
coming home from malarious districts, may advan¬ 
tageously break the journey for a few months in a 
warm sanitorium, so as to avoid arriving in England 
during the cold season. 

This man’s long service in the ariny, much of it 
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in a warm climate, suggests the possibility of a 
free consumption of alcohol, and though there is 
no reason to suppose that he has been intemperate 
we must not exclude the possibility of finding 
some evidences in the internal organs of the 
habitual use of alcohol. 

Service in the army has been said to predispose 
to certain forms of disease of the heart, or of the 
large arteries, or even to cause these. This has 
been explained as due partly to the over-distended 
condition of the chest, which the recruit is made to 
assume in learning the “ position of a soldier,” and 
which becomes habitual as part of the martial 
bearing. The exertion of long marches, with the 
weight of the soldier’s pack, is also held responsible 
as throwing strain on the circulatory organs. 

We will now examine the patient. 

The chest is well developed, and the thorax 
rounded. Movements in respiration are fairly 
good, and equal on the two sides. When the hand 
is placed over the cardiac region evidence is felt 
of over-action of the heart, the impulse is diffused, 
and a thrill is experienced apparently synchronous 
with the heart-beat This observation gives us a 
special reason for a careful examination of the 
heart; but we will follow our usual practice, and 
commence with the lungs. 

The percussion note over the front on both sides 
is resonant, and though slightly high-pitched is of 
good quality. One notices, however, that the 
resistance of the chest on percussion is greater than 
would be experienced on a normal chest. At the 
back we have similar signs in the upper part on 
both sides, but towards the bases of the lungs the 
note becomes higher-pitched and “sharper” or 
“ shorter ”—/>., less resonant. This is particularly 
noticeable at the right base, where we have a very 
instructive series of gradations of sound. Above, 
the percussion note is fully resonant, a partially 
“ sustained ” note; below this we notice that the 
pitch of the note is raised slightly, and with this 
the sound is shorter and less sustained, or more 
staccato: below this we come to the almost wooden 
sound over the liver; there is still a “ tone,” but it 
is very shsupstaccato —a momentary note on the 
tap of the percussing finger, not prolonged by 
resonance as were both the former, though in 
different degrees. 

In percussion we have always three points to 
observe; (a) the pitch of the note produced; (b) its 
duration —whether prolonged by resonance, and to 
what extent; and lastly (c) the feeling of resistance 


to the hand, which is placed on the chest, when 
struck by the percussing finger. This last point is 
necessarily lost when any contrivance replaces the 
finger as a pleximeter. Dr. Ewald^ in the Augusta 
Hospital in Berlin, was accustomed to use a thin 
piece of hard india-rubber (ink-eraser) placed on 
the chest, which was struck with an ordinary 
percussing hammer (plessor) with an india-rubber 
tip; and for demonstrations to a large class this 
was most effective in producing a note that could 
be easily heard by all. 

Whilst on the subject of percussion let me draw 
your attention to the essential importance of placing 
the left hand firmly on the chest; the efficiency of 
percussion depends quite as much upon this as 
upon the firmness of the blow. The percussing 
finger should strike firmly, but, at the same time, 
lightly, the wrist being kept loose; above all avoid 
a pushing blow. One advantage of direct percus¬ 
sion over a bone—clavicle or rib—without the in¬ 
tervention of the finger of the left hand, is that the 
bones have a fixed relation to the underlying lung, 
whereas the finger may not always be equally firmly 
placed on the chest. Thus percussion on the 
clavicles is a most valuable means of comparing 
the apices of the two lungs, as minute differences 
in the percussion note are then easily distinguished. 
With the finger placed on the chest we may have 
the note altered by differences in the pressure on 
the chest, even over the same spot, and thus the 
two sides may give different sounds on percussion 
from causes outside the lung, depending upon 
the examiner. 

To continue our examination of the patient— 
auscultation confirms what we might suspect from 
percussion. I may perhaps be allowed again to 
digress for a moment to remind you that in all 
examinations of the chest each stage should be 
proceeded with systematically: inspection, palpa¬ 
tion, percussion, and auscultation; and though at 
each stage we mentally form some preliminary 
ideas of the condition of the organs within, these 
ideas must be subject to correction by the result of 
the further stages of the examination. They may 
be confirmed, but we must be prepared to throw 
them over otherwise; no conclusions are possible 
until the whole of the evidence is before us. 

In this case the weak breath sounds and pro¬ 
longed expiratory sound show loss of elasticity in 
the lungs, and tend to confirm the suspicion, raised 
by the character of the percussion note and the 
resistance felt on percussion, viz., that the lungs 
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are somewhat fibroid and emphysematous. Further, 
we hear over the right side numerous large liquid 
rales of bronchitis, and some sonorous and sibilant 
rhonchi are found on the left. At the bases behind, 
over the area of diminished resonance, we hear the 
large crackling riles of congestion, also most 
marked on the right side. Here we have evidence 
of inefficient pulmonary circulation. 

On examining the heart we find the apex beat * 
directly under the left nipple, instead of well within 
that position. The impulse, though forcible, is 
heaving and ill-defined, and a thrill, or rather a 
rub (friction fremitus), is felt. We notice, now that 
the patient has placed one hand behind his head, 
that the brachial artery is clearly visible, tortuous 
and pulsating. 

The area of cardiac dulness is enlarged towards 
the left. 

Auscultation discloses a loud and prolonged 
murmur at the apex, commencing apparently be¬ 
fore the beat and replacing the first sound. Coming 
to the base, two murmurs are heard; and following 
the aorta up to the second left costal cartilage we 
lose the apex murmur, and distinctly recognise a 
systolic murmur of different pitch from that at the 
apex, and, in addition, a clear diastolic murmur. 
There are no signs of enlargement of the aorta 
(aneurism). The visible pulsation of the brachial 
artery prepared us for an aortic regurgitant murmur; 
but in addition we find aortic obstruction, and 
regurgitation and probably obstruction also at the 
mitral orifice. 

Here, then, we have the explanation of the 
anginal attack mentioned in the history. It is, 
however, curious to note how, with this exception, 
there is nothing in the patient’s symptoms or 
history to lead us to expect so serious a condition 
of the heart. This case exemplifies the importance 
of thorough examination; without it we might have 
considered bronchitis to be the chief, if not the 
only trouble. 

We will now complete our examination by learn¬ 
ing the condition of the abdominal organs. The 
liver is apparently slightly diminished in size, the 
percussion dulness extending from the seventh rib 
m the nipple line to the costal margin. We have 
then probably a cirrhotic liver, as well as cirrhotic 
lungs; and the hard, tortuous arteries suggest that 
fibroid degeneration has also affected not only the 
vessels but many, if not all, of the organs of the 
body. The spleen is found to be enlarged down¬ 
wards, though not much forwards,—a reminiscence 


of the malarial poisoning in India. The urine is 
clear, acid, specific gravity 1020, and free from 
albumen or sugar, so there is no interference with 
the renal functions. The temperature is peculiar 
and somewhat puzzling, the large daily range— 
from 97.4 0 to 103° F.—suggesting something apart 
from the bronchitis; but as the patient has only 
been in hospital two days we may reserve further 
comment. The lung trouble we may put ddwn as 
merely an incident due to the disorganisation of 
the circulatory system; but as the constant cough 
is distressing, it is a symptom which requires im¬ 
mediate treatment. 

Let me, in this connection, remind you that 
cough is the natural effort to remove some irrita¬ 
tion in the air-passages. This irritation may be 
caused by some foreign substance on the surface 
of the mucous membrane—such as mucus; our 
treatment is then directed towards making the ex¬ 
pulsive efforts of the cough effectual, and expecto¬ 
rants are employed. On the other hand the irrita¬ 
tion may be due to a diseased condition of the 
mucous membrane itself—there is nothing to expel; 
here we try rather to lessen the sensitiveness, and, 
by checking the cough, give the congested or in¬ 
flamed parts the rest which is essential to their 
return to the normal condition. 

Note .—Two days after the above remarks were 
made at the patient’s bedside, he had an attack of 
dyspnoea in the morning with cardiac pain. The 
pulse was irregular. At 10 a.m. he complained of 
feeling faint, but rallied somewhat after a dose of 
A£ther mixture. At noon he was again very faint 
and complained of choking. Dyspnoea was urgent 
and cough ineffectual. The pulse was very weak. 
Half an hour later he suddenly collapsed and died 
quietly. 


Extract from Notes of Autopsy by Dr. Smale, 
Resident Medical Officer, NL.C. Hospital , 

Right Lung: No adhesions; on removing lung white 
scar (size of four-shilling piece) noticed on parietal 
pleura, about one inch inside angle of third rib, partly 
over rib and second costal space. Pleura dissected off, 
structures of chest wall found to be normal under scar. 
Slight amount clear yellow serum in pleural cavity. Lung 
not collapsed, grey coloured with black mottling, lower 
lobe rather purple. At back of apex of upper lobe, 
corresponding to white scar on pleura, white puckered 
scar; lung around tinted deeper grey, and felt more 9 olid- 
On incising upper lobe through scar, small oval greyish- 
yellow mass found, size of a pigeon’s egg, lying just under 
scar; lower part breaking down; mass surrounded by 


Digitized by 


Google 



16 The Clinical Journal.] 


THERAPEUTICAL NOTES. 


[May 3,1808. 


a firm, fibrous capsule, and outside this a rod congested 
area. Small millet seed, greyish-white and white 
tubercles scattered sparsely through upper lobe, some 
becoming yellow and breaking down. Lung tissue around 
(Bdematous; some fluid in tubes. Middle lobe oBdematous 
and congested. Lower lobe—centre deeply congested, 
purple colour, and oamified in centre; towards surfaoe 
brighter red, under pleura greyish-white; all very 
(Bdematous. 

Left Lung: Apex not adherent. Lower part of upper 
lobe and upper part lower lobe adherent by thin white 
fibrous adhesion bands, almost matting lung to chest wall. 
In separating lung from wall, spaed containing clear 
yellow serum opened. Base—no adhesions. Lung not 
much collapsed; both lobes very (Bdematous, and lower 
lobe somewhat congested but not much discoloration. 

Both lungs emphysematous. No enlarged glands in 
mediastinum about roots of lung. 

Heart: On opening pericardial sac, barely an ounce of 
straw-coloured serum escaped. Parietal pericardium 
studded with small white elevations—circular, fiat, only 
slightly projecting—from pin's head up to threepenny 
pieoe, chiefly in upper pouches; base free. In front and at 
back, a few flat whitish patches, irregular in outlines 
with smooth surface. 

Similar white smooth patches on surfaoe of ventricles 
and auricles (patches roughly corresponded). Along lines 
of coronary arteries, whitish streaks. No adhesions. 

Heart much enlarged: Much external fat. On opening 
heart, cavities contained dense whitish clot. 

Right Auricle: Walls thickened, endocardium smooth, 
tricuspid valve normal size, flaps thickened 
at edges, chord® slightly thickened. 

Right Ventricle: Enlarged, walls normal, endocardium 
smooth, pulmonary valves normal, walls of 
pulmonary artery normal. 

Left Auricle: Walls thickened, endocardium smooth, ap¬ 
pendix long and twisted, mitral valve 
opening enlarged, admitted three fingers 
easily, valves much thickened and contracted, 
and chordee thick and shortened, endocar¬ 
dium of valves smooth. 

Left Ventricle: Cavity enlarged, walls hypertrophied, 
endocardium smooth, except below aortic 
valves where roughened and thickened. 

Aortic Valves : Right Anterior —edges smooth, perforated 
by circular opening destroying most of 
substance of valve, white clot adherent to 
edges of perforation. 

Right Posterior —edges rough, calcareous, 
large calcified vegetation adherent to edge. 

Third Cusp —(cut through in opening 
heart) slight vegetation. 

Above valves, walls of aorta markedly atheromatous and 
calcified. Opening of coronary arteries calcified and 
stenosed. In arch of aorta several larger atheromatous 
ulcers. Calcification, etc., extended whole length of aorta, 
and into branches. 


THERAPEUTICAL NOTES. 


Nocturnal Infantile Cough.— Dr. Baginsky 
has pointed out that the origin of the periodic 
night-cough of infants is obscure. Without 
apparent cause the patient is awakened by violent 
cough, lasting from a quarter to half an hour. At 
the end of the paroxysm the child again goes to 
sleep, and is well in the morning. Physical ex¬ 
amination shows nothing abnormal. Such attacks 
have been ascribed to malaria, but this cause can 
often be excluded. The condition may be due to 
subacute or chronic rhino-pharyngitis or to a 
bronchial catarrh with hyperesthesia of the mucous 
membrane of the respiratory tract, the accumulation 
of mucus during sleep causing irritation and thus 
inducing the paroxysm .—Journal de Mkdecine et de 
Chirurgie Pratique . 


Hot-alP Baths are given in chloro-anaemia by 
Traugott. Twenty to forty are about the number 
required. They can be arranged for patients in 
bed by spreading rubber or oiled cloth over hoops, 
and introducing heated air from a zinc-lined box 
at the foot of the bed in which several spirit-lamps 
are burning.— {Med. Reef) 


Treatment of SeborrhoBa of the Scalp.— In 

cases of Seborrhoea of the hairy scalp, with a 
tendency to alopecia, the following method is 
advocated: At night scrub the roots of the hair 
energetically with an alkaline solution of gTeen 
soap, and pour on a little tepid water to cause the 
soap to foam. Leave this foam on the scalp for a 
few minutes. Remove with tepid water and apply 
the following salve: 

ft Flowers of Sulphur ... grs.xlv-3iss 
Lanoline ... ... grs.xlv 

Benzoated Lard ... 3 j 
This salve prevents the formation of crusts in 
excess. If the patient suffers from pruritus, add 
5 to 8 grains of Salicylic Acid, previously dissolved 
in Alcohol. Wash the hair and apply the salve, at 
first every day, and later every eight to fifteen 
days .—{La Riforma Medicaf) 


Vegetable Albumin, or the commercial Aleu- 
ronat, a dry yellow powder without taste or odour, 
is recommended by Ebstein in the diet of 
diabetics.— {Med. Rec.) 
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N*xt to the small thread-worm in children in 
point of prevalence, we find the large round-worm 
—A scans lumbricoides . There is no difficulty in 
recognising these parasites when they are passed 
with the faeces, or when (as occurs occasionally, 
though rarely) they are expelled by the act of 
vomiting. These entozoa closely resemble the 
common garden-worm; they are long and cylin¬ 
drical, tapering at the extremities. They are paler 
than the earth-worm, more transparent, and have 
a pinkish colour. They measure from four to 
fourteen inches in length, the male of the species 
being the shorter (four to six inches), the female 
generally not less than ten inches. The head is 
characterised by a small circular depression, above 
which are three nodules which surround the mouth; 
these little papillae are capable of movement, 
disclosing and covering the orifice of the mouth. 
The male has a curved tail and a bifurcated penis. 
The sexual apparatus of the female is indicated by 
a slight depression of the integument, with a canal 
representing the vagina. Lumbrici affect ordinarily 
the small intestine, but they are occasionally found 
in the large intestine, or in the stomach, oesophagus, 
and other situations whereto they have migrated. 
It is exceptional to find in the host only a 
single lumbricus; from five to ten are frequently 
found together; several hundreds have been dis¬ 
covered in the body of one individual. When 
they are present in number their bodies are 
frequently interlaced so that they form masses 
which constitute obstructions within the bowel. 
Bonchut has known a child to pass 250 lumbrici 
in five days by the bowel, and another to vomit 24 
in 24 hours. It is not usual for the round^worm 
Vol. II, No. 2. 


to cause congestion or inflammation of the mucous 
membrane of the bowel with which it is m contact; 


without producing direct lesion, it acts as an 
irritant to the nervesand occasions reflex phenomena 
as we shall presently consider. Enteritis and peri¬ 
tonitis, however, have been found exceptionally 
associated with the presence of lumbrici, and 
occasionally (in cases probably where there has 
been some local disease of the mucous membrane) 
one has actually perforated the bowel and has 
given rise to abscesses and fistulse, the worm 
being expelled when pointing has occurred at the 
surface. 

The number of ova which a female lumbricus is 
capable of producing has been estimated at more 
than 50 millions. The egg is of oval shape, 
measuring .075 millimetre in length and .058 
millimetre in breadth; it has an albuminous 
covering, which gives it a fringed appearance 
under the microscope. 44 The ova of lumbrici are 
expelled with the faeces, which often contain them 
by myriads. These ova can remain in the water 
of stagnant pools, or running streams or wells, for 
several years without undergoing any alteration; 
the embryo develops, and is set free when the 
ovule enters the digestive apparatus of human 
kind.” (Davaine, 44 Traits des Entozoaires,” 
Deux.ferae edition, Paris, 1877, p. 129.) 

The parasite is not special to human kind, 
but is found also in oxen and pigs. The very 
small ova can be transported to the mouth by 
many media. Davaine insists that the especial 
vehicle for the importation of ascarides is con¬ 
taminated drinking water, the contamination 
occurring through admixture with sewage-par¬ 
ticles, and Mosler is said to have demonstrated 
in a sample of water the presence of the ova. 

The age of the youngest child, the subject of 
lumbricus, as recorded by Heller, was 2 years. 
In my own cases the average was 5.2 years. 
Cases have been reported in which lumbrici 
have been expelled by infants yet at the breast. 
It is certain, however, that then some food has 
been given or surreptitiously taken. Unhealthy 
children are more prone to them than the f 
healthy; they are found after acute diseases which 
affect the intestinal tract, especially typhoid feveT. t 
It is pfobaLbl* that during the continuance of * 
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normal power of peristalsis the ova are expelled; 
but when this power is diminished by disease, 
time is given for the development of the parasite. 

The diagnosis of the presence of lumbrici is 
usually made in the first instance by the cus¬ 
todians of the child; they tell you that a worm 
has been passed, and they describe its characters 
as resembling those of the garden-worm. In all 
cases, if possible, induce them to bring the spe¬ 
cimen for your examination, for I have known 
vegetable fibres, or shreds of tough mucus mis¬ 
taken for the lumbricus. Remember, in limine , 
that if one has been passed it is probable that 
more remain behind. The diagnosis may also be 
made by the microscopic examination of the faeces. 
The ova are readily discoverable. On the other 
hand, the ova of the thread-worm (oxyuris vermi- 
cularis) are never to be thus discovered: these in 
fluid media burst, and their contents escape. 

Now, it may be asked: Can the presence of 
lumbrici be suspected from the symptoms of the 
patient? Those which I have mentioned in the 
preceding lecture (see “ Clinical Journal,” April 
26th, 1893, p. 413) are common to the subjects of 
oxyurides and lumbrici. I have found in the sub¬ 
jects of lumbrici (1) A more pronounced anaemia. 
This is rendered probable by the fact that the 
habitat of the ascaris lumbricoides is the small in¬ 
testine, where it is, of course, likely directly to 
influence the functions of digestion and absorption, 
whilst that of the oxyuris vermicularis is, for the 
most part, the large intestine, and especially the 
rectum, where its influence must be more remote. 
It is said, moreover, that the lumbricus lives at the 
expense of the juices of the intestine. (2) Pain at 
the epigastrium. I have found it important to 
leave this question till the last. “ Does the child 
complain of pain at the chest or stomach ? ” With 
lumbrici pain is generally felt, and often there is 
much nausea, with a sense of sinking or craving for 
food. (3) Reflex symptoms are, in the case of 
lumbrici, more pronounced. Of five cases mani¬ 
festing epilepsy two passed lumbrici; of two with 
hemicrania one passed lumbrici; and the case of 
chorea, the only case in this series, was the host 
of lumbrici. 

Some physicians have discredited the production 
of urgent reflex phenomena, but I feel sure that a 
careful observer of cases as well as of the literature 
of the subject cannot fail to be convinced of their 
reality. Davaine’s exhaustive work gives numerous 
instances of production of mental aberrations, of 


coma, of epilepsy and epileptoid seizures, of chorea, 
of paralysis, deafness, amaurosis, palpitation, syn¬ 
cope, and even sudden death, attributable to the 
presence and irritation of these parasites. My own 
experience on this point is clearly to a like con¬ 
clusion. Among the cases I now adduce was one of 
epilepsy in a boy of five, which lasted for three 
weeks before he came under my care. These fits 
commenced with spasms of the extensor muscles 
of both legs and flexors of the arms, the eyes 
were directed upwards and to the right; then 
followed general clonic spasms. The fits were 
very frequent, sometimes two in an hour. A 
large lumbricus was passed. Another case mani¬ 
fested extreme internal strabismus (right); another 
was a case of chorea; it was a second attack, the 
former attack having disappeared after the passage 
of a lumbricus. In response to treatment, another 
lumbricus was expelled during the second attack 
of chorea. In another case in the hospital of very 
pronounced chorea (also a second attack), in the 
course of the first attack two large lumbrici were 
passed. I am convinced of the reality of reflex 
phenomena in the hosts of lumbrici. We know 
that a strong influence is often produced on the 
heat-centre (worm fever). 

And now, as regards treatment. It may be said 
that these disorders present the problem of thera¬ 
peutics in its typical aspect—for preventive and 
curative medium must go haiid in hand. The 
first indication is to expel the unwelcome guests, 
the second is to forbid re-entry of others of their 
kind. If the diagnostic indications are in favour 
of the presence of lumbrici, the vermifuge " par 
excellence ” is Santonine. Before its administration 
a few doses of Castor Oil, or any other simple 
aperient should be given. It is my practice 
to administer Santonine always the first thing in 
the morning, fasting, because then the small in¬ 
testine presumedly contains a minimum of un¬ 
absorbed material, so the agent has a better 
chance of coming in direct contact with the 
parasite. The dose I employ for a child from 
nine to twelve years old is five grains, usually with 
one or two grains of Calomel. Giddiness, yellow- 
discolouration of objects, etc., and the described 
toxic effects of Santonine, are very rare in my 
experience, and the effect upon the urine, which, 
on the addition of a few drops of Liq. Potass®, 
turns of a deep pink colour, is a valuable indica¬ 
tion that the drug prescribed has been duly 
administered. 
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The following formulae are commonly used in 
the hospital:— 

1. Pul vis Santonini Compositus. 

Take of— 

Santonine . 1 gr. 

Compound Powder of 

Scammony. 2\ grs. 

Subchloride of Mercury ... i gr. 

(For a child 1 year old). 

M. 

2. Pulvis Santonini et Hydrargyri Subchloridi. 
Take of— 

Santonine . 1 gr. 

Subchloride of Mercury... $ gr. 

Refined Sugar in Powder grs. 

(For a child 1 year old). 

M. 

It is considered by some observers that 
Santonine is most active as an anthelmintic when 
administered in an oily solution, as according to 
the following formula:— 


Haustus Santonini et Olei Ricini. 
Santonine in Powder 

4 grs. 

Castor Oil. 

3 drachms. 

Mix and emulsify with— 


Mucilage of Acacia 

4 drachms. 

Syrup . 

1 drachm. 

Peppermint Water ...to 

ij ounces. 


Taken fasting in the morning makes a dose for 
a child of 6 to 12 years. (See Martindale’s Extra 
Pharmacopoeia,) 

The dose of Santonine may be administered in 
wafer-paper, or folded within a slice of bread and 
butter or bread and honey; an ordinary dose of 
Castor Oil should follow in half an hour. 

As regards preventive treatment strongly in¬ 
culcate cleanliness . Especially insist that the 
hands and finger nails be kept clean. Let all 
vessels used to contain the food of the child be 
cleansed with boiling water or with w^ter which 
has previously boiled. Let the milk also which is 
given be previously boiled, unless boiled milk is 
found to disagree. Exclude raw fruits and 
vegetables from die dietary, and insist that any 
meat which is allowed is sufficiently cooked. 
Lastly, order that the water which the child drinks 
be previously boiled and, if possible, filtered also. 

Your attention may be called to a child who has 
passed segments of tape-worm. Or a patient having 
manifested the symptoms which I have described 
as suggesting the presence of intestinal parasites, 


the purgative treatment has brought away, not those 
which we have hitherto considered, but riband¬ 
like bands or elliptical pieces. Such portions must 
be brought for your inspection. They may indicate 
A, the Tania solium or pork tape-worm; or B, the 
Tania medio- can el lata or beef tape-worm; or C, 
the Bothriocephalus latus, whose intermediate stage 
of transformation, according to Dr. Brown of 
Dorpal, is effected within the body of a fresh-water 
fish, the pike: it may also be transmitted to 
human kind through the salmon or the trout. 

Very young infants and children occasionally pass 
tape-worms, though the prevalence of the parasite 
markedly increases after the fourth year of age. 
Cases have been recorded under the age of one 
year, and we have met with them in children 
under two years old. The bothriocephalus latus is 
found in Belgium and Holland, in Poland, and in 
some parts of Switzerland, but it is rare with us. 
It is with the pork and the beef tape-worms that 
we are most concerned. Opinions are divided as 
to which of these is the more frequently met 
with. I cannot doubt that the tania Solium is 
comparatively rare . I have seen a case of 
tape-worm in a child of two years old, in whom 
the evidence was strong that no pork had been 
ever given; it is undoubted, moreover, that tape¬ 
worm has been manifested in children who have 
been subjected to the raw-beef plan of treatment. 
It is obvious, therefore, that the beef tape-worm 
has considerable opportunity of finding entrance 
into the alimentary canal of children, and that it 
does develop there. As I have before observed, try 
to procure all the segments which have been pass* d 
for examination. It is said that if the individual 
segments are isolated and voided accidentally when 
the child is unaware of effort, it is probable that 
the parasite is the beef tape-worm, the taenia medio- 
canellata. If, on the other hand, the fragment^ 
comprise several segments united together, and if 
the expulsion is not involuntary, but accomplished 
only by the act of defaecation, then it is more pro¬ 
bable that it is the pork tape-worm, the taenia solium, 
which is present. It is seldom that the head is 
passed except under treatment carefully applied for 
the complete expulsion of the worm; if it be 
brought to you you will examine it as hereafter 
directed. 

It is not my purpose to describe the two varieties 
of tape-worm, nor to enter into details regarding 
their natural history. The parasites are by no 
means peculiar to childhood; they are met with 
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less frequently in early than in later life. For all 
their anatomical and morphological details I must 
refer you to the works on helminthology and the 
systematic treatises on medicine wherein they are 
treated incidentally. I only concern myself with 
them in so far as they contribute to the production 
of the symptoms which we associate with the pre¬ 
sence of worms, and as they present to us the 
problems of therapeutics. 

Given that fragments of one of the forms of 
tape-worm are passed by a child, what treatment 
should you put in force? 

First Stage. Keep up for a week some purga¬ 
tion. This may be done by a dose of Castor Oil on 
alternate mornings, or by a saline aperient, such 
as the ordinary White Mixture, taken three times a 
day, or reduced in frequency if the action becomes 
excessive:— 

R Magnesias Sulphatis ... 3ss 
Magnesias Carbonatis... gr.x 
Aq. Menth. Pip. ... §ss 
Ft. mixture. Ter die sumend. 

Or, if the child be feeble and anasmic :— 

R Fern Sulphatis. gr.iiss 

Magnesias Sulphatis ... gr.x 
Aq. Menth. Pip. ... 3SS 
Ft. mixture. Ter die sumend. 

These doses are arranged for a child from ten to 
twelve years old. 

During the action of these purgatives segments 
may be passed, which you should examine. 

Second Stage. Instruct the nurse or guardian of 
the child that for three days before it is submitted 
to you for direct antidotal treatment the diet must 
he very carefully arranged. Permit no farinaceous 
food whatever, but custard, blancmange made with 
milk and isinglass or gelatine; no meat to be given, 
but beef tea or soups thickened with isinglass or 
gelatine, or eaten cold as a jelly. Thus the para¬ 
site is presented fairly to the vermifuge, and is not 
obscured by unabsorbable matters contained in the 
bowtl. 

Third Stage. No vermifuge is, in my opinion, 
so effectual as the male fern. The liquid extract, 
in the dose of half a fluid drachm or a drachm, may 
be administered merely floating on peppermint 
water; or the nauseous drug may be made into an 
emulsion with Mucilage of Acacia, or by means of 
itocture of Quillaia Saponaria, and flavoured with 
syrup of ginger and a drop of essence of lemon. I 
preler the emulsion: I think the children take it 
more readily and less frequently reject it After 


the dose no food is given for two or three hours. 
Then the former aperient is repeated, and through¬ 
out the day no solids but beef tea and broths only 
are allowed. Usually the one dose of male fern 
extract is effectual, and the worm is voided ; if not, 
the treatment is repeated after the lapse of two 
days. If the second dose be ineffectual it is better 
to wait for a week or two, and then either to repeat 
the former plan of treatment or give one or two 
doses of turpentine. Half a drachm of Turpentine 
may be made into an emulsion, with an ounce of 
Mucilage of Acacia and a drop of Oil of Pepper¬ 
mint added. This dose may be administered every 
six hours until three doses have been taken. French 
observers recommend a decoction made from the 
fresh bark of the pomegranate root, but this must 
be given in large bulk, an ounce of the bark being 
macerated in a pint of water for twenty-four hours, 
and subsequently boiled down to half a pint. A 
third portion of this decoction is administered every 
hour and a half. Other drugs, such as Kamala, 
Kousso, etc., may be administered, but I consider 
practically the male fern treatment or the turpen¬ 
tine treatment, or these plans put in force alter¬ 
nately, to be all-sufficient. 

All the evacuations after the administration of 
the anthelmintic drugs must be carefully preserved 
for your inspection. Each should be mixed with a 
considerable bulk of tepid water and passed through 
a very coarse sieve; the fragments are thus inter* 
cepted. These must be placed on a flat dish and 
carefully disentangled; especial pains being taken 
where the segments become very narrow and the 
narrow neck of the parasite comes under view, 
This narrow portion must be traced to its termina* 
tion, for it is very important to discover the head. 
The head may be recognised by the slightly bul* 
bous ending of the very fine thread-like process 
which constitutes the neck. It should be removed, 
together with a small portion of the attached neck, 
and examined under the microscope, an object- 
glass of one inch focus being used. The head of 
the taenia solium (pork tape-worm) is distinguished 
by its presenting not only four suckers arrayed 
round the bulbous extremities, but, surmounting 
these, a crown of hooklets, some of which may be 
detached, and are extremely characteristic. The 
head of the tcenia medio-canellata (beef tape-wbrm) 
is larger, and presents no hooklets. The discovery 
of the head of the tape-worm is of gr£at practiced 
importance, because it enables one to'state posi¬ 
tively that no other segments will be *prodfrcdd— 
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that is unless another taenia exists in the host, a rare 
occurrence. If, on the other hand, the neck is 
discovered, whilst the head is not found, one cannot 
be certain that the latter is not retained, and other 
segments may be developed therefrom. We must 
not conclude, however, that it is always possible to 
find the head, and we must sometimes remain in 
doubt concerning the absoluteness of the cure. 
In cases where the patient is not constantly under 
skilled observation—when treatment is put in force 
at home* for example—careful instructions must be 
given to the nurse in charge. She must be told 
how to carefully remove the expelled worm from 
the rest of the faecal matter, to place it in a basin¬ 
ful of clear water, to unravel it without using vipr 
lence, and. then as the fine and narrow neck floats 
upwards to sever it with a pair of scissors within a 
few inches of its free end. She must transfer the 
severed portion to. a bottleful of pure cold water, 
and, in the act of transferring, must seize the cut 
and not the , free end, for rude attempts at seizure 
may easily disfigure the head. The specimen must 
then be brought for your examination, and the ; 
satisfaction of discovering that the whole worm has 
ibeen expelled should be a sufficient recompense . 
ioc the trouble taken. 

Finally, do not forget to ipculcate the im¬ 
portance of preventive treatment in regard to 
those who have .once passed a tape-worm. Ex¬ 
plain that the parasite. finds an entrance to the 
body through imperfectly cooked food. The meat; 
which is eaten must be thoroughly roasted, boiled, 
or ,so subjected to heat that the rudimentary 
parasites are killed. If raw meat of any kind has 
hitherto constituted a part of the dietary, this must 
be rigidly excluded. And in case of this as of the 
other parasites we have considered, the importance 
of attention to general cleanliness cannot be over¬ 
rated, for the ova or the larvae which are transferred 
in various ways to the alimentary tract are but 
forms of “ matter in the wrong place,” which can 
be summarily defined as dirt. 


Benzol or Benzene is bnt little used in medicine, bat 
Dr. Mttnell gives the following formula, which he has - 
used in influenza and in over a hundred cases of chronic 
bronchitis and winter cough as an expectorant and seda¬ 
tive :— 

Benzol Pur .3iss 

01. Mentb. Pip .3»s 

OL Olive. ad 5ij 

8. gtt. x-xxx. on sugar every three or four hoars.— 

(Med. Rec.) ' 


CLINICAL REMARK8 

ON 

THE TREATMENT OF URETHRAL 
STRICTURE. 

Delivered in the Out-Patient Room at St. Bartholomew's 
Hospital, by 

W. BRUOE CLARKE, M.B., F.R.O.S., 
Assistant Surgeon to the HospitaL 


Under the term urethral stricture is often iiv 
cluded a variety of conditions, which differ both in 
their immediate and ultimate effects; but all are 
usually submitted somewhat indiscriminately to 
similar treatment. They are dilated in most cases 
with but temporary benefit, the patient disappears 
from view until some urgent and ineffectual call to 
urinate directs his attention to his disease, and he 
again seeks relief from his more pressing symptoms. 
It is my habit, as you know, to distinguish the 
slighter varieties of stricture by the name constric¬ 
tion, for if they form any source of trouble at all 
to the patient, it is rather from their tendency to 
give rise to gleet than on account of the difficulty 
which is experienced ip voiding the urine. 

But all forms of stricture, whatever tfie symp¬ 
toms may be to which they give rise, are m$infy 
the result of cicatricial contraction, and I yroyjd 
especially lay an emphasis on the word mqiitfji, 
because in very many instances it is the opsp^ pf 
congestion which determines the attack of reten¬ 
tion. A patient may go on for years with a 
stricture, and may void his urine with comparative 
ease, but some temporary indiscretion of diet or 
of drink will induce the onset of complete stoppage. 
But there is another factor in the case.—Spasm; 
and here we come to a much-debated point, viz,, 
as to what part spasm plays in the production of 
stricture. I am inclined to ascribe to it a much 
larger share than would perhaps be accorded by 
many surgeons. Many cases of spasm are un¬ 
doubtedly hypothetical, but all must not be dis¬ 
missed in so summary a fashion. My attention 
was first directed to the importance of spasm some 
years back; when I was called upon to treat a 
stricture of the deep urethra in a patient who gaye 
the following history. He stated that at times he 
was quite unable to urinate, and had on many 
. occasions been obliged to resort to the use of a hot 
bath in order to relieve himself. This condition 
had supervened upon a mild attack.oC gonorrhoea. 

Digitized by Google 


22 The Clinical Journal.] MR. CLARKE-TREATMENT OF URETHRAL STRICTURE. [May 10, 1898. 

and had come on before the gleet had quite ceased, strument two or three times every year, for a year 
but apparently without any premonitory symptoms, or two, so that a watch may be kept over the 


He had had a catheter passed on several occasions, 
aw 4 without much difficulty, so much so that he 
had been informed that no stricture was present, a 
statement which he could not reconcile with the 
facts. 

I passed an instrument for him, and had I relied 
on the indications which it afforded on the first 
occasion that I passed it, I should have come to 
a similar conclusion; but on withdrawing it and 
passing it in a second time, I noticed that it was 
gripped rather tightly. I passed it backwards and 
forwards through the membranous urethra two or 
three times, until at last it was only with difficulty 
that it would pass at all. In other words, the 
irritation produced by the instrument had induced 
an attack of urethral spasm. To cut a long story 
short, a large instrument was tied into the urethra, 
and dilatation practised at short intervals for some 
time longer, until at length the tendency to spasm 
disappeared. 

But spasm has a further interest for the surgeon, 
it is not merely a temporary condition, but is often¬ 
times the forerunnner of a most troublesome 
organic stricture. I have published several such 
cases, in one of them* the stricture would only 
admit a No. 3 English, and urethrotomy was 
advised. When my patient was anaesthetised, the 
urethra was perfectly relaxed, and I found no 
difficulty in introducing a No. 16 English after 
dividing the urethral orifice with a bistoury. It 
is unnecessary for me to add that I did not on 
that occasion proceed to urethrotomy. All ten¬ 
dency to the spasm seemed to have been over¬ 
come by the passage of such large instruments; 
and after an occasional resort to the catheter for a 
few months, my patient imagined himself cured, 
and sought no further medical aid. Three and a 
half years later, when he was away from England, 
symptoms of stricture supervened, and were 
treated by gradual dilatation; but when I saw 
him after his return, I found a true organic 
stricture had taken the place of the old spasmodic 
contraction. 

No case of spasm should ever be neglected; it 
demands, if possible, more care and a more 
lengthened period of observation than an ordinary 
stricture, and such a patient should be informed 
that he must submit to the passage of an in- 

• “Lancet,” 1892, vol. ii., p. 137. 


progress of his case. In many instances the 
precautionary measure is all that is needed, but in 
some the tendency to spasm, and spasmodic con¬ 
tractions increases in frequency, and in such 
instances, an internal urethrotomy should be 
resorted to without delay, and gradual dilatation 
practised for some time afterwards. If this is not 
done, an organic stricture, probably of an in¬ 
tractable nature, will be sure to develop later on; 
the reason of this is not difficult to explain. The 
urethroscope has made it all clear to us, and has 
revealed in most of the cases of this nature an 
ulcer, fissure or irritable granulation of the urethra, 
which induces a spasm in the subjacent muscular 
tissue, and eventually causes the deposition of 
fibrous tissues in and around the bundles of muscle 
fibre. This fibrous tissue contracts, and a stricture 
is the result. 

In a true urethral stricture then, we have three 
distinct elements to deal with, the permanent con¬ 
striction, due to the deposition of fibrous tissue in 
and around the urethra, and the superadded 
spasm and congestion, either, both, or neither of 
which conditions may be present, and this it is 
which has led in the past, and still continues to 
lead to a considerable divergence of opinion as to 
what is the best plan of dealing with any individual 
case of urethral stricture. For my own part, I 
do not hesitate to say, that once a stricture is well 
established, if you want to cure it you must subject 
it to division, or get your patient to submit to a 
course of electrolysis; and I purposely use the 
expression, “ get your patient to submit to a course 
of electrolysis,” because, herein lies, in my opinion, 
the chief difficulty of this plan. People do not 
like to be told that they must submit to a line of 
treatment which will extend over a series of months, 
when the ailment from which they are suffering is 
not proving a source of material discomfort to 
them; they prefer to have it cut and done with, 
as they often say, or to dilate their stricture with a 
bougie as occasion may require. But dilatation is 
not cure; I will not go so far as to say that 
dilatation never produced a cure, but if it ever 
has done so, it can only have occurred when this 
line of treatment has been persevered with over a 
long series of years. But there is another reason 
why electrolysis has not obtained that general 
recognition which its results certainly merit, and 
this is due to the fact that it is now beginning to 
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be recognised that free division of a stricture, 
accompanied by subsequent careful dilatation will 
produce a satisfactory cure, and without entailing 
as much worry upon the patient, or the necessity 
for such complicated apparatus on the part of the 
surgeon. 

Practically then it comes to this, that those cases 
of stricture which prove a great source of incon¬ 
venience to their possessors, either in consequence 
of the vesical irritability to which they give rise, 
or because of the frequency with which they 
require dilatation, should be submitted to internal 
urethrotomy or to electrolysis. 

Strictures occur, as you know, both in the 
spongy part of the urethra and deep down in 
region of the bulb and membranous portion. 


certain of one thing, and that is that deep stric¬ 
tures divided with an urethrotome do far better 
than those in which the bicision is made with a 
knife. The urethrotome which I use for this 
purpose is Teevan’s. It is furnished with fish-gut 
guide coated with rubber, which acts the part of a 
ferret or pilot, as it is perhaps better called. On 
to this the urethrotome is screwed, and the stricture 
divided from before backwards. After this has 
been done, a conical steel bougie as large as the 
urethra will admits is passed into the bladder, in 
order to ensure that the stricture is completely 
divided, and a soft red rubber catheter on a stilet 
is then introduced into the bladder, and allowed 
to remain there for about forty-eight hours. It is 
advisable that this instrument also should be the 



Now, internal urethrotomy differs somewhat when 
it is performed in the deep urethra and close to 
the meatus. In the latter situation I invariably 
use an ordinary blunt-pointed bistoury. It has 
the merit of simplicity and is, so far as I know, 
quite as effective as any instrument, however com¬ 
plicated and elaborate. But in the deep urethra 
the case is somewhat different; in the first place, 
the stricture is more out of reach, and the manipu¬ 
lation of a simple bistoury, or, for that matter, a 
guarded one, either is not a very simple matter. 
It is somewhat like an endeavour to cut a par¬ 
ticular stitch in one’s trouser pocket with a carving- 
knife in the dark, and I do not believe that any¬ 
one, however skilful and practised his hand, could 
ever assert with perfect correctness that he knew 
exactly what he was about. At any rate I am 


largest that the urethra will admit. If this is the 
case it fitis closely the inside of the urethra, and 
effectually prevents either the passage of urine by 
its side, or the effusion of blood, which may 
possibly occur if no such precaution is taken. 

It is often asserted as an objection to this mode 
of treatment that urethral fever is liable to follow 
this operation, and that external urethrotomy is a 
far safer and better plan of treatment. If such an 
objection had been urged twenty years ago, before 
antisepsis held us under its sway, there might have 
been some truth in the statement; but with proper 
precautionary measures no untoward result need 
be feared to-day, and statistics will show you that 
internal urethrotomy is a less dangerous operation 
than external. Carefully inspect your urethrotome, 
and boil it or soak it in Carbolic Acid before use. 
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and see that your catheter has been soaked in 
Carbolic Acid i in ioo for some hours beforehand 
and the dangers of sepsis will vanish. Catheters 
should not be placed in any stronger solution, or 
their smoothness and soft exterior will be impaired, 
and considerable irritation may attend their use. 
The advantages of the internal operation over the 
external are also very considerable. There is no 
fear of perineal or penile fistula, and recovery takes 
place after internal urethrotomy in less than a 
quarter of the time that it does after perineal or 
penile section. 

But it is on the after-treatment that the ulti¬ 
mate result really depends. About a week after 
the urethra has been cut a conical steel bougie 
must be passed daily through the stricture and 
should be allowed to remain in situ for some 
minutes. The steel bougies* which I use have been 
made for me by Messrs. Arnold, and taper gradu¬ 
ally from the point until the straight part of the 
instrument is reached. The first tapers from i to 
4, the second from 2 to 4, the third from 2 to 7, 
the fourth from 4 to 9, the fifth from 6 to 12, the 
sixth from 9 to 15 and the seventh from 12 to 18 
(English measurement). The smallest of these in¬ 
struments is furnished with a screw on to which a 
filiform bougie can be attached when its cap is 
removed. 

The steel bougie which should be selected for 
passing into the bladder after an internal urethro¬ 
tomy should be as large as the urethra will admit; 
usually a No. 14, 16 or even 18 English will.be 
found to offer no difficulties in its introduction. 
Indeed, the mere weight of these instruments makes 
them oftentimes far more easy to introduce than a 
softer and more flexible bougie. This process of 
dilatation should be continued for a month or two, 
until apparently all tendency to recontraction has 
ceased. The introduction of an instrument once 
or twice a week, gradually diminishing its frequency, 
must be carried out for at least a year, and if this 
programme is faithfully adhered to a radical cure 
will be the result. You will readily understand 
that it is not so very easy to obtain one. 

It only remains to say a few words on the best 
method of carrying out practically the process of 
gradual dilatation for those cases in which for some 
of the reasons above referred to, an operation is 
not resorted to. When a patient presents himself 
complaining of symptoms which seem to indicate 
stricture, he should be made to lie down, and a 

• See diagram on preceding page. 


soft instrument of moderate calibre introduced into 
the urethra, for example, a No. 9 English. If this. 
does not pass, smaller sizes must be tried until 
something has been passed into the patient’s 
bladder. If nothing but a small cat-gut or fish- 
gut guide passes, it is, as you have seen, my custom 
to affix one of them which is furnished with a 
screw, on to the end of my smallest conical steel 
bougie, which you will remember is not larger than 
a No. 1 English at the point. Furnished with a 
pilot it rarely fails to find its way into the bladder, 
and being conical, can generally be succeeded by 
a larger instrument, so that an out-patient whose, 
stricture barely admits a No. 1 English, may be 
sent away with his urethra enlarged to say No. 5. 
I do not wish to assert that this size is maintained, 
but three or four days 1 iter a No. 3 can usually be 
passed with ease, and the patient is relieved of a 
painful affection, usually without the loss of even 
a single drop of blood. 

Once the stricture has yielded so much, its 
progressive enlargement is only a matter of time 
and patience, accompanied by the passage of a 
bougie each week. 

I have scarcely alluded to the use of catheters, 
and I have done so advisedly. Catheters, unless 
the utmost care is taken, are fertile sources of dirt, 
and therefore of serious urethral fever. If the 
urine has to be drawn off a catheter of course 
must be employed; but if you wish to treat stric¬ 
ture successfully, use the bougie in preference to 
the catheter whenever you possibly can. 


CLINICAL REMARKS ON CASES. - 

Delivered in the Obstetric Ward of St. Thomas's 
Hospital, May 2nd, 1893, by 

O. J. OULLINQ-WORTH, M.D , F.R.OJP., 
Obstetric Physician to the Hospital. 


Abscess in the -Abdominal Wall. 

This young unmarried woman, set. 25, was 
taken ill last Christmas. She was suddenly seized 
with violent pain in the lower part of the 
abdomen which was so severe that she had to 
rest at home for some days. The pain subsided 
and she went back to work, only to get bad 
again. She went home, and thanks to poul¬ 
ticing and hot fomentations the pain disappeared. 
She rested in bed for two or three weeks, 
and during that time first noticed that there was 
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some abdominal swelling, but is not sure of the 
exact site at which it commenced. After another 
three weeks rest she returned to work, but the pain 
recurring she again went home, and after remaining 
at home a week or so was brought here on April 
9th. I found the abdomen was enlarged, tender on 
pressure, and evidently contained fluid. The tem¬ 
perature was high, and there were all the other 
symptoms of acute abdominal inflammation. 

The diagnosis that suggested itself to my mind 
was suppurating dermoid cyst of the ovary, 
adherent to the abdominal wall. 

On making an incision through the abdominal 
wall I found it impossible owing to inflammatory 
exudation into the tissues I was cutting through 
to distinguish the different layers. On getting 
through them, and before opening the peri¬ 
toneum, 4 ozs. of pus escaped. I passed my 
finger into the abscess cavity and found several 
loculi in connection with it, but no evidence of 
a communication with the peritoneal cavity. I 
did not feel justified in exploring too thoroughly 
for fear of making such a communication; but 
contented myself with assuming that the pus had 
most probably made its way from the pelvis. 

After the operation the temperature came down 
and all symptoms were relieved; but there has 
been an occasional rise of temperature since then. 
Yesterday my attention was called to a sense of 
increased resistance on the right side of, and just 
above the level of, the lower end of the incision. 
On making a bi-manual examination I found the 
body of the uterus pushed to the right; and 
behind the uterus, high up, occupying the right 
posterior fossa of the pelvis, a hard irregular swel¬ 
ling passing into the pouch of Douglas, and evi¬ 
dently continuous with the resistant spot felt ex¬ 
ternally. The other side was normal. The swell¬ 
ing is, I assume, due either to (1) suppuration 
occurring in the uterine appendages of the right 
ride, or (2) disease of the vermiform appendix. 

If due to the first cause the abscess must be 
the result of either a septic or gonorrhoeal infec¬ 
tion or of the presence of tubercle in the uterine 
appendages on that side. I am able to dismiss 
the question of septic or gonorrhoeal infection, and 
narrow it down to either tubercle of the appendages 
or to disease of the vermiform appendix. As to 
which it is, the evidence is not very definite. The 
sudden onset points rather to some disease of the 
vermiform appendix. 

Another feature of interest arose in connection 


with the operation on April 13th. The abscess 
had been surrounded on the peritoneal side by 
inflammatory exudation in the same way as I 
found it on the muscle side; the result being that 
some coils of the intestines had become adherent 
to the peritoneum at that spot. In enlarging the 
deeper part of the incision a slight nick of the gut 
was evidently made, as shown by a little escape of 
gas. I did not think it necessary to search for the 
rent, feeling that if the faeces did pass through it 
they would pass external to the peritoneal cavity* 
and so not be a matter of much consequence. I also 
thought that, provided a free escape of the faeces 
through the lower gut was ensured, there would be 
but a temporary and slight escape through the 
wound. 

This is exactly what happened. For the first 
week a moderate amount of faeces was passed 
through the wound. The amount has steadily 
decreased, and to-day, nineteen days after the 
operation, there has been no escape of faeces by 
this channel whatsoever. I conclude, therefore, 
that it has undergone spontaneous healing. 


Tubercular Disease of Fallopian Tube. 

This case is of interest not only on account of 
the rarity of such a condition, but also because of 
some remarks that were made during the recent 
discussion on operative interference for disease, of 
the uterine appendages., 

The woman, who is 28 years of age, was admitted 
for what I diagnosed to be tubercular disease of 
one fallopian tube. I need not say anything as to 
my reasons for diagnosing disease of the fallopian 
tube, but my reasons for regarding the disease as 
due to the presence of tubercle were: 

(1) Inflammation of the fallopian tube is always 
due to (a) septic causes, (&) gonorrhoea, or (c) 
tubercle. 

(2) As the woman had never borne a child, nor 
had a miscarriage, nor undergone any surgical 
treatment per vaginam , it was extremely unlikely 
that the mischief had arisen from septic causes. 

(3) The question of gonorrhoea could be entirely 
dismissed in this case. 

By a process of exclusion one therefore arrived 
at tubercle as the cause. In favour of this 
diagnosis there was other evidence; thus, the 
woman was emaciated, her eyes were sunken, the 
lashes long, and her general appearance was what 
we associate with a tubercular diathesis. 
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Having arrived, therefore, at the diagnosis, 
tubercle of one fallopian tube, what reasons had I 
for operating ? There is no rule laid down with 
greater emphasis by modern pathologists than 
this, viz., that when there is a tubercular focus 
present in any part of the body, this focus should 
if possible be removed, otherwise a general tuber¬ 
cular infection will result from its presence. Such 
a rule of course pre-supposes that there is no 
evidence of general tuberculosis. In this woman 
the most careful physical examination failed to 
discover any signs of tubercular affection of the 
lungs, the peritoneum or any of the abdominal 
viscera. One was consequently justified in be¬ 
lieving that if this tubercular focus could be re¬ 
moved, it would give the patient a great chance 
of escaping general tubercular infection. I have 
operated in several cases in which the appendages 
have been the sole seat of the tubercular pro¬ 
cess, and there has in no instance been general 
tubercular infection or local recurrence. 

In this case, the fimbriated end of the tube 
was attached to the ovary by inflammatory adhe¬ 
sions, and the corresponding half of the ovary 
contained cavities filled with caseating pus. The 
other half was condensed by chronic inflammation, 
but there was no tubercular infiltration in it. The 
lumen of the tube was occupied by caseating pus. 
The walls of the tube were found under the 
microscope to contain an abundance of giant cell 
systems, proving conclusively the nature of the 
affection to be tubercular. 

The patient has steadily improved since the 
operation. 

Ovarian Papilloma—Uterine Fibroid. 

This woman, aet. 39, came here a few weeks ago, 
with a history that she had been suffering from 
slight menorrhagia for the last three years. In 
addition to this symptom she complained of general 
ill-health, which had prevented her for some 
months from following her occupation, a some¬ 
what serious matter, as she had to depend on her 
own exertions for her living. 

On examination I found a uterine fibroid, about 
the size of a foetal head. 

Although the menorrhagia was but slight, and 
although the presence of the fibroid gave rise to 
no obvious pressure symptoms, yet considering 
that she was, apparently as a result of its presence, 
unable to earn her own living, I thought it advisable 


to open the abdomen with a view of performing 
oophorectomy or removing the fibroid, according 
to the condition found. 

On opening the abdomen a very unexpected 
condition was found to be present, one which fully 
accounted for the patient’s prolonged ill-health. 
On passing my hand behind the uterus I found a 
papilloma of one ovary. There was also some 
slight ascites. The papilloma was growing from 
one end of the ovary, which did not present any 
appearance of cystic formation. 

This, then, and not the fibroid, was the cause of 
the ill-health. I removed the ovary with the 
papilloma springing from it, and at the same time 
removed the sound ovary, so that by the removal 
of the two the menopause should be artificially 
induced, and the growth of the fibroid be arrested. 
The patient has made an uninterrupted recovery 
so far as the operation is concerned, and her 
general health has also very much improved since 
the operation. 


Parovarian Cyst 

This woman, aet. 34, was operated on five days 
ago for a single cystic tumour of the abdomen, 
which I diagnosed to be either ovarian or par¬ 
ovarian. The operation showed it to be the latter, 
and on tapping it, some 3} pints of clear fluid were 
drawn off. This fluid was neutral in reaction, 
had a specific gravity of 1,002, and contained a 
large quantity of sodium-chloride, but no albumen. 
I made only a small incision some 2} inches in 
length, but it was quite sufficient to permit the 
ready withdrawal of the collapsed cyst through it 
after the fluid contents had been evacuated. 

These parovarian cysts develop from some rudi¬ 
mentary organs situated in the broad ligament. 
As these tubes are fragmentary and have no com¬ 
munication with other structures, the parovarian 
cysts have no pedicle, and except when attached 
by adhesions, the result of inflammation, can as a 
consequence be enucleated. In this case I found 
the encapsulating portion of the broad ligament so 
vascular, and presenting so large a raw surface, 
that I thought it better to remove it after enucleat 
ing and removing the cyst 


Procidentia Uteri. 

This girl came here with procidentia uteri. She 
was only 17 years of age at the time, and was a 
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virgin* She was a domestic servant, and was put 
to do heavy work at a very early age. To this fact 
I attribute her trouble. 

To relieve her condition I performed anterior 
and posterior colporrhaphy, and at first it seemed 
as though this operation was a success, but soon 
after she returned to work the trouble recurred. 
As such a condition in a young girl meant a life 
of misery and incapacity for work, I decided to 
perform the operation known as ventro-fixation. 
Accordingly some two months ago I opened the 
abdomen and sutured the uterus to the anterior 
abdominal wall by means of three silk sutures. 
The girl is back at work now, but there is not any 
tendency to prolapse. The hymen, you can see, 
has not been ruptured, though the opening has 
been distended from within outwards, owing to 
pressure exerted by the descending uterus. 

As to prognosis so far as regards child-bearing; 
Professor Sinclair, of Manchester, has recorded a 
case in which, after this operation, a woman was 
successfully delivered at full time. The operation 
may be regarded therefore as justifiable in such a 
case as this in which other means have failed, for 
whereas it does not interfere with the functions of 
child-bearing, it enables her to follow her ordinary 
occupation instead of being doomed to a life of 
misery and uselessness. 


especially to the posterior surface of the uterus. 
Owing to this, to her bad health, and to the fact 
that she had been tapped for the ascites thirteen 
times, I did not anticipate very good results; she 
has, however, gone on well in every way since the 
operation, but the prognosis is doubtful owing to 
the presence of a large hepatic tumour. 


A Case of Abdominal Hysterectomy. 

This woman was admitted on March 20th, 
suffering from profuse uterine haemorrhage; the 
loss had been considerable, and her health was 
much impaired in consequence. Last year she 
was under my care, and I then curetted the interior 
of the uterus. This time I decided to perform 
abdominal hysterectomy; the extra-peritoneal 
method of treating the pedicle was adopted in this 
case, as it has been in all other cases operated on 
in this ward. This method has been most suc¬ 
cessful in my hands, and the great advantage 
gained, the freedom from the risk of a haemorrhage 
which cannot be controlled, compensates for the 
disadvantage of the presence of a sloughing stump 
external to the abdominal wall. 

I have not found that convalescence has been 
more disturbed than after an ordinary ovariotomy. 


Cystic Adenoma of both Ovaries. 

This woman, aet 45, was admitted on April 19th 
of this year. I found a solid tumour occupying 
the lower part of the abdomen, which was further 
distended by ascites. I diagnosed it as a solid 
tumour of the ovary, probably malignant in its 
nature; at the operation I found there was disease 
of each ovary, the mass springing from each 
meeting in the middle line. On removal I found 
that the tumour was cystic adenoma, the cysts 
being distended by solid growths. The most 
curious point about the tumour was that it was 
undergoing calcareous degeneration throughout 
the whole mass, a condition which is, so far as 
I know, unique. The solid growths developing in 
the cysts had in many instances made their ap¬ 
pearance through the cyst wall at a point opposite 
to the part to which they were attached. A long 
mdsion was made, as the tumour being solid, 
could not be reduced by tapping, as would have 
been the case had the cysts contained fluid; it 
*** very adherent to neighbouring structures! 


Lacerated Perineum. 


This woman has been admitted to have a 
lacerated perineum repaired. The laceration 
occurred at the time of her confinement. Two 
stitches were put in at the time, but gave way on her 
attempting to pass a motion a few days later. 

In former times it was customary to give Opium 
to prevent any action of the bowels in these cases 
for some days. As a rule, the consequences were 
disastrous, for the union is by no means strong 
at the end of eight or ten days, and on the patient 
attempting to pass a large hard dry mass of faeces, 
such as would result from enforced constipation, the 
stitches would in the majority of cases give way. 

Our practice here is not to allow the patient’s 
bowels to remain unopened for more than four 
days. If there is no action by the fourth day, a 
dose of Castor Oil is administered and an action 
induced, which in no way interferes with the 
union. The reason one fixes the period of time as 
four days is because the retained faeces do not 
become hard and dry in that time. 
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CLINICAL NOTES. 

(Specially reported fqr The Clinical Journal . Revised in 
each case by the Author.) 

-*- 

WITH MR. MALCOLM MORRIS IN 
THE SKIN DEPARTMENT AT ST. MART’S 
HOSPITAL, APRIL 24th, 1893. 


On the choice of a suitable base for 
Ointments. 

In ordering a local application, such as an 
ointment, it is important to use a suitable base for 
applying the drug to the part. Very little has been 
written as regards the absorption of fats by the 
skin, and consequently the general ideas on the 
subject are somewhat ill-defined and inaccurate. 

I know of no evidence to show that any fat is ever 
absorbed by the skin. The evidence usually 
offered, that those emaciated infants to whom Cod 
Liver Oil is administered as an inunction rapidly 
gain weight under such treatment, is to my mind 
inconclusive. In the first place, the rubbing alone 
will help to promote nutrition; and secondly, by 
covering the whole of the body with an oil, you 
naturally diminish the loss of heat, and so further 
improve nutrition. At the same time, fatty sub¬ 
stances serve admirably as bases for ointment, and 
though the fat is not absorbed, the drug incorpora¬ 
ted in it may be absorbed. My colleague, Dr. Luff, 
has shown that what happens is this: the drug 
separates out from the fat, and after being dissolved 
in the sweat, the resulting solution is absorbed. 
Consequently, the first point to remember is that 
so far as the question of skin absorption goes, 
there is no need to trouble as to the particular 
nature of the fat used as the base. It therefore 
becomes a matter which depends on the nature of 
the case to be treated. Zinc Ointment (B.P.) 
forms an admirable primary base, so to speak, 
which can be modified according to the wants of 
the particular case. Thus, if you want an applica¬ 
tion of a creamy consistence, you can, by adding 
Olive Oil in different proportions to Zinc Ointment, 
obtain a base of varying consistence. The other 
points to consider are: Is the application to be 
cooling or drying? If you want a base for a case 
in which a cooling application is wanted, add to 
the Zinc Ointment either some spirit or Rose 
Water. The gradual evaporation of the fluid pro¬ 
duces the desired cooling effect. Should you, 


however, want a “ drying” base, you can obtain it 
by adding Starch Powder to the Zinc Ointment— 
adding from 7 >] to as much as 5j of Starch Powder 
to gj of Zinc Ointment. There are many other 
methods of varying the base to suit the special 
requirements of each case, which I need not now 
mention; but there is one which you will find of 
great use in private practice, and that is the method 
introduced by Dr. Brooke of Manchester. For 
such a case as the one of acne just seen, it is 
specially applicable. Dr. Brooke has the drug 
dissolved in Cocoa Butter, which is then moulded 
in the form of sticks. These sticks can be 
carried about in the patients’ pockets and used 
frequently without any trouble, the superfluous fat 
being removed by rubbing the part lightly with a 
handkerchief. 


Seborrhoea Corporis. 

This boy is of interest as showing a common 
every-day condition which, when treated in the 
early stage before secondary conditions have de- 
Teloped, is very amenable to treatment. You can 
see he is almost universally covered with a papular 
eruption of a yellowish-red or copper colour ; he 
suffers considerable irritation, as shown by the tfay 
in which he scratches himself. The spots a'rfe 
isolated from one another. The condition is 
known as flannel rash in popular language, or 
seborrhoea corporis in scientific language. It 
undoubtedly spreads by inoculation from flannel; 
and if neglected the isolated spots will run together, 
and become inflamed, arid then the condition be¬ 
comes known as eczema seborrhoicum. It is, ih 
fact, one of the causes of the form of eczema of 
parasitic origin, as opposed to that which I believte 
to be neurotic. The treatment here is simple: 
absolute cleanliness is most important; daily bath¬ 
ing, with change of flannels worn next the skin, 
and an ointment containing x grains of Resorcin 
or Sulphur to the ounce will be all that is required. 
Slight as the case is, it is of importance, however, 
owing to the development of further trouble if it 
is neglected. 


Importance of persistent treatment in 
cases of Epidermic Inoculations. 

This woman, suffering from acne rosacea, has 
been sent here for advice as to treatment. Her 
history and the symptoms complained of are not 
,out of the common. On looking through the 
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list of remedies employed by her medical man, I 
find she has been ordered for local and internal 
ose those on which I always rely, and which are 
successful in the majority of cases. Why have 
they failed here ? 

On questioning her I find that owing to her 
own fault the treatment has not been properly 
carried out. She has been using Ichthyol Ointment, 
which is certainly one of the best local application 
I know of for this condition, but she has only 
applied it once a day. Here then is the reason 
why she has failed. In all cases of epidermic 
inoculation, such as acne, boils, carbuncles, and 
impetigo, it is most important to recognise that to 
be successful the treatment must be persistent. It 
is of no use for this woman to apply the ointment 
once a day; she must apply it frequently, so that 
the bactericide action of the Ichthyol shall be 
always at work. I regard Ichthyol as of use in virtue 
of the sulphur it contains, and also because it| is 
usually a non-irritating application. If the patient 
objects to an ointment then order a solution of 
Ichthyol (one part in eight parts of water), and see 
that it is frequently applied. 

Again let me advise you, no matter what drug 
you employ as a bactericide in such cases, to be 
sure that it is so used that it is always at work; 
you cannot expect much success where, as in the 
case of one application a day, it is only applied 
for a few minutes out of each twenty-four hours. 


Treatment of Boils. 

There is a popular impression that a boil always 
signifies some general disturbance of health. The , 
opinion is erroneous in one way, namely, as im-: 
plying that there must always be this disturbance 
of health. The exciting cause is always some local 
irritation. Even in diabetes there is always a local 
irritation 10 be found as an exciting cause, though 
one cannot deny that the state of health may pre-, 
dispose the patient to this trouble. The boils 
always form on that part of the person most liable 
to be irritated, and the common site is, as in this 
man, that part of the neck rubbed by the collar. 
I have tried most of the internal remedies which 
are supposed to be of use, but they have usually 
failed. I regard a boil as the result of some' 
epidermic inoculation, and the success obtained j 
by treatment carried out in accordance with this 
theory is strong evidence in favour of it. For an 1 
out-patient, where expense is a matter Of conse¬ 
quence, I order -Sulphur Ointment to be applied, 


on a clean piece of rag. In private practice, 
where the local treatment can and will be properly 
carried out, the patient should be instructed to do 
as follows:— 

(1) Well wash the affected part with an antiseptic 
lotion, such as Corrosive Sublimate Solution (1 ip 
2000), or Carbolic Acid Lotion (1 in 60). 

(2) Apply a piece of Unna’s special plaster,* of 
a size sufficient to cover the boil, and so isolate it 
from the healthy part around by an antiseptic 
covering. 

(3) Remove the plaster every twelve hours; 
and before applying a fresh piece wash the part 
again with an antiseptic solution. 

If such a treatment is persevered with there will 
be no further trouhle; but, again, let me point 
out that in this case, as in the woman we have just 
seen, no antiseptic local treatment can be of real 
use except it be strenuously and carefully carried 
out. 

A Case of Purpura Hsemorrhagica. 

This girl of 14 states that until three days ago 
she was quite welt. She is a nurse-girl by occupa¬ 
tion, has been well-fed, and has always eatep 
plenty of vegetables. Three days ago she had 
haemorrhage from the gums and from the nose. 
You can see that the lower gum has a somewhat 
injected appearance. The anterior surfaces of both 
legs are covered with papules (purpura papulosa), 
and you can see on both arms what are apparently 
bruises, but which we know to be the result of deep 
seated haemorrhages. She states that she feels 
quite well except for some aching in the limbs. 

The history suggests the case being one of land 
scurvy, but as there has been no want of suitable 
diet it can hardly be that. I have seen only two 
cases of land scurvy here. Both were women, 
caretakers of houses, whose sole food had betn tea 
and toast 

Though the girl is apparently but little disturbed 
as to her general health, she will be admitted as ap 
in-patient and watched. I would impress on yop 
that whenever you meet with a case in private yop 
should order your patient at once-to bed and watcb 
carefully for the signs of any serious haemorrhage. 
The girl, though seeming so well, may at any 
moment have a serious internal haemorrhage. 

As to drugs, I usually order x TTL of the Liquid 
Extract of Ergot to be taken in an Iron mixture. 

• The plaster contains Mercury, Carbolic Acid, and Oxide 
of Zinc in a base of Gutta-percha. 
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A Case of General Vaccinia. 

This infant presents the very rare condition 
known as general vaccinia. You can see on the 
arms and head an eruption which is vesicular 
rather than bullous. We shall see the child again 
in a few days with a view of ascertaining if there is 
any change in the appearance, or any increase in 
the distribution of the rash. The child was vac¬ 
cinated on the 6th of April, and its mother states 
that she first saw the rash on April 21st, that is to 
say on the fifteenth day after vaccination. 


Importance of a suitable vehicle for the 
administration of Drugs. 

This is a tertiary syphilide, and you will notice 
that, in this case as in the other three we have 
seen this morning. Iodide of Potassium is ordered, 
with the Compound Decoction of Sarsaparilla as a 
vehicle. This man has been taking xxx gr. of 
Iodide of Potassium daily for several weeks, and 
now tells us that he never felt better in his life. 

I would call your attention to what I believe is 
too often a very much neglected subject at the 
present time, that certain drugs always give better 
results when administered in certain vehicles. My 
experience has led me to believe that Iodide of 
Potassium acts more effectually when given in the 
Compound Decoction of Sarsaparilla than when 
given in water. Take, for instance, Warburg’s 
Tincture, the important drug of which is Quinine 
dissolved in strong aromatics. When given in this 
form a small amount of Quinine has a far greater 
effect than when given alone in the solid form or 
in the ordinary solution. 


WITH MS. LANG AT THE ROYAL 
OPHTHALMIC HOSPITAL, MOORFIELDS. 


Cases Illustrating Lachrymal Disease.* 

Case 1.—This is a new patient, with a collection 
of muco-pus in the lachrymal sac, causing a small 
but distinct swelling of the sac; we can tell that it 
is the sac by stretching the lid outwards, which 
throws the tendo oculi into relief in front of the 
enlarged sac. On pressing the swelling the 
contents escape through the puncta, which shows 

• These cases were shown to illustrate Mr. Lang’s Lecture 
on Lachr>mal Affections, published in the “Clinical Journal,” 
A^ril 26th, iS93« 


that the nasal duct is blocked. As the discharge 
is muco-purulent the first indication for treat¬ 
ment is to rid the sac of its pathogenic micro¬ 
organisms by means of anti-septic and astringent 
lotions applied by Meyer’s syringe. 

We may expect to accomplish this in two or 
three weeks if the sac is washed out twice a week; 
but daily syringings are much more efficient, and 
the cure would then be effected in half the time. 
The patient must also assist by pressing out the 
contents as often as she can remember so to do— 
every hour, if possible; in fact, the sac should 
never be allowed to fill, and then it may contract 
and regain its normal size. I have now emptied 
the sac of its contents and washed it out with 
Cocaine solution; but as it all escaped without 
passing into the nose, we will be contented to-day 
to wash it out again with Sulphate of Zinc lotion. 

Case 2.—This is a similar case, which I saw for 
the first time in November last, when the fluid 
could not be syringed through; at the second visit 
a probe was passed, and then fluid passed. Now 
there is no obstruction, and the sac contains clear 
mucus which does not regurgitate on pressure, 
but passes into the nose. If she could procure a 
syringe and wash the passage through herself, 
the case might be. considered to be cured, as it is 
a probe has to be passed from time to time to 
prevent a relapse of the stricture. 

You should always be careful to disinfect the 
nozzle of your svringe after each patient, other¬ 
wise a germ may be transferred to fresh soil with 
very unpleasant consequences—an acute inflam¬ 
mation of the conjunctiva or sac. 

The reason for deferring the use of the probe 
is that however skilful the operator may be he is 
liable to tear the swollen mucous membrane; this 
is known by the bleeding that follows on with¬ 
drawing the probe. At a later period scat ring of 
the lining membrane ensues, giving rise to an 
organic stricture, and I have noticed that those 
patients who come without any previous treatment 
get better more readily than those who have already 
been probed. Sometimes I fill the sac with Paro- 
leine before passing a probe, and it certainly facili¬ 
tates the passage in some cases, especially those 
where the stricture is tight. 

Case 3.—Even in children, as you see, this pro¬ 
ceeding can be carried out without, any other an¬ 
aesthetic than Cocaine. 

Case 4.—This is a new patient complaining of 
his right eye running with water. The Cocaine 
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you see goes through readily into the nose; all that 
will be necessary to cure this case can be accom¬ 
plished in three or four sittings, when the passage 
will be syringed through with the Zinc lotion. 
Any one who habitually slits up the canaliculus 
would have done so in this case after putting in 
the Cocaine, and then proceeded to pass a probe ; 
you can see how unnecessary that would be, and 
also how harmful, thereby destroying one of the 
most perfect mechanisms in the body. On the 
other hand these cases (6, 7 and 8) have been 
months under treatment, because they had been 
bad for years before coming under observation, 
therefore I hope that you will pay attention to the 
earliest symptoms of a case of lachrymal obstruc¬ 
tion, and thereby save years of discomfort to your 
patient. 


THERAPEUTICAL NOTES. 


Resorcin in chemically pure 10 per cent, solu¬ 
tion, applied to the peri-laryngeal mucous mem¬ 
brane by means of an applicator in form of a 
thick brush of fine hairs, is said by Moncorvo, to 
abort an attack of pertussis in twenty-four hours, 
and cure the disease inside of two weeks. Appli¬ 
cations are to be made every two or three hours. 
In severe cases Antipyrin in daily quantity of 
from one to three grammes are given at the same 
time, as well as inhalations of Pyridine. 

(Ann. de la Folic.) 


To prevent the irritant action of Carbolic 
Aoid. —Dr. Hallopeau stated before the Thera¬ 
peutical Society of Paris that he had used solu¬ 
tions of Carbolic Acid in glycerine or oil for 
anthrax and other conditions without causing 
marked pain to the patient. The addition, how¬ 
ever, of any water to the solution resulted in 
considerable pain to the patient when the solution 
was used. 


A new method of treating Chorea.— 

Professor Horatio C. Wood contributes to the 
Journal of the American Medical Association 
(February 25th, 1893) a new treatment of chorea, 
based on his own views as to the pathology of this 
disease. He believes that there ajre two forms of 
this disease, the one which usually attacks adults, 


which is due to multiple cerebral embolism, and 
the other which usually attacks children, which 
is due to paralysis or depression of the inhibitory 
function of the cells of the spinal cord. It is 
for this last variety for which he believes the 
treatment will be of use. He has for long taught 
that Quinine has the property of exciting the action 
of the spinal inhibitory cells, a view confirmed by 
certain physiological experiments. Under these 
circumstances it occurred to him that Quinine 
ought to be of use in this form of chorea. He ac¬ 
cordingly ordered full doses of Quinine to a child 
attending his out-patient department, with the 
result that she was brought back in four days and 
was described by her mother as being very much 
better. Dr. Wood states he intends to follow up 
this treatment in other cases, and see whether the 
practical results confirm his theory. 


The Effect upon the Offspring of Mercury 
Administered to Pregnant Syphilitic Women. 

—Dr. Etienne finds that the mortality of infants 
born of syphilitic mothers who have not been sub¬ 
jected to mercurial treatment is enormous—over 
seventy-six per cent, at birth, and over ninety-five 
per cent, when the few children born alive are 
kept under observation (Therapeutic Gazette ). 
When the mothers have been subject to anti¬ 
syphilitic treatment this mortality drops to from 
eleven to sixteen per cent. If the treatment is 
pushed during the course of pregnancy, statistics 
show it is reasonable to hope that very few, if any, 
of the children will perish. Of ten cases observed 
by the author not a single infant died. Eighty 
per cent of the infants were bom at term. 
Syphilis exerts its most pernicious influence upon 
the offspring during the fifth, sixth, and seventh 
months of intra-uterine life. From personal 
observation Etienne concludes that paternal 
syphilis is distinctly less pernicious in its effect 
upon the offspring than is that derived from the 
mother. When the mother becomes inf cted 
during the first three months of pregnancy, and is 
not treated, the results, as regards the offspring, 
are more disastrous than when the disease is 
acquired later. In these cases a mortality of 
one hundred per cent is reached. When infection 
occurs during the fourth and fifth months the 
results are somewhat more favourable. When the 
mother becomes infected during the eighth month 
an apparently healthy infant may be born, although 
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in one case reported by the author, in which 
infection apparently took place in the eighth 
month, the infant was seemingly healthy at birth, 
but later developed syphilitic lesions. In all cases 
of syphilis acquired during pregnancy prompt 
treatment was most efficacious. In no instance 
were any unfavourable results noted of the result 
of treatment. In contrast with these conclusions 
it is interesting to note that Cassowitz states that 
of thirty-five syphilitic women who were treated 
by inunctions the delivery was normal in all. Of 
twenty-three treated by inunctions and Iodide of 
Potassium, thirty-seven per cent, were delivered 
before term. Of nineteen treated by Iodide of 
Potassium and Bichloride of Mercury internally 
fifteen per cent, gave birth before term. Of 
seventeen treated by Iodide of Potassium alone, 
forty per cent were delivered before term. 


Chronic Eczema of the face is treated by some 
Parisian physicians by the following application, 
which is to be made morning and night by means 
of a brush: 


Be Salicylic Acid ... 
Ichthyol 
Glycerine 
Peppermint Water 
Lavender Water 
Alcohol 


3 j 
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Clinical Lectures on Abdominal Hernia. By 
William Henry Bennett, F.R.C.S. 
v (Longmans, Green & Co., London.) 

Published at 8s. 6d . 

In these clinical lectures, which are written in 
concise language and printed in large legible type, 
Mr. Bennett has in no way intended to supplant 
ordinary text-books on the subject of hernia. He 
has given us a series of extremely interesting cases, 
illustrating more or less common or rare conditions 
of sac and contents, together with his experience 
as to the correct mode of dealing with each 
condition. 

Mr. Bennett commences by illustrating the fact 
that the usual signs of strangulation in a hernia 
'Gafttoot always be absolutely relied upon, and -he 


quotes cases where strangulation, even to gangrene, 
was found on herniotomy without previous in¬ 
testinal obstruction; cases where symptoms of 
strangulated hernia were due to abscess in the 
femoral canal; and cases where symptoms of 
strangulation existed, (i) without obvious hernia, 
(a) where the sac was found empty, (3) where the 
sac was distended with fluid only. 

Absence of expansile impulse on coughing is to 
him the most reliable sign of strangulation of the 
hernial contents, but even this sign present in one 
part does not preclude another portion of the 
hernia being strangulated. 

Much light is thrown upon the subject of reduc¬ 
tion by taxis. The proper method of applying 
taxis, the circumstances where it is advisable, and 
the dangers of reduction by taxis are clearly laid 
down. 

Mr. Bennett next deals with the management of 
damaged gut, and gives two cases of complete 
recovery where gangrenous gut had been replaced 
close within the internal abdominal ring, and a 
drainage tube without lateral perforations had been 
inserted. In one of these cases there was a 
temporary faecal fistula. 

We agree with him in thinking that rarely will 
the patient’s condition permit the resection of gut 
if gangrenous from strangulation. 

The routine treatment by abdominal section is 
discussed and condemned. The persistence of 
collapse and vomiting after herniotomy is reviewed 
and the possible causes clearly classified. Finally, 
the subject of radical cure in inguinal, femoral, 
and umbilical hernias is treated both as regards 
advisability, technique, and necessity for a truss 
subsequently. The necessity for complete ob¬ 
literation of the neck of the sac is insisted upon. 
Mr. Bennett says in young subjects the inguinal 
canal has a natural tendency to spontaneous ob¬ 
literation, and that suture of the canal is not 
absolutely necessary, provided the neck of the sac 
is obliterated. In old subjects he invaginates the 
ligatured stump of the sac, and sutures the canal. 
In some cases he sutures a pad of omentum over 
the internal abdominal ring. 

In femoral hernia he considers that it is difficult, 
if not impossible, to obliterate the canal. 

It is long since we have perused a book so 
essentially practical, or one from which we have 
learned more. We are confident that to senior 
students, practitioners, and others, these lectures 
may be read with pleasure and profit. 1 
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OK 

SOME CASES OF APHEMIA, 
APHASIA, AND AMNESIA. 

Delivered in connection with the London Post-Graduate 
Course, at the National Hospital for the Paralysed and 
Epileptic, Queen’s Square, London, May 4th, 1893, 

By H. CHARLTON BASTIAN, 

M.D., F.R.O.P., F.R.S., 

Physician to the Hospital, and to University College 
Hospital. 


Gentlemen, —The subject on which I purpose | 
speaking to you this afternoon is Acquired Defects 
of Speech. I shall not deal at all with those defects 
which are congenital in their origin. The subject 
is a complicated one, and I do not intend to give 
anything like a systematic lecture, but merely to 
speak of it in a manner necessary to illustrate and 
explain the six cases which I shall submit to your 
notice. The speech defects that we shall consider 
are mainly three : Aphemia, Aphasia, and various 
kinds of Amnesia. From an anatomical point of 
view these are divisible into two classes. There 
are first of all cases of aphemia, which are due to 
sub-cortical lesions ; and secondly, the cases due 
to cortical lesions which are comprised under the 
head of aphasia and the different forms and de¬ 
grees of amnesia. In the first class—the Aphe- 
mias—there is no necessary association with mental 
defects, we have merely to do with mechanical 
difficulties in utterance; whereas Amnesia and 
Aphasia are almost invariably associated with more 
or less of mental degradation. 

I shall deal first with the simple forms, and then 
go on to the more complex varieties of speech 
defect, so that, in the first place, Aphemia has to 
be considered. This, as I have said, is a mere 
defective utterance. The disability is often ex¬ 
tremely slight, so that it appears as a mere “ thick¬ 
ness ” of speech, such as is met with in the early 
stages of many cases of hemiplegia. In those 
cases of hemiplegia where the difficulty of utter¬ 
ance is more marked and more persistent, there 
is often associated therewith more or less of 
difficulty in deglutition. In all these cases the 
Vol. H., No. 3. 


morbid condition is due to lesions in or pressure 
upon the outgoing fibres on the left side that pass 
from the third frontal convolution down to the 
articulatory motor centres in the bulb. The 
damage to these fibres may occur in any part of 
their course. 

But very similar aphemic defects are produced 
where the bulbar centres are themselves implicated. 
The difficulties in utterance here also may be 
slight; though sometimes in bulbar disease these 
defects are so distinct that the patient is scarcely 
able to speak in an intelligible manner. 

The foregoing are all cases of incomplete 
aphemia—that is, the patients are able to speak, 
though with more or less difficulty. But there are 
certain cases in which aphemia is complete, and in 
these the patient is absolutely dumb—unable to 
make any articulate sounds at all. In some cases 
this latter kind of speech defect, complete aphemia, 
may be due to lesions in the course of the above- 
mentioned outgoing fibres from the cortex to the 
bulb, either on the left side only or on both sides. 
Where the lesion is unilateral, some of these 
patients after a time may, when properly treated, 
slowly recover. 

There is, however, another class of cases in which 
complete aphemia is met with, but seemingly due 
to functional rather than to structural defects. 
Cases of this type have been well described by 
Charcot under the name of “ Hysterical Mutism in 
the Male.” But whether due to structural or to 
mere functional defects, I think that such disabili¬ 
ties in speech depend upon suspended function in 
some part of the outgoing fibres from the third 
frontal convolution to the motor centres situated in 
the bulb, rather than to suspended function in any 
part of the cortex itself. 

The clinical peculiarity about these cases is that 
when the aphemia is not complete—and the great 
majority of cases are incomplete—if you bid the 
patient repeat any word after you, he will at once 
without hesitation make an attempt to pronounce 
the word. He may do it badly and indistinctly, 
but he will at once make the attempt, and that we 
shall see is an important diagnostic point. In cases 
of aphemia pure and simple there is no defective 
memory for words, and there is not necessarily any 
degradation of mind. The patient’s intellectual 
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power may be unaffected, and as there is no loss 
of memory of words, he can, where the right hand 
is not paralysed, express all his thoughts correctly 
and without the least hesitation by writing. 

It is true, however, that we may, and often do, 
meet with aphemic difficulties in utterance asso¬ 
ciated with one or other of the defects I have 
mentioned—that is, either with aphasia or with one 
of the forms of amnesia—and the first case I have 
to show you is one in which aphemia exists in a 
well-marked degree, but in association with am¬ 
nesic defects. It is a case of general paralysis 
without delusions. 

Case x.— General Paralysis, with Aphonia and 
Amnesia . 

J. H. d’E., sat. 39, an operatic singer, was admitted 
here nnder my care on November 7th of last year. His 
health had been very good nntil two years ago, when he 
had a slight fit of some kind, lasting only a minute or two, 
and not followed by any paralysis. Shortly after he went 
with his oompany to America, and travelled about with 
them for six months; then returned and continued his 
work in this oountry. Had an attack of influenza in the 
spring (1892), and very soon after this a change was 
noticed in the patient’s speech and walking. He began 
po hesitate and seemed unable to get his words out. His 
utterance too was syllabic, and much worse when he was 
at all excited. There was some weakness and tremor on 
right side of body; the leg was moved stiffly, the knee 
being scarcely bent, and the foot brought flat to the 
ground. His condition has been variable, but on the 
whole tending to get worse. No change in disposition, no 
delusions of grandeur, but always in a oontented frame 
of mind. No syphilis, and no history of immoderate 
sexual or alcoholic indulgence obtained. His occupation 
has, however, entailed an exciting and irregular mode of 
life. Family history good. 

On admission he was found to be frequently at a loss for 
a word, his speech was slow, with a tendency to pause 
between each syllable. His memory was rather defective. 
He walked slowly and feebly, moving the right leg worse 
than the left. The right arm too was weak; grip R, 45; 
L, 60. His face had a blank expression, and when he 
showed his tongue or began to speak there were fibrillary 
twitching* of the muscles, especially about the right angle 
of the mouth. There was also tremor of the right upper 
extremity, more marked on movement of the limb. There 
was no distinct difficulty in swallowing. 

Since admission he has become steadily worse. He has 
become more and more feeble physically and mentally, 
and for the last three months has kept almost entirely to 
his bed. He has had no delusions, and has retained the 
same placid oontented state of mind that he showed on 
admission. Deglutition has now become distinctly im¬ 
paired, and both his memory and his power of utterance 
have become worse and worse. He cannot now recall the 
names of common objects, and can scarcely pronounce 
even the simplest words in an intelligible manner. He 
shows, in fact, in addition to an amnesic defect of speech, 
an extreme form of aphemia such as is commonly met 
with in bulbar affections. 

We pass now from these simple mechanical dis¬ 
abilities to look at the more complicated forms of 
speech defect —Aphasia and Amnesia. These de¬ 
fects are dependent on impairment or loss of one 


or more of the memories of words, which in 
health we are habitually recalling from moment 
to moment. For the proper understanding of 
this part of our subject I must make a few remarks 
to you concerning memories of words and the 
modes in which they are revived in the brain 
during thought, speech, reading, and writing. 

There are four distinct kinds of word-memories. 
There are (i) auditory memories, memories of the 
sounds of words, registered and stored up in cer¬ 
tain definite parts of the brain; there are also (s) 
visual memories, memories connected with the 
written and printed appearance of words. Then 
there are (3) kinaesthetic memories connected 
with the muscular acts involved in speaking, 
memories, that is, derived from movements of the 
lips, of the palate, of the tongue, of the larynx, 
such as are variously combined during the articu¬ 
lation of words. Lastly, there are (4) other 
kinaesthetic memories connected with the writing 
of words, each word being associated with definite 
groups of impressions generated by the movements 
of the fingers and hands during the act of writing. 



A diagram illustrating the relative positions of the dif¬ 
ferent word-centres, and the mode in which they axe 
connected by commissures. (Hie connections in¬ 
dicated by dotted lines may be disregarded, as 
stimuli only seem to pass along these routes under 
exceptional circumstances, which cannot now be 
considered.) 


Here we have represented in a mere diagram, 
something like the relative situation of the places 
where the different kinds of word-memories are 
registered. Somewhere in the posterior part of 
the upper temporal convolution we may look 
for the seat of registration of the auditory me¬ 
mories of words; and in some part—impossible 
definitely to specify—of the occipital region we 
may look for the seat of registration of the 
visual memory of words. The remaining two 
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are the kinaesthetic centres for the memory of 
words—one of them having to do with the move¬ 
ments connected with articulate speech, which we 
speak of as the glosso-kinaesthetic; and the other 
connected with writing memories, which we speak 
of as the cheiro-kinaesthetic centre. The glosso- 
kinaesthetic centre is in the posterior part of the 
third frontal convolution ; whilst the mid-region of 
the Rolandic convolutions may be considered to be 
the site of the cheiro-kinaesthetic centre. This latter 
is in intimate relation by means of commissural 
fibres with the visual word-centre; just as the 
glosso-kinaesthetic is in similar relation with the 
auditory word-centre. Of course it does not at all 
follow that these two sets of associational fibres are 
separated from one another by such a distance as 
is represented in the diagram; they probably pass 
forward close to one another. 

These four word-centres work habitually in 
couples; that is to say, the auditory centre is, as 
it were, the driving centre for the glosso-kin- 
awthetic in the production of articulate speech; 
just as the visual centre is the driving centre for 
the cheiro-kinaesthetic in the production of writing 
movements. In ordinary silent thought the revival 
of words occurs primarily and perhaps mainly in 
the auditory centre. As I am speaking now they 
come up quasi-spontaneously in the auditory 
centre, and from it impressions pass along the 
commissure to related portions of the glosso-kin¬ 
aesthetic centre, whence a new set of stimuli pass 
off along outgoing fibres to the articulatory centres 
in the bulb. In the same way, in the case of a 
person writing, the visual centre would be roused, 
either primarily from the auditory centre, or, as in 
copying, by stronger impressions coming from with¬ 
out ; then from the visual centre suitable stimuli 
would pass along to related portions of the cheiro- 
kinaesthetic centre, and thence down to the motor 
centres in the spinal cord, so as to evoke the 
appropriate movements of the fingers and hand. 

Of late years, for purposes of distinctness, I 
have called the fibres which connect sensory with 
the motor centres 44 intemuncial” fibres; leaving the 
word 44 commissural ” to be applied to the fibres 
which connect sensory centres or motor centres 
with one another. I believe, as I have said, that 
all the centres in the cortex are sensory centres, 
so that I speak of the fibres going from the cheiro- 
kinaesthetic centres to the cord, as well as of those 
going from the glosso-kinaesthetic centres to the 
bulb as 44 intemuncial” fibres. 


There can be no doubt that we have a definite 
localisation of the kinaesthetic word-centres, that 
is to say, that the impressions coming from speech 
movements are registered in a very definite part of 
the cerebral cortex; and similarly that the impres¬ 
sions derived from writing movements are regis¬ 
tered in another equally definite part of the cerebral 
cortex. A memorial revival of these impressions 
is, in fact, a necessary preliminary and starting- 
point for the stimuli which are to arouse anew 
similar articulatory or writing movements. But it 
is known that when some portion of the auditory 
centre is affected, patients become 44 word-deaf” 
—they do not understand the meaning of spoken 
words; and so, when some portion of the visual 
centre is affected, patients become 44 word-blind ” 
—they do not appreciate the meaning of printed 
or written letters. 

We know quite well that patients who are word- 
blind, and patients who are word-deaf may not be 
in any respect generally deaf or generally blind; 
there is only the special defect. The hearing may 
be good for ordinary sounds, good even for music, 
and yet the auditory centres may not be sufficiently 
intact to convey to the patient the proper meaning 
of spoken words. So with the visual centre: the 
patient’s visual sense may be seemingly good, and 
yet he may not be able to receive any definite 
impressions from printed or written words. In 
explanation of this, it may be that if the regions of 
the brain to which auditory impressions go are 
damaged to any extent (and especially certain 
parts of these areas), they are no longer capable 
of functioning in the most subtle way—that is to 
say, for the proper appreciation of the meaning of 
speech, though ordinary sounds or noises may still 
be distinguished. Similarly with regard to the 
visual centre—it may be that the more subtle and 
recently acquired meanings that are attached to 
printed or written words and letters are lost, while 
the patient may still recognise common objects, 
persons, and places. Thus, it may be that when 
damaged the centres lose their most special activity 
first, or else it may be that there are special 
portions of the general auditory and of the general 
visual centres in which these memories of words 
are stored up. Which of these possible interpreta¬ 
tions is the more correct it is very difficult to 
decide positively, but it is permissible for the sake 
of distinctness to assume that there are certain, 
parts of the general auditory centre which have to 
do with the registering of words, and that there aro 
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certain parts of the visual centre which have to do 
with the registration of the visual characters of 
words—that there are, in fact, definitely localised 
auditory and visual word-centres, just as we have 
seen there must be definitely localised kin- 
aesthetic word-centres of two types. 

I have already mentioned to you that these 
word-centres mostly act in couples, but sometimes 
we have the immediately successive action of three 
of these word-centres before articulatory or writing 
movements result. Take the act of reading aloud. 
The reader receives certain sight impressions. They 
wake up the visual centre, so that stimuli pass there¬ 
from to related portions of the auditory centre, re¬ 
viving the same words there; thence appropriate 
stimuli pass to the glosso-kinaesthetic centre so as 
to result in the articulatory movements concerned 
in reading aloud. On the other hand, in writing 
from dictation we also get three cortical word- 
centres called into activity. The sounds of words 
reach the auditory centre first, but this centre 
does not immediately dominate the act of writing; 
it calls up through commissural fibres related 
memories in the visual centre, and thence appro¬ 
priate stimuli pass to the cheiro-kinaesthetic centre, 
and so on to the spinal cord for the production of 
writing movements. Now, you may ask, why is 
it that there is this close relation between the 
auditory centre and the glosso-kinaesthetic centre, 
and between the visual and the cheiro-kinaesthetic 
centres respectively ? This we may easily under¬ 
stand if we follow the order in which these associa¬ 
tions have been built up in the brain. The child 
hears his mother uttering certain words, these call 
up activity in the auditory centre; and with the 
advancing development of the brain in the infant 
it becomes possible for impulses to pass from the 
auditory to the glosso-kinaesthetic word-centre, 
which has to do with the registration of impres¬ 
sions produced by movements of the larynx, palate, 
tongue, and lips. Thus is the first and fundamental 
speech association built up. Reading and writing 
are altogether secondary accomplishments. When 
the child comes to be taught to read there is the 
gradual building up of associations between the 
visual and the auditory word-centres; and when it 
comes to learn to write it is the visual centre which 
naturally dominates the cheiro-kinaestheiic word- 
centre, and as a result of the conjoint activity of 
these two centres we have appropriate stimuli sent 
out to the spinal motor centres for the production 
of suitable writing movements. Thus, you can well 


understand why there should be the associations of 
which I have spoken—why the auditory and the 
glosso-kinaesthetic word-centres should dominate 
the acts of speech, and why the visual and the 
cheiro-kinaesthetic word-centres should dominate 
the acts of writing. 

With these words of introduction I will proceed 
to speak to you first of all concerning Aphasia . 
This is a defect which is often due to lesions or 
altered functional conditions in the glosso-kinaes¬ 
thetic region of the brain, and these defects are 
specially apt to be associated with embolism or 
thrombosis of the middle cerebral artery, cutting 
off the blood supply from such parts of the brain. 
Other causes may be the presence of tumours 
or of haemorrhages involving this portion of the 
brain. It is not in all the cases of embolism 
or thrombosis of the left middle cerebral artery, 
however, that we should expect to get aphasia. 
I have a case of right hemiplegia without aphasia, 
in all probability due to embolism, at present 
under my care in this hospital, which I will now 
bring before you. 

Case 2 . —Right Hemiplegia without Aphasia , 
due to Embolism . 

Robert M., set. 31, who was admitted on April 17th 
with the history that one week previously (after some 
slight attacks of giddiness daring two weeks) he awoke 
in the night and found that he had lost the use of bis 
right arm and leg. He also had difficulty in speaking, 
but he could make other people understand what he 
wanted. He says that sensibility was also diminished 
in the right side for a time. 

On examination we found (though there was no history 
of rheumatic fever) hypertrophy and dilatation of the 
left ventricle, a loud presystolic murmur, and a thrill of 
the same rhythm. There was an incomplete right hemi¬ 
plegia, the face being only slightly involved; the speech 
was somewhat thick and indistinct, but the patient was 
not at a loss for words, nor did he use wrong words. 

This was in all probability a case of right hemi¬ 
plegia, due to embolism of some of the branches 
rather than of the trunk of the middle cerebral 
artery. We may suppose that the first part of the 
vessel not being involved, the basal branches and 
also the first cortical branch to the third left frontal 
convolution remained unobstructed, but that em¬ 
bolic particles had been swept into the second and 
third branches which supply the Rolandic con¬ 
volutions. That the lesion was embolic in nature 
and cortical in seat harmonises with the fact that 
when, on admission, his present state was taken, 
though the motor paralysis of the limbs had dis¬ 
tinctly diminished, there was found to be a very 


Digitized by 


Google 


The Clinical Journal.] 


DR. BASTIAN—APHEMIA, APHASIA, AND AMNESIA. 


[May 17,1893. 37 


appreciable impairment of muscular sense in the 
limbs on the affected side. In the notes there is 
this statement made by the house-physician, Dr. 
Wood:—“ There appears to be some loss of sense 
of position both in the arm and in the leg on the 
right side. He is not quite sure about the position 
of the fingers, and his knowledge of that of the 
wrist, elbow, and shoulder is distinctly defective. 
Sense of position of the toes is also inaccurate. 
He can tell when they are moved, but cannot say 
what position they are put into. This is also well 
seen in the ankle and the knee. But to touch and 
pain no difference can be detected on the two 
sides.” 

If we suppose, therefore, that small embolic 
fragments had been swept into the second and 
third cortical branches of the middle cerebral 
which go to the Rolandic convolutions, we can 
quite well understand what has happened in this 
case. We know that in some persons the anasto¬ 
mosis between cortical branches is comparatively 
free, and thus damage resulting from the embolism 
can be comparatively soon repaired. This would 
account for the temporary nature of the paralysis 
in this case. There is then this further point tend¬ 
ing to confirm the location of the lesion, that al¬ 
though the patient has partially recovered his 
motor power on the right side, there is still some 
affection of the muscular sense detectable. And 
you know that this should be so in accordance 
with the view which I hold that the so-called 
“ motor centres ” in the Rolandic region are really 
sensory centres of kinaesthetic type. 

Aphasia proper is rarely met with in an uncom¬ 
plicated condition. It is generally associated with 
some form of amnesia, or with aphemia, or with 
both. You will find, indeed, that in most cases of 
acquired speech defect we have to do with combi¬ 
nations of these three defects. 

But real aphasia is not so common as either of 
the other forms, although this term is generally so 
freely applied to speech defects of varying kinds. 

What, then, are the characteristics of the aphasic 
condition? We find that the individual is unable 
to speak except for some one or two stock words, 
or sometimes mere sounds; he may say “ Oh 
dear!” “Yes,” or “No,” appropriately or not, 
and these are made to act for speech in general, 
except it may be under the influence of strong 
emotion, when some expletive or additional word 
may be blurted out. Other patients make use of 
indefinite sounds rather than actual words, such as 


“Poi boy ba,” “sapon” or “baddi baddi,” with 
perhaps the addition of “ Yes ” or “ No.” But 
there is this characteristic that distinguishes all 
real cases of aphasia from aphemic cases, and 
which distinguishes them also from the great 
number of amnesic cases, that if you bid an 
aphasic patient repeat any simple word or even 
any simple vowel sound he will not do it; he will 
not make any attempt to do it, he will not even 
repeat after you one of the stock words or phrases 
he is continually uttering. The mode of response 
to such a request is, therefore, about the best 
criterion as to whether or not you should rightly 
apply the term aphasia to the case before you. 
For some years I have recognised this, and have 
applied such a test in the analysis of cases of 
speech defect. It is a test which never foils, 
except for the distinction of complete aphemia, 
which, however, is easily recognisable by reason of 
the complete dumbness co-existing with ability to 
write freely. For with the inability to speak in 
aphasia there often goes a similar inability to write 
—giving rise to what is known as agraphia. This 
depends on the fact that the two sets of com¬ 
missural fibres connecting the visual with the 
cheiro-kinaesthetic and the auditory with the glosso- 
kinaesthetic centres probably run along pretty close 
together—not far apart as they are represented in 
the diagram—so that the same lesion which affects 
one set of fibres would mostly affect the other. 

An important question to be asked is this: Is 
the lesion which produces aphasia in right-handed 
individuals limited to the third left frontal con¬ 
volution or not? That was the commonly ac¬ 
cepted teaching from the time of Broca, but for 
the last thirteen years I have held a different 
position. I have maintained that typical aphasia, 
absolutely indistinguishable from that which can 
be produced by disease of the glosso-kinaesthetic 
centre itself, can be produced also by a lesion in¬ 
volving any part of the commissure which connects 
this centre with the auditory word-centre. It is 
easy enough to understand, that this must be 
so. In an aphasic patient, as I have said, the 
mental power is comparatively little affected; the 
glosso-kinaesthetic word-memory is the only one 
that is lost; the patient can think, because he can 
revive words in his auditory and visual word- 
centres as before. But exactly the same thing would 
hold good for a patient having a lesion only in the 
audito-kinaesthetic commissure (Fig. 2, b ). Thus 
a lesion in any part of this commissure must be 
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admitted a priori to be capable of producing a 
real aphasic condition. There are, however, two 
points of view that tend to substantiate this 
position d posteriori . First of all, there is a point 
in the history of the discovery of these localisa¬ 
tions. It was at first very much contested whether 
the proper seat of the “ faculty of language,’* to 
use the phraseology of those days, was really in 
the third frontal convolution. This was contested 
by Meynert, and he collected about thirty cases to 
show that with lesions in the Island of Reil you 
may also get typical aphasia. It may be taken as 
perfectly true that lesions of, and just beneath the 



Diagram showing the possible situations of an aphasia- 
producing lesion, viz., {a) in the glosso-kinaesthetic 
centre, (?) in the commissure between it and the 
auditory word-centre, or ( c ) in the auditory word- 
centre itself—in which latter case the aphasia is 
associated with word-deafness. 

Island of Reil do produce typical aphasia, and 
such lesions would certainly damage the audito- 
kinaesthetic commissure. Again, it was pointed 
out by Grasset that one not infrequently met with 
the association of hemianaesthesia with aphasia. 
The explanation of this is easy in accordance with 
my view. For if you have a lesion far back, near 
the end of the sylvian fissure, but not involving 
the auditory centre, and if it goes rather deep into 
the white substance of the brain, you may get the 
audito-kinaesthetic commissural fibres affected as 
well as the posterior part of the internal capsule 
through which the sensory fibres pass. Thus we 
may get the association of a hemianesthesia with 
aphasia. Now we have in the hospital a case of 
this kind; in fact, it is the only case of aphasia 
proper that I am able to show you to-day. The 
case is under the care of my colleague, Dr. 
Ferrier, and he has kindly allowed me to make use 
of it on the present occasion. 


Cask 3 . — Right Hemiplegia with Aphasia , 
Hemianesthesia , and Word-blindness . 

John Charles P., mL 39, a sailor, was admitted to this 
hospital od March 24th last. Distinct history of syphilis, 
otherwise always strong and healthy, except that he has 
been subject to occipital headaches all his life at irregular 
intervals. No nourotic family history. On February 
24th, 1892, a gangway tilted and caused him to fall into 
the hold of the ship; felt shaken, but did not hurt him¬ 
self muoh, and he went on with his work. In the course 
of the second night after this fall, his wife awoke aud 
found him unable to speak or to move his right arm and 
leg. He was not then unconscious, and understood what 
was said to him. For some time, aooording to his wife’s 
account, he could not even say “ Yes ” or “ No; ” could 
not repeat words, but could sing complete tunes without 
the words. During the last three months he has regained 
some power in the paralysed limbs; and during the last 
six months he has slowly regained a few words, which 
he can say at times. He recognises all his friends, and 
his knowledge of places is excellent. 

On admission the right limbs were found to be much 
paralysed and rigid, with exaggerated deep reflex e*. 
The right side of the face was also paralysed, though the 
tongue came out straight. The notes say:—There is 
apparently well-marked hemianesthesia to all forms of 
sensibility in the right half of the body. Patient can 
feel and localise a touch well all over the left side, but he 
makes no sign when he is touched on the right side, and 
when he feels a pin-prick he localises it very inaccurately. 
This insensibility extends to the right side of the face. 
There was no hemianopia, and so for as could be made 
out, there was no affection of any of the special senses. 

As regards his powers of expression and apprehension, 
I cannot do better than quote the excellent description 
given in the notes of his case by the house-physician, Dr. 
5 . M. Wood, which is as follows:— Speech. The patient 
has no power of using spoken language; he will not even 
reply “ Yes,” or “ No ” to a question; he simply repeats an 
utterance which sounds like “ Baddi, baddi,” which he 
uses on all occasions; he cannot say the day of the week; 
he cannot repeat after me a single word. He understands 
apparently everything that is said to him, as he will cany 
out most simple orders readily; he him no power of 
repeating any numerals, but can, when requested, hold 
up a number of fingers corresponding with a simple 
number stated. He can, apparently, reoognise objects, 
but cannot say their names; thus, eg. % if shown a pen and 
a pencil he knows the difference between them. 

Written Language . He cannot write words from dic¬ 
tation; he can, however, write his own name with his 
left hand, but he cannot write anything else, as, eg., the 
place he comes from. He can copy any word whinh I 
write down for him, and he can also oopy figures and 
simple diagrams; he cannot transfer printed letters into 
ordinary written letters. 

Reading. Patient cannot read a word. He cannot 
carry out any written direction, although when he is told 
to do the same thing he at once does what is wanted. He 
cannot even point correctly to individual letters or 
numerals. He always brings his letters to another patient 
in the ward to be read. He can play draughts and " Nap.” 

I now pass on to the next form of speech defect; 
viz., Amnesia . It is, however, not so much a single 
form as a group of defects which is included under 
this head. Some of its most common types are 
due either to structural or functional defects in the 
auditory word-centre. These defects vary much in 
degree. Some of the slighter forms are met with 
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especially in old age, where the memory for words 
is weak, and the patient cannot readily recall the 
names of places or persons. More severe forms 
of verbal amnesia are also met with at times, in 
which the auditory word-centres scarcely respond 
at all to ordinary volitional stimuli. I may say 
that for calling the auditory word-centre into 
activity there are three kinds of stimuli of different 
degrees of intensity. The slightest stimulus is 
what we may call the " volitional,” such as occurs 
in speaking; a second form is what we may call an 
“ associational ” stimulus, due to impulses coming 
from an adjacent and strongly roused centre; 
whilst the strongest stimulus of all would be a 
direct ingoing impression upon the auditory centre 
itself. A centre may cease to respond to one or 
perhaps both of the slighter forms of stimulus and 
may yet respond to the strongest—that is, the 
patient may repeat a word when bidden to do so. 

The various grades of amnesia met with are 
therefore dependent upon different degrees of 
damage to the auditory word-centres. Where they 
are only slightly damaged, the patient’s volitional 
or spontaneous speech is interfered with, because 
of his difficulty in recalling proper names, and even 
nouns generally. In the more severe forms of this 
kind of defect the patient’s powers of speech are 
extremely limited. I had a case of this sort 
recently under my care in University College 
Hospital, and have made attempts to get the woman 
here, but, unfortunately, have not succeeded. She 
was suffering from right-sided paralysis, and there 
was also a great interference with voluntary speech, 
so that she could not utter more than three or four 
consecutive words. Yet she would repeat any 
word after me at once, with only slight aphemic 
defects; and when I put a book before her and told 
her to read, she immediately read ten or twelve 
lines, with only a few mistakes in articulation. 
Here the auditory centre was so much damaged as 
scarcely to respond at all to volitional incitations, 
though it could still be roused by strong associa¬ 
tional stimuli coming to the auditory from the visual 
centre. Such cases are very interesting, and I have 
seen several of them. Much the same amount of 
functional degradation exists in the auditory word- 
centre in the three remaining cases, that I shall 
presently bring before you. Only there are special 
reasons which prevent each of these patients from 
reading aloud. In all these cases there is a con¬ 
siderable amount of damage, but the auditory word- 
centres are far from being actually destroyed. 


But suppose there is an amount of damage 
sufficient actually to destroy this word-centre, then 
you will have typical “ word-deafness ” produced. 
Such a patient can no longer appreciate the meaning 
of spoken sounds; but another important thing to 
bear in mind is that we get something more from 
the destruction of that centre—something more 
than word-deafness—we get also a typical aphasia. 
For words being revived first of all in the auditory 
centre, if you get destruction of that centre, the 
patient becomes not only word-deaf but aphasic 
also. 

Defects of a kind analogous to those of which 
I have just been speaking, may likewise occur as 
a result of morbid conditions in the visual word- 
centre, though all the different grades of defect are 
not to be made out quite so well. We know, at 
least, that when that centre is broken up and 
actually destroyed we have “ word-blindness,” such 
as exists in the man I have just shown you, and 
with the word-blindness there would necessarily 
go “ agraphia,” or an inability to write. Thus you 
cannot get a patient word-blind without being 
agraphic also, any more than you can get a patient 
word-deaf without being at the same time aphasic. 

Now, as I have said, you will often find in prac¬ 
tice that the cases which come before you are 
combinations of two, three, or more defects, and 
you can only analyse them and ascertain their exact 
nature by making a systematic examination—that 
is to say, by testing the integrity of the various 
word-centres and of their connecting fibres, so as 
to make out the case in all its details. In my work 
on“Paralyses: Cerebral, Bulbar,and Spinal,”p. 125, 

I published a scheme for the examination of these 
cases, the use of which will help to bring out 
the exact nature of the various defects which may 
co-exist. I now propose to show you two cases 
that would probably be called fairly typical cases 
of aphasia by many persons, but a systematic 
examination in the manner I have indicated shows 
them to be rather due to a mixture of amnesia with 
word-blindness. 

The first of these cases is also under the care 
of my colleague, Dr. Ferrier, who very kindly 
permits me to bring him before you this after¬ 
noon. In this man we have the association of 
hemianopia with word-blindness; and though the 
patient constantly makes use of a stock phrase—- 
“No say”—he is not really an aphasic. There 
is evidently great functional degradation of th^ 
auditory word-centre, spontaneous speech beinl£ 
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almost completely lost, though imitative and some 
associational speech is retained. 

Case 4. — Very defective activity in Auditory and 
Visual Word-Centres, together with Hemianopia 
and slight Right Hemiplegia. 

W.C., ffit. 57, was admitted into this hospital on March 
24th, with the following history. On the 9th of Jane 
last, having previously been in good health, he was found 
almost to have lost his speech, being able to say a few 
words only. There was no paralysis of limbs then, but 
about fourteen days afterwards he had another fit, in 
which he became incompletely paralysed on the right 
side, the face being affected as well as the limbs, and in 
which his speech became worse. The paralysis of the 
arm and the leg has since gradually improved, but not 
so the speech. He can now walk, and use his right hand 
well, even for many finer acts. There is no cardiac 
disease; no history of syphilis, or of alcoholio excess; 
and he has always been a very healthy man. His power 
of speaking is very limited; he suffers from right 
hemianopia, and is almost completely word-blind, though 
there is little or no word-deafness—since he seems to 
understand all that is said to him. There is no hemi- 
ansesthesia in this case. In regard to his mental condition, 
the following is an abbreviation of the account given by 
Dr. Wood in his notes of the case, the aocuracy of which 
I have verified:— 

Spoken Language. Patient cannot talk; he cannot say 
his own name or his age; he will not answer “ Yes ” or 
“ No ” to questions, although he appears to understand 
them, and shakes his head. He usually says “ No say ” 
to every question asked, but can repeat anything after 
me; thus, any word I sav to him he can say. He appears 
to recognise objects and what they are used for. He 
can distinguish the use of pen or pencil. He does not 
understand everything that is said to him; thus, he 
brought me a cup when he was told to bring his hat, and 
did not seem to Know what I meant when I told him to 
put his hand in his pocket. When I ask him if he is 100 
years old he says 44 No say,” but does not signify that he 
is not. But he will do any simple things when bidden, 
such as open his mouth, or shut his eyes, readily. He 
can count, but breaks down about 7 usually. 

Written Language. He cannot write anything spon¬ 
taneously except his name, and sometimes he cannot even 
write that, especially if he has anything else written on 
the same piece of paper, when he will usually copy it. 
He cannot write from dictation. He can copy everything, 
but be cannot put printed matter into ordinary letters. 
If he has written down for him 44 cat,” he copies it, and 
will then, if he is told to write anything else, simply copy 
the word already written, and will go on doing this for a 
long time. He can tell the time. He pointed to my 
watch, and when it was given to him wrote down correctly 
6.30. If he is allowed to write the numbers down he will 
count easily up to 10 . He can add two or three numbers 
correctly, but cannot be made to do subtraction or multi¬ 
plication—in each case he adds. He can play “ Nap ” 
and draughts well. 

Reading. He cannot read at all any words that may be 
written down; will not obey any written or printed 
directions. Will look at pictures and apparently appre¬ 
ciate them. 

It will be seen that this patient does not fulfil 
the conditions necessary for him to be called an 
aphasic patient because he can repeat words freely 
after one. There is a certain aphemic difficulty, 
and if he attempts to repeat two words consecu¬ 


tively the difficulty comes out more plainly. Like 
the last patient he understands nearly all that is said 
to him. Sometimes after a question he takes the 
tip of his tongue and gives it a twist, as though to 
indicate that this member is all wrong. We find 
with him, as with such patients generally, that he 
can deal better and more freely uith numerals than 
with letters, the explanation being probably that 
there are only nine of the former, whilst there are 
twenty-six of the latter. 

The other case is one of very similar nature, 
except that there is no hemianopia. It is that of 
a man under the care of my colleague Dr. Ram- 
skill, who kindly permits me to bring him before 
you to-day. 


Case 5 .— Very defective activity in Auditory and 
Visual Word-Centres, together with Right 
Hemiplegia . 


Thomas R. T-, set. 50, a lithographer, was ad¬ 

mitted into this hospital on April 7th. He had a 44 stroke ” 
on September 8 th last. He was found staggering about 
his bedroom, with weakness of the right side and in¬ 
ability to speak. Within an hour he completely lost power 
in the right side, and became unconscious. He was in bed 
for about a month, gradually regaining power in the 
limbs. He can now walk in a shuffling manner, and his 
speech has improved a little. He had always been a 
strong and apparently healthy man up to the time of his 
attack. The heart sounds are feeble, but there is 110 


murmur. He has been accustomed to drink Bass’s beer 
rather freely and some whisky at night. His friends say 
that he has been much troubled by the death of his wife, 
which occurred a year ago. It seems probable from his 
general condition and from the mode of origin of his ill¬ 
ness, that he has softening of parts of the left hemisphere 
due to thrombosis of the middle cerebral artery. He 
behaves in a quiet rational manner, and seems to be a man 
of considerable intelligence. He is not unduly emotionaL 
His hearing and sight are good, and there is no hemi¬ 
anopia in this case. 

His speech and mental condition have been well de¬ 
scribed in the notes of the case by our junior house- 
physician, Dr. A. J. Whiting. From these and from my 
own observation I give you the following particulars:— 

There is a marked defect in speech, though articu¬ 
lation seems to be almost perfect. Patient's hearing is 
quite good. He seems to apprehend what is said to 
him, and apparently enjoys both vocal and instrumental 
music. His power of imitative speech is very slight, 
and is limited to simple words, although even these are 
often not repeated correctly, eg ., 41 sun” is given as 44 bun.” 
His power of associational speech is not great, he thinks 
that Monday, Wednesday, Saturday, Friday, Thursday, 
and Sunday is the order of the days of the week; neither 
does he remember the order in which the letters of the 
alphabet follow each other. His spontaneous speech is 
very poor; he uses single words, Dut never sentences, 
except perhaps the phrase 44 You know.” He is able to 
tell his name, and that he lives at Herne Hill. He seems 
to be able to speak single words, if simple, and if the 
stimulus is strong enough, 44 yes ” and 44 no ” recur very 
frequently. His chief vocabulary beyond this is mostly 
associated with ideas of alimentation, e.g., he utters quite 
readily, 44 Bass,” 44 Beer,” 44 Bottle,” and makes signs of 
approval. 
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Patient's sight is excellent, and he can apprehend some 
simple printed and written words; he can point out 
letters and numerals, the latter quickly. He can recognise 
some letters, also common objects and their pictures 
readily. He cannot write at all so as to form words; if 
asked to write his name, “Talbot,” he writes with his 
left hand B T B, and if asked to copy the word, he writes 
B and then gives up the attempt. He can name at sight 
the capital letters of the alphabet, also the small letters, 
also he can say that m-e-n spells “ men.” He can read 
the word “ poison ” on a bottle, and evidently understands 
what it implies, but he cannot read sentences aloud. He 
cannot write sentences or words, but he can write (using 
the left-hand) some letters from dictation, e.g., bozb for 
“ rose,” making the S the wrong way.* 

The next and last case that I have to show you 
is an extremely interesting one. This man has 
been under my observation from time to time 
during the last fifteen years. His auditory word- 
centre is not so much impaired as in either of the 
last two cases, and he shows exceedingly well the 
results of a lesion in the course of the commissures 
between the auditory and visual word-centres. 


Case 6 . — Right Hemiplegia with slight Aphernia, 
lowered activity in the Auditory Word-Centre, 
and a loss of activity in the Commissures 
between the Auditory and the Visual Word- 
Centres. 


Thos. A- was admitted nnder my care into Uni¬ 

versity College Hospital on March 12th, 1878, he being 
then 42 years of age. Three months previously he had 
become suddenly paralysed on the right side of the 
body without convulsions or loss of consciousness, but 
after the attack his speech was found to be almost lost; 
when admitted he had become able to move his right 
leg and arm slightly, though there was some diminution 
of sensibility on this side of the body. There was a 
slight amount of right facial paralysis, and some devia¬ 
tion of the tongue to the right. The sight and hearing 
were good; he continued to improve slowly in all 
respects till April 16th, when he had two slight fits, but 
the second of these was followed by a temporary aggra¬ 
vation of the right-sided paralysis, and the quality of his 
speech defect then underwent some slight change of a 
permanent character.-}- During the whole intervening 
time his speech defects have remained without ap- 

S reciable change, though up to 1883 he continued to 
ave fits at intervals more or less unilateral in character. 
Although he can walk a distance of two or three miles 
he has never completely recovered the use of either leg 
or arm. A certain amount of hemiansBsthesia has also 
persisted on the right side. 

In regard to speech and intellectual expression 
generally his condition is this: looking first to the 
auditory word-centre with its in-going and out-going 
fibres we find that his hearing is good, and he under¬ 
stands readily all that is said to him. His voluntary 
speech is very limited; he can say spontaneously “ tea, 

“ dinner,” or some single words indicative of his wants, 
otherwise he says little beyond “ yes ” and “ no,” ekeing 
his speech out by the correct use of some simple numerals 
together with many gesticulations. Association aids him 
a little in his articulation of words; thus, he can count 


• Which can only be represented in type approximately 
by a Z. 

-}- His early history is given more fully in “ The Brain as 
an Organ of Mind,” 4 th Ed., p. 642 . 


up to 20 quickly and without mistake, and as regards 
the alphabet, though he cannot commence it by himself, 
when one says A he goes on correctly to about the letter 
H, and after that very badly. He cannot repeat short 
phrases; he can repeat simple words uttered before him, 
though he often pronounces them badly, owing to the 
existence of some amount of aphemia. 

If we look now to the visual word-centre with its in¬ 
going and out-going fibres we find his sight fairly good, 
though he uses spectacles; that he can read writing and 
print, and evidently well understands what he reads. 
Similarly he points to any letter or numeral named. He 
is no more able to write spontaneously than to speak 
spontaneously. He can copy numerals placed before him 
and can work easy addition sums, he will likewise copy 
words written or printed before him. 

Two other disabilities remain to be mentioned which 
show that the two commissures between the visual and 
auditory word-centres have been damaged in some part 
of their course. These are (1) that the patient cannot 
name at sight or read aloud a single word or even a letter; 
nor ( 2 ) can he write a word or even a single letter from 
dictation. It is these latter defects which give the great 
interest to his case. Here we have a man who understands 
perfectly all that is said to him, and all he reads, who 
cannot read aloud a single word or letter, though imme¬ 
diately that he hears the word or letter pronounced he 
can repeat it at once. And again a man who cannot write 
a word or letter from dictation, but who can at once copy 
any such word or letter that is written before him. 

This case shows clearly that whatever may be 
the precise location of the two centres, there are 
certain parts of the brain to which auditory im¬ 
pressions from words go, and others to which visual 
impressions derived from words go, and that these 
parts of the brain are connected by commissures 
(Fig. 1). It is the destruction of these commis¬ 
sures that prevents our patient from performing 
these two apparently simple acts, reading or naming 
at sight, and writing from dictation. His auditory 
word-centre is not severely damaged; and if the 
commissure that should convey stimuli from the 
visual to the auditory word-centre had been intact, 
he would probably have been able to read aloud 
freely. 


What I have said this afternoon shows, therefore, 
that it requires a very careful examination of the 
patient, carried out in a systematic manner, in order 
to determine the exact nature of the defects existing 
in this class of cases. It seems equally clear that 
the word aphasia is used too widely, and that many 
cases are thus spoken of which ought never to 
receive that name; and that so far as concerns the 
localisation of lesions in the brain, this is a matter 
of very considerable importance. If from a loose 
clinical examination a case is spoken of as aphasia 
which ought not to be so spoken of, then on an 
autopsy being made, the doctrines of localisation 
might be supposed to be altogether faulty, rather 
than the diagnosis. It seems clear, however, also 
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from what I have said, that a real aphasia may be 
produced by a lesion lying. altogether outside the 
region specified by Broca. 

There are many points in connection with the 
subject of acquired defects of speech which I have 
not had time to deal with, but I have treated 
this subject in a more systematic manner in a paper 
published in the British Medical Journal , for 
Oct. 29, and Nov. 5,1887. I should mention more 
especially in connection with the amnesic class of 
cases, that patients often utter wrong words: there 
is a sort of ataxy of speech, which goes by the 
name of “ paraphasia,” and a similar defect also 
comes out in writing (“ paragraphia ”), but neither 
of the patients that I have been able to bring before 
you to-day have been affected in this manner. 


RADICAL CURE OF JIERNIA.* 

By A. QUARRY SELOOCK, 

M.D., B.S. Lond., F.R.O.S., 

Surgeon to St. Mary's Hospital, and the Royal London 
Ophthalmic Hospital, Moorfields. 


It is not my intention to dilate on the subject 
of radical cure of hernia generally, for so much 
has been written, so much said concerning this 
procedure, that no excuse exists for my doing so. 
But rather do I wish to call the attention of 
members of this Society to the excellent results 
obtainable by its adoption; and particularly to the 
operation necessary in the class of cases which I 
show here to-night, namely those of inguinal 
hernia, acquired or congenital, in children or 
adults up to middle age. 

Of late our hospitals have been flooded with 
cases of hernia, fit or absolutely unfit, admitted for 
the purpose of a radical cure. In fact, at St. 
Mary’s the operation is a constantly present item 
in the agenda lists for the operation days, and I 
hear that the same frequency of this practice 
obtains at other hospitals; I take it that there is 
none at the present moment more fashionable 
either in hospital or private practice. 

I imagine that the readiness with which people 
submit to this treatment lies in its evident success, 
for not only are men passed into the army after 
having a rupture cured according to modem 
methods, but they are likewise taken by the best 
assurance offices in London as first-class lives. 

• Read at Harveian Society, May 5 th, 1893 . 


Then again, although the methods of performing 
the operation are almost as numerous as the sur¬ 
geons who practise it, yet one rarely sees relapses, 
or comparatively rarely, either amongst one’s own 
cases or those of others. (I am speaking now of 
cases which on all hands are recognised as suitable 
for the operation.) I believe this is the experience 
of other hospital surgeons beside myself. Of my 
own cases, about twenty done in the year 1890 
and parts Of the years 1889 and 1891, I 
have only had one case in which the hernia re¬ 
asserted itself, and that man after a second opera¬ 
tion is in a satisfactory condition. Their ages 
varied from 1 year to 35, and amongst them are 
three young women. Everybody is familiar with 
the difficulty experienced in tracing the after-his¬ 
tory of hospital patients, and I have not seen five 
or six of the cases for some time, nor have I suc¬ 
ceeded in finding them to bring here to-night: 
but allowing that a certain proportion of the cases 
operated on do relapse, insomuch as the mortality 
is exceedingly small, and that the remainder are 
permanently cured, the operation is one that can 
be safely urged on individuals who are fit subjects 
for, and willing to submit to the procedure. 

I may here remark that the indications to the 
operation generally have been most admirably and 
thoroughly set forth by our late secretary, Mr. 
Lockwood, in his Hunterian Lectures, and the 
views he sustains are, so far as I know, those com¬ 
monly accepted. 

That the mortality, as I have said, must be 
small where antiseptic precautions are used,—and 
who does not use them now-a-days ?—I am clear, 
because I have never heard of a fatal case within 
the last few years, certainly there has been none at 
St. Mary’s during the last six years. But I 
remind you again that I am referring to that 
category of case in which the hernia has been 
deliberately cut down upon with the object of 
procuring its cure, the condition of the subjects 
being generally favourable and admittedly suitable 
to the occasion, not to cases of radical cure after 
operation for strangulation, or other likecomplication. 
Indeed, the amount of risk is almost inappreciable. 
A few weeks ago I operated upon a man who sub¬ 
sequently developed a pelvic abscess; it was 
opened, and the man soon recovered, the result 
being, so far as one could judge, very good. And 
this is the only serious complication which I have 
so far experienced. Occasionally, owing to the 
use of a septic ligature or some inadvertence in 
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the endeavour to maintain asepsis, more or less 
suppuration may and does occur, and that it should 
occur is not surprising. In overcrowded hospitals 
where operations are constantly being done under 
high pressure, and where everybody’s energies 
are often overtaxed, when success in surgery 
depends upon an infinite capacity for taking pains 
both on the part of the operator and his assistants, 
it is astonishing, if there be anything in the 
teachings of recent pathological research,—and we 
think there is,—that immunity from accidents of the 
kind should be as infrequent as they really are. 

The essential point common to all the operations 
which have been devised for the radical cure of 
hernia is the complete obliteration of the sac. 
This is accomplished in divers ways according to 
the method which is chosen. I myself have 
followed the practice chiefly of that most dis¬ 
tinguished French surgeon Lucas-Championni&e, 
and the results so obtained are, I think, as good as 
any I have seen by other methods. The opera¬ 
tion done in these cases is of the simplest kind. 
(Every precaution was taken to ensure asepsis, 
the patient being carefully prepared prior to it, the 
pubes shaved and skin cleansed.) An incision is 
made parallel to and lying over the lower portion 
of the inguinal canal, its inner extremity corre¬ 
sponding with the external abdominal ring. To 
keep the wound as far away from the genitals as 
possible, the skin is pulled well down prior to 
the incision being made; when the skin is released 
and retracts, the incision is thus carried upwards and 
outwards. The sac is sought as it passes between 
the pillars of the ring and dissected from neighbour¬ 
ing structures until its neck is reached, the greatest 
care being taken to disturb or lacerate the parts to 
the least possible extent. Opening it, its contents, 
if there be such, are to be returned into the abdo¬ 
men. Adherent omentum must be freed. It is 
very important to avoid the occurrence of omental 
adhesions to the neck of the sac, and not to leave 
any such in situ; not only must they drag upon 
and tend to maintain the patency of its opening, 
hot they may be the means of inducing intestinal 
obstruction at some time or other. To facilitate 
the application of a ligature to the neck of the 
sac, after it has freely been dissected up, I twist 
it, applying the ligature as high as possible; then 
the sac is cut away immediately below the liga¬ 
ture, its stump retracting into the upper end of the 
inguinal canal. In this way the peritoneal pouch 
should be entirely obliterated. I use sterilized silk 


for ligature. The wound is closed generally with¬ 
out a drainage tube, and the patient kept in bed 
for three weeks if possible before leaving the 
hospital. No truss or supporting bandage is worn 
subsequently. 

It will be noticed that I have said nothing as to 
suture of the rings or other manoeuvre to close up 
the inguinal canal by methods specially devised. I 
myself doubt if such a course is necessary or 
advisable, except in cases where the hernia is old 
and very large—circumstances which are not the 
most favourable to a radical cure. The tension 
induced by drawing together the widely separated 
pillars of the ring is so considerable, that in all 
probability the suture cuts through the tissues 
without holding them together, or induces more or 
less inflammatory irritation. Further, every ligature 
or suture you introduce in your wound is an addi¬ 
tional source of danger, however careful you may 
be to attain asepsis. I believe I am right in stating 
that the practice at St. Mary’s with most of my 
colleagues, is to rely upon the complete oblitera¬ 
tion of the sac alone; and that the practice of 
suturing the walls of the canal or ring has been 
largely, if not entirely, given up. 

There can be no doubt that the object of the 
operation is best obtained when the least possible 
amount of inflammation has been excited in the 
parts disturbed. Relapse, writes Lucas-Cham- 
pionni&e, is most likely to occur when suppuration 
has followed the operation. This is certainly true 
as regards one of my cases, and we know that when 
a muscular or resilient tissue has been the seat of 
inflammation, its contractile properties, its power 
to resist strain, are lessened in proportion to the 
extent and degree to which it has been affected. 
The less the tension and irritation in the wound, 
the fewer the threads, the better is the natural 
resistance of the parts maintained. 

Be it remembered, however, that whether the 
canal be closed by stitches, or whether by the in¬ 
flammatory adhesions which, as a result of the 
operation, strongly unite its opposing walls, inflam¬ 
matory or scar tissue is liable to give, hence if the 
smallest portion of sac be left protruding into the 
canal of sufficient size to allow of the insinuation of 
intestine, it will grow larger and easily stretch the 
adhesions and scar tissue, or cause their absorp¬ 
tion, so that the hernia will reappear. 

Other surgeons here will perhaps kindly give 
their opinion as to the efficacy of forms of operation 
differing from that advocated by myself. It is only 
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by comparison of individual experience as to the 
factors leading to success or failure that we can 
hope to avoid egotistic error, and though I have 
dealt with matters of mere operative detail, yet it is 
in the practice of these that we attain to higher 
developments of surgery. 

Note .—Ten of these cases referred to above were 
shown at the meeting: all had been operated on in 
the manner described, and none so far showed any 
sign of recurrence. Others had written excusing 
their absence, but stating that there had been no 
return of the hernia; some could not be traced. 


A CLINICAL LECTURE 

ON 

A DOUBTFUL CASE OF EARLY 
TUBAL GESTATION. 

Delivered at the Middlesex Hospital, May 6th, 1893, 

BY 

ROBERT BOXALL, M.D. Oantab., M.R.O.P., 
Assistant Obstetric Physician to the Hospital. 


The precise nature of the case before you is at 
present open to doubt. It is, however, not devoid 
of instruction on that account. The main facts 
of the case may be summed up as follows:— 

This patient, who is 22 years of age, has been 
married two years, but has had no children nor 
miscarriages. She has always been regular till 
the end of last January; after this date she saw 
nothing till April 1st, when she had a show which 
passed off the same day, thus missing at least one 
period. This was followed without apparent 
reason on April 4th by a sudden sharp cutting 
pain in the right side of the lower part of the 
abdomen, and accompanied by tenderness all over 
the abdomen. Next day she tried to get up, but 
was obliged to return to bed. Her medical man 
ordered hot poultices and hot injections twice 
daily. She kept her bed completely for fourteen 
days at commencement of her illness, but got no 
relief. She has fainted four times, the first occa¬ 
sion being a week after the pain began. No piece 
like skin or flesh has been passed. She has 
noticed no fulness of the breasts, and has had 
no morning sickness. It may be observed that 
she is rather pale, more so than usual. 

On examination it is found that the abdomen is 
still slightly resistant at the lower part. An inde¬ 


finite swelling can be felt at the brim of the pelvis 
too tender to define exactly; the patient herself 
has not noticed any change in the size of this 
swelling. On vaginal examination it is found that 
the cervix is deflected slightly to the left and for¬ 
wards, the os is not patulous, the orifice is quite 
small. Behind and on the right side is an irre¬ 
gular swelling, firm in consistence, tender to touch, 
apparently quite fixed, and shelving off to the side 
walls of the pelvis. A swelling of like consistence 
extends across the pelvis from one side to the 
other behind the uterus. The exact size and posi¬ 
tion of the body of the uterus cannot be deter¬ 
mined by palpation, but it certainly does not rise 
above the brim of the pelvis. 

Now, from the fact that while continuing in good 
health, and without other apparent cause, the 
periods have ceased, presumptive evidence of 
pregnancy exists. As strengthening this presump¬ 
tion, it may be noted that the periods have never 
before been arrested, and that the husband, who is a 
commercial traveller, had returned home, and con¬ 
nection took place a week after the last period 
ceased. It is necessary now to consider to what 
extent this presumption of pregnancy is borne out 
by the remaining facts of the case. In the first 
place we have the patient’s own statement that she 
thought she was pregnant; but on particular in¬ 
quiry it turns out that this impression is founded 
solely on the cessation of the periods. She has 
had no morning sickness, no faint feelings until 
the last few weeks (during which time the fainting 
may be otherwise accounted for), no unusual fre¬ 
quency of micturition, and has noticed no enlarge¬ 
ment of the breasts, or change about the areolae. 
On the other hand, she thinks that during the last 
three weeks the breast glands may have become 
softer than usual. This, as I shall presently show, 
may have some indirect bearing on the question of 
pregnancy. The breasts are soft and the areolae 
and nipples devoid of indications suggestive of 
pregnancy. Had impregnation taken place and 
gone on naturally for three months, we should at 
the present time expect confirmation of the con¬ 
dition, not only in the breasts, but also an appre¬ 
ciable enlargement of the uterus. Unfortunately, 
in view of the unusual state of affairs in the pelvis, 
the size of the uterus cannot be accurately deter¬ 
mined unless the sound be employed. 

There is, therefore, on the one hand strong pre¬ 
sumptive evidence that pregnancy Occurred three 
months ago, and, on the other, absence of indication 
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/ that gestation has advanced to the third month. 
It is now necessary to consider these two points in 
relation with the illness which supervened at the 
end of the second month, and with the present 
condition of the parts of the pelvis. 

In the first place it may be observed that the 
illness came on quite suddenly. The patient be¬ 
came pale but did not then faint, and from that 
time onwards has suffered from pain and tenderness 
in the right ovarian region. The unusual swelling 
in the pelvis gives to the touch the impression of 
effused blood, which, judging from its extent and 
the consequent displacement of the uterus, pre¬ 
sumably occupies the base of the right broad 
ligament and the retro-uterine pouch as well. The 
conclusion arrived at, therefore, is that an internal 
haemorrhage has taken place. When this is con¬ 
sidered in conjunction with the probability that the 
patient was at the time of its occurrence eight 
weeks pregnant, the inference is drawn that the 
loss originated in rupture of the right Fallopian 
tube, distended to the point of bursting by a ges¬ 
tation sac. From the absence of subsequent 
indications of pregnancy, and especially from the 
softening of the breasts which supervened, it may 
be inferred that the ovum ceased to develop at the 
time of the rupture, or very soon thereafter. 

The adjoining bed was occupied a few months 
back by two patients in succession who were 
operated upon for a similar condition. The history 
in either case pointed to pregnancy, followed in 
the early months by internal haemorrhage and 
arrested development of the ovum. At the opera¬ 
tion it was found in either case that the tube had 
ruptured between the layers of the broad ligament, 
that the ovum had become apoplectic, and that 
the affected tube was also distended with blood. 
In one case secondary rupture had taken place 
into the abdominal cavity, probably just before the 
operation, either during examination or in the 
removal of the patient to hospital. In both cases, 
though the history pointed distinctly to tubal 
gestation, in which rupture of the tube had 
occurred some weeks prior to the date of opera¬ 
tion, no trace of the foetus could be discovered 
among the mass of altered blood clot. As far as 
could be ascertained from the history, in addition 
to irregular haemorrhages, a decidual cast of the 
uterus was passed in each of these cases. In the 
present instance a show occurred at the end of 
eight weeks, and a further loss has now been 
taking place to at least twice the extent of an 


ordinary period, during the thirteenth week; but 
as yet no decidua has been passed. This im¬ 
portant piece of evidence may yet be forthcoming, 
though by no means invariably present. Its 
continued absence will therefore not contradict 
the conclusion arrived at. In all of these cases 
no very urgent symptoms have occurred in associa¬ 
tion with the rupture and consequent haemorrhage 
at all comparable to the shock, collapse and 
anaemia which take place when the tube ruptures 
directly, and blood is rapidly poured out into the 
peritoneal cavity. The temperature, which at the 
commencement of the illness was as high as 
io 3°F. for some days in succession, is now 
normal, and doubtless the effused blood is to some 
extent becoming absorbed. There is no immediate 
call for operative interference. If, however, the 
nature of the case is such as I have been led to 
believe, so much permanent damage has been 
wrought to the tube and surrounding structures as 
to prove a repeated source of danger. Even if 
under the influence of rest and appropriate treat¬ 
ment the more acute symptoms subside, as soon 
as the patient begins to get up or to resume her 
household duties, they may be expected to return. 
There is little possibility, therefore, of such inter¬ 
ference being indefinitely postponed. For the 
present, however, it is proposed to keep the patient 
under observation pending the collection of addi¬ 
tional evidence as to the nature of the case. If, 
in the meantime, further haemorrhage should take 
place or the symptoms in any way become aggra¬ 
vated, it will be advisable to perform an exploratory 
operation without delay. 


Instruments are rendered aseptic in Professor 
Bergmann’s clinic by boiling for five minutes 
before the operation in a one per cent, solution of 
Carbonate of Soda.— {Med, Rec,) 


Catheters may be fastened in the urethra by 
tying a thread about them after introduction, 
painting a few coats of collodion over the knotted 
part with a thin layer of cotton between, and 
fastening both ends of the thread to the penis in 
the same manner.— (Med, Rec,) 

Urethral Fever is further guarded against by 
employing the Thiersch Boro-Salicylic solution for 
washing the prepuce, glans, and meatus, as well as 
for flushing the anterior and posterior urethra be¬ 
fore any instrumentation.— {Med. Rec,) 
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CLINICAL NOTES. 

(Specially reported for The Clinical Journal . Revised 
by the Author.) 

-*- 

WITH DR. STURGES IN THE WARDS 
OF THE CHILDREN'S HOSPITAL, 
GREAT ORMOND STREET. 


A Case of Empyema. 

I believe that no condition is so frequently over¬ 
looked in children as that of pus in the pleura. 
It is very common to see admitted into these wards 
cases of empyema in which the condition has not 
even been suspected. 

This boy is an excellent example not only of the 
way in which the condition may be overlooked, 
but also of the excellent results to be obtained by 
appropriate treatment, which is not too sparing in 
the removal of ribs. 

The patient is 5 years of age, and was admitted 
here on October 15th, 1892. On admission there 
were found present all the physical signs of fluid 
in the left pleural cavity, the symptoms indicat¬ 
ing the probability that this fluid was pus. The 
history given was that in the preceding June, that 
is four months before, he had been feverish and 
had suffered from “ congestion of the lung," what¬ 
ever that term may mean, probably, in this case, 
pneumonia. The only pertinent observation as to 
the child’s condition was made by the father, who 
stated that some three weeks after the first illness 
he noticed that the child’s heart was beating on the 
wrong side. In September, 1892, “a lump" was 
noticed on the left side about the level of the 7th 
and 8th ribs. This was present on the child's ad¬ 
mission, and was evidently an abscess pointing in 
that position, and as presently appeared, connected 
with the empyema. 

Here then we have an instructive case, a type of 
many brought here. A large effusion into the left 
pleura visible as well as feelable, yet remaining 
undiagnosed for some three months. 

On the day of admission the operation of re¬ 
section of the 8th rib was performed, and the 
left pleura evacuated, 12 oz. of pus being removed. 
On the 20th October, 1892, i£ inches of the 6th 
and 7th ribs were resected, and on the 15th Novem¬ 
ber, 1892, ij inches of the 4th and 5th, and a 
further 1J inches of the 6th rib was removed. 


In spite of the long neglect and the extensive 
rib excision, that, namely, of five ribs, you can see 
that there is but slight lateral curvature, and the 
child has completely recovered. No less radical 
a procedure would have sufficed. 

There are several difficulties which arise in the 
diagnosis of empyema in children ; but they can 
always be overcome by proper care. If you find 
the physical signs of fluid present it is advisable at 
once to explore and note the nature of the fluid. 
Even when the physical signs and symptoms point 
to empyema, pus is not always obtained by the 
exploring needle. It may be too thick to run, or 
it may have become so inspissated that it forms a 
caseous mass, which can only be removed by 
scraping it out. Lately I had a case where, as 
subsequent operation showed, the needle got stuck 
in a mass of fibrinous material, which afterwards 
was shelled out of the pleural cavity in more than 
a handful. Repeated attempts at aspiration had 
failed in this case, and the patient was in a serious 
condition. The relief of the operation was imme¬ 
diate, and no pyrexia whatever followed. An 
important point to remember is this, that if in 
addition to physical signs you have also general 
symptoms suggestive of empyema, if you repeatedly 
fail to find pus by means of an exploratory needle 
(which may easily be the case), then you should re¬ 
sect a portion of a rib and make a proper exploration. 
The operation is not really a severe one, and it is 
not only justifiable but demanded, good results 
are obtained in the vast majority of cases, and I 
have never seen any disastrous results from this 
practice. 

In childhood there is no near connection be¬ 
tween tubercle and empyema. Remember that 
empyema may occur without fever or other active 
symptoms, and that it occurs often very insidiously 
after measles and pneumonia, while sometimes its 
mode of origin is quite obscure. 

Whenever a young child (they are chiefly the 
younger children) is losing flesh, coughing a little, 
sleeping badly, restless and perhaps sweating at 
day, and, with such symptoms and no more, not 
always even pyrexia, you find a patch of dulness 
anywhere over the chest, you must proceed to 
make discovery as to what that patch means: it is 
probably empyema. If the needle will not inform 
you, as it commonly does, you must take other 
steps, such as I have mentioned. And the pus 
collection once opened up, you must resect ribs, 
more or less, until by the falling in of the chest the 
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cavity is abolished. It is, as I have said, the old 
neglected empyemas that give all the trouble. 
They are too common as the practice of this 
hospital shows: yet there are none in which the 
results of treatment are more happy, or in stronger 
contrast to the old methods when it was judged 
dangerous seriously to wound the pleura. 


Emphysema-Cyanosis, treated by Vene¬ 
section and Leeching. 

This boy, 5 years of age, was admitted cyanosed, 
almost breathless and pulseless, as the result of 
acute bronchitis complicating old emphysema. 
He is now practically well. I call your attention 
to him as serving to illustrate the benefit some¬ 
times derived from free blood-letting in this 
condition. He was bled from the arm when first 
admitted, and leeched twice for two subsequent 
attacks. Leeches are placed most conveniently 
on the chest each side of the sternum. A point to 
remember is that sometimes when the patient is 
much collapsed, blood will not flow from the vein 
in the arm; in such a case one has either to 
perform venesection of the external jugular vein 
or else apply leeches. 

The result of bleeding in an emergency of this 
sort would be more striking, I think, were prac¬ 
titioners less fearful of the remedy. Five or six 
leeches represent the smallest number that should 
be applied. As to the amount of blood removed, 
it must depend on observation of the result. That 
result no doubt varies, but it is always to be tried in 
these extreme cases, when the patient is visibly getting 
blue, and the breathing is much distressed. True, 
die relief obtained .is sometimes only temporary. 
A point to remember in the management of such 
cases is that emphysema does not necessarily 
entail bronchitis, and if you can prevent its occur¬ 
rence, a difficult matter, no doubt, the child may 
continue well for a considerable time and get fat, 
as this child is doing, although on the whole I fear 
it must be said that time is against it 


Peculiarities of Acute Lobar Pneumonia 
in Children. 

[Several temperature charts were shown, illus¬ 
trating the characteristic tracing of lobar pneu¬ 
monia, and contrasting it with that of broncho¬ 
pneumonia.] 

Pneumonia is another disease which in children 


may be at first obscure. Often the physical signs 
are delayed, incomplete, or uncertain. The child 
is flushed, with hot, dry skin, rapid pulse and 
respiration, and a high temperature. There are, I 
say, at this period (say the second or even third 
day), in many cases no distinctive physical signs. 
Sometimes as early as the fourth or fifth day, with¬ 
out any physical signs having appeared, the fever 
terminates by crisis, and you thus get assurance that 
the disease is lobar pneumonia, and nothing else. 
Very characteristic is it when the child is drowsy, and 
there is active delirium either at night only or during 
both day and night. This, in conjunction with the 
feverish symptoms, may lead you astray and suggest 
meningitis, although there is in fact no intimate 
likeness. So soon as the physical signs appear your 
diagnosis is assured. Bronchial breathing at one 
apex is sufficient: it may never come to more. A 
characteristic symptom is a peculiar grunt with 
each expiration. 

Since epidemic influenza arrived lobar pneumonia 
as you know has shown many peculiarities. Among 
these is the occurrence of relapses. The child 
here has had three distinct attacks with separate 
physical signs for each, and with an interval of 
about a week between them. 

This case is of further interest in respect of its 
probable cause. We are working hopefully and 
with much new knowledge in the etiology of lobar 
pneumonia, but there is plenty still to learn. 
There was here no history of chill, or of ill drain¬ 
age or privation, or any of the more obvious causes 
of lung fever to account for it. On the day before 
its illness, however, Sunday, the child indulged 
with the rest of the family in a hearty dinner of 
pork. The following morning it vomited, and in 
the afternoon was brought here with pneumonia. I 
think that in this instance it is more than probable 
that the cause was some disturbance of digestion. 
I have seen several cases in children where the 
cause was of a similar kind, and have come to re¬ 
gard repletion with indigestible food as among the 
effective modes of origin of child's lobar pneu¬ 
monia. More particularly both pork and Sunday 
are thus associated in my mind. 

Notwithstanding its alarming symptoms and 
sometimes extreme prostration, lobar pneumonia 
in children, you are to remember, almost always 
gets well, and needs no special treatment. The 
cerebral inflammation, for which it may be mis¬ 
taken, almost always dies. Hence the great im¬ 
portance of distinguishing between the two. 
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TSERAPEUTICAL NOTES AND FORMULA 


The Bromides in Epilepsy. 

In a recent paper Eulenburg gives the preference to a 
mixture of the Bromides, and considers the best combina¬ 
tion to be two parts of the Potassium Salt, two of Sodium, 
and one of Ammonium. He does not believe in the idea 
that the higher atomic weight of the alkali or alkaline 
earth forming the bromide the more powerful is its action. 
This is shown by one example among several. The atomic 
weights of Potassium and Calcium are almost alike, but 
the bromide of the latter is four times weaker than that 
of the former. Erlenmeyer first called attention to the 
advantage of administering bromides in water saturated 
with Carbonic Acid, and there is a preparation of “ brom- 
water ” distinguished by his name, and containing 
bromides in the proportion of two of Potassium, two of 
Sodium, and one of Ammonium, which is an excellent 
and palatable form. It seems to be considered as es¬ 
tablished that the aggregate dose of the mixed bromides 
is much more active than the same amount of one salt, 
and the administration in Carbonic Acid water, apart 
from the greater stability of the solution, is more free 
from the risk of cumulative action or bromism. A very 
serviceable mode is to dispense the three bromides in 
powder form along with Carbonate of Sodium and Citric 
Acid, so that an effervescing draught is formed on mixing 
with water. This has the advantage of preserving the 
somewhat unstable Ammonium bromide. These salts 
ought neither to be taken undissolved in the powder or 
pill form, nor in concentrated solution. The latter should 
be freely diluted with water. With regard to the dosage 
the chief point to be borne in mind is not to give less 
than is necessary, and therefore sufficient ought to be 
taken not only to lessen the number of attacks, but to 
produce a lasting diminution in the excitability of the 
nerve centres. To obtain this, the dose will vary in 
different individuals, but as a rule with adults it would 
seldom be less than seventy-five grains, and rarely over 
two and one-half drachms per diem. Voisin advised 
that a sufficient quantity should be given to produce 
ansssthesia of the pharynx, but this is not always a safe 
criterion, as it varies in individual patients. The daily 
dose should not be divided into more than two or three 
single quantities. The time of administration will vary 
with the onset of the attacks. Should they be wholly by 
day, then two large doses, one morning and one afternoon, 
will answer best ; while in the case of purely nocturnal 
seizures a large quantity late in the evening is indicated. 
In the others, two full doses morning and evening, or 
three doses, morning, afternoon, and evening, are the 
most useful; and in all cases shortly after a meal. The 
treatment should be continued for two if not three years 
after the occurrence of the last seizure. It ought not to 
be discontinued for slight symptoms of bromism; the 
patient ought rather to take every means to improve the 
general health. The question of increasing or diminishing 
the dose during the treatment, Eulenburg answers by 
saying that when the proper dose is reached it ought to 
be continued during the whole course, as any lessening is 
as a rule risky, and liable to be punished by the occurrence 
of an attack. There are cases when the bromides do not 
suit, or are not well borne, or remain quite inactive; but 
these are comparatively few in number. Where there is 
intolerance of the drug, very careful administration of 
small doses combined with Iron or Arsenic, and attention 
to the general health, may overcome the difficulty; but 
where the action remains in abeyance with no effect upon 
the seizures, or as iu rare cases, excitement is produced, 
the bromides ought not to be persisted in, but recourse 
had to other remedies .—(Therapeutic Monatschefte.') 


The Different Forms of C&rdiao Pain. —Dr. 

Chew states that “ cardiac pain/’ or “ pain in the 
heart,” is found as a concomitant in three different 
conditions: Angina pectoris; any condition which 
brings about an obstruction or resistance to the 
flow of blood through the arterioles, such as an 
arterio-sclerosis; and third, cardiac dilatation. 
When these three forms of disease are considered 
together, and an endeavour made to co-ordinate 
them as to their cause, it is quite possible that the 
chief factor in the production of pain common to 
all of them is pressure brought to bear upon the 
cardiac nerves or upon the cardiac ganglia them¬ 
selves. The connection between these ganglia 
and the cervical and brachial plexuses give a ready 
explanation of the extension of the pain to the 
arms that may occur in any form of cardiac pain. 
In the first, or strictly paroxysmal form, true 
angina, the pressure may be occasioned by the 
sudden tension of the arterioles; in the second 
form by the general sclerotic condition of the 
vessels; and in the third form with dilatation of the 
heart, by the attenuation of the heart-walls. 

_ (.Medical News.) 

Borated Glycerine is considered by Dr. Bryson 
superior to any fatty substance as a lubricant for 
urethral instruments, being readily and thoroughly 
washed off, and showing by an opacity when it is 
no longer aseptic. Thus the dangers from ure¬ 
thral fever are lessened.— {Med. Rec.) 


Epilatory Paste: 

R. Baryi Sulphat. 

Zinci Oxid. 

Amyli (Pulv.) ... aa partes aequales 

Aq. Destillat. ... q.s.. 

M. Ft. pasta. Sig. To be applied to the 
part and removed as soon as it is dry.* 
_ (Nouv. Rem.) 

For Producing Local Anaesthesia: 

(1.) 

Be Menthol. . 3 j 

Chloroformi ... ... 3 x 

Ether.3xv 

M. Ft. pigment. 

(11.) 

Be Cocain. Hydrochlor. ... 3 i 

Antipyrin . 3 hj 

Aquae. Jiiss 

M. Ft. pigment. 

(Pharm. Centralblatt.) 


• This occurs in about ten minutes. The hair is all re¬ 
moved from the skin, without any pain or irritation. 
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ON 

EMPYEMA. 

Delivered in the Clinical Theatre, London Hospital, 
May 16th, 1893, by 

T. GELBART SMITH, M.A., M.D., F.R.O.P., 
Physician to the Hospital, and to the Royal Hospital 
for Diseases of the Chest. 


Gentlemen, —There has been a very important 
series of cases in the wards, in increasing numbers, 
during the last six months,—I allude to cases of 
Empyema. These are of great importance both as 
regards their recognition and their treatment, for 
when the lung is compressed, as it is in any large effu¬ 
sion of pus into the pleural cavity, and the disease 
is unrecognised, then you can readily see how the 
longer the disease is undetected the more firmly is 
the lung bound down, and the more difficult will 
it be when the pus is removed for the lung to re¬ 
expand. Therefore it is highly necessary that we 
should be able early to detect the disease, and take 
measures for its cure. 

Let me show you two children which we have 
had under treatment for empyema in this hospital. 
The first is a girl, aged 8. On March 23rd she 
came in with a history of an illness which had 
lasted ten weeks. It came on slowly, with no 
definite beginning. This is a very common feature 
of such cases. Not infrequently we find an ab¬ 
sence of sudden onset of serious symptoms, such 
as definite pain, definite rise of temperature, and 
definite attack, such as we find in a pneumonia. 
This patient gradually became weaker, more 
feverish, and at last delirious, the delirium occur¬ 
ring chiefly at nights. She suffered from shivering 
and profuse sweating. The weakness and prostra¬ 
tion increased, the skin became harsh and dry, her 
appetite failed, there was increasing emaciation, 
with a dry and frequent cough. This is the history 
of many of these cases in children. In adults the 
commencement of the illness is often still more 
obscure, and is more slowly followed by acute 
symptoms of a febrile character. 

On admission her condition was one of much 
waste; she was reduced practically to skin and 
bone; her skin was very harsh and dry. She lay 
Yoi» n., No. 4. 


entirely on the right side, which was tender to 
touch, and was visibly larger than the left. The 
right lung was absolutely dull up to the clavicle 
and over the back, except for a strip about two 
inches wide along the spinal column, where harsh 
breathing sounds were heard; over the rest of the 
lung no sound of any description could be detected 
save the heart sounds, which could be heard up to 
the right apex. There was no tactile fremitus; 
expansion was deficient; and the intercostal spaces 
bulged in the axillary line. This bulging indicates 
pus rather than serum and points to a paresis of 
the intercostal muscles due to loss of vital power 
rather than excessive effusion. There was no de¬ 
finite clubbing of the fingers. The liver was not felt. 
The heart’s apex beat i£ inch below, and 1 inch 
outside the nipple; the heart sounds were pure. 
The left lung was healthy. On the 24th of March, 
the day after aspiration, 26 ounces of pus having 
been withdrawn, the heart’s apex was in the middle 
line. There was hypo-resonance on the right side 
of the chest in front on percussion, with some vesi¬ 
cular murmurs and some conduction of voice 
sounds. Scarcely any movement of the right chest 
was observed. Considerable fluid was still con¬ 
tained in the right chest. This continued till the 
30th, when she was again aspirated, and 14 ounces 
of pus, slightly blood-stained, were removed. On 
April 7 th the area of dulness in the right chest was 
increasing, and on the 15th the rib was resected 
below and in front of the lower angle of the scapula, 
and about a pint of pus withdrawn. A large tube 
was inserted, and the pleural cavity washed out. 
On the 17 th respiration at the upper part of 
lung, back and front, was fair; and there was free 
discharge of pus. On May 2nd discharge was still 
taking place, but was much reduced. 

The temperature dropped immediately after the 
resection of the rib on the 14th of April. Since 
then, however, it has been abnormally high for 
such cases; for, as a rule, the temperature fails 
after operation and remains fairly normal, unless 
complications exist, or the pus exit be interfered 
with. 

You see how contracted the child’s chest is : 
how the ribs have fallen in. There is considerable 
improvement since the operation; yet undoubtedly 
j there is still a contracted, slowly expanding lungf- 
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The age of the patient enables us, however, to 
form a fair prognosis; were she an adult I should 
not expect her lung to recover its full expansive 
power, or anything like it; it would probably to a 
large extent remain bound down and collapsed 
during the remainder of life; but this being a 
child I shall not be surprised to find that as soon 
as the cavity has healed the lung will again ex¬ 
pand, and the difference in size between the right 
and left chest become much less marked. 

Examining the child now we find on percussion 
in front that there is a fair note at the apex, and 
as far as the nipple; below that resonance is de¬ 
ficient. On auscultation the air entrance is found 
to be fairly good above, deficient below. There is 
considerable shrinking behind on the right side. 
On percussion we find that resonance, though not 
completely absent, is much diminished close to the 
spine; it is more diminished towards the axillary 
line, but not completely absent. So with the 
respiratory murmur and breath sounds, they are not 
absent but considerably diminished on the right 
side, better above than below, and very deficient in 
the axilla: showing that the lung is doing but very 
little work. In a child especially we may say that 
such breath sounds as we hear are not to be taken 
as evidence that the affected lung is expanding and 
receiving air, but as evidence merely of the con¬ 
veyance of breath sounds from the trachea, for the 
solid lung, being a good conductor of sound, 
borrows the respiratory sounds from the main 
tubes. 

The other case is that of a boy aged 5. The 
first thing to notice about him is the chubby look 
of the little fellow, the colour in his face, and his 
fairly well - nourished appearance; in all these 
respects he differs from the first patient. 

But that well-nourished, healthy look, which I 
have often noticed in such children, is very de¬ 
ceptive especially in the out-patient room, and may 
prevent a proper examination of the chest being 
made. I have seen children who looked quite 
healthy and chubby, with very considerable colour 
in their faces, who, nevertheless, were spitting foetid 
pus from an empyema discharging through the 
lung. We may therefore take it that the appear¬ 
ance of the face and the patient’s general condition 
in the case of a child with a chronic empyema are 
not helpful in the matter. 

This boy was admitted for intestinal obstruction 
on March 13th. He had pain in the abdomen, 
constipation, and some tenderness above and to 


the left of the umbilicus. This had existed for two 
days. The abdomen was distended. This con¬ 
dition passed off; we also found on admission that 
his breathing was 44; the skin was hot and 
pungent; the left lung dull on percussion all over 
except at the extreme base behind. There was 
tubular breathing in front and at the upper part 
behind. The voice sounds were tubular; tactile 
fremitus was absent; and there were a few fine 
crepitations in the left axilla. The heart was not 
displaced. 

On the 24th of March, a few drops of turbid 
blood-stained serum were withdrawn. 

On the 27th there was percussion dulness over 
the whole of the left lung, with a few fine crepita¬ 
tions in the left axillary line. Breathing tubular; 
voice sounds tubular over the whole of that lung. 
Very restless at night. Heart perhaps slightly 
displaced to the right 

On the 31st the patient was aspirated in the 
axillary line, and nine ounces of thick pus were 
withdrawn. 

On the 4th of April, the left chest was again 
full of fluid. The heart apex was near the left 
margin of the sternum. Over the ribs to the left 
side there was considerable puffy oedema—a con¬ 
dition which indicates pus. Not infrequently you 
find an oedema, slight in extent, which only reveals 
itself under the pressure of the stethoscope by 
slight pitting. In a child especially, that oedema 
is very suggestive of pus,—much more suggestive 
of pus in the pleural cavity than of simple fluid. 

On the 7th the heart could be felt beating to 
the right of the sternum. This gradual dislocation 
of the heart meant distinct increase in the amount 
of pus. 

On the 9th the rib was resected at the usual seat, 
and a pint of thick pus with many curdy films and 
particles evacuated. A large tube was inserted and 
the cavity washed out. Since then the patient has 
steadily improved, the discharge gradually lessen¬ 
ing. The temperature, which before the operation 
was up to 101-103, has since the day of operation 
been about normal, with one or two slight rises, 
without apparent cause. Probably some temporary 
blocking of the tube would account for these. 

On inspection the chest is seen to be less con¬ 
tracted than in the other case, and the child is not 
nearly in so bad a condition. 

On percussion the note is higher pitched on the 
left side, but is still a fair note. There is a good 
resonant note all over the front of the left side. 
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On auscultation the heart is found back in its 
normal position, if anything a little beyond its 
normal position, towards the nipple. This points 
to contracted lung. 

Posteriorly there is dulness about the base and 
about the axilla. 

On auscultation there is found much greater 
entrance of air than in the former case. Not only 
are harsh breath sounds heard, which may be con¬ 
veyed from the other lung, or from the upper part 
of this lung, as I have just explained ; but there is 
a gentle vesicular murmur which shows that the 
lung is actually receiving air and attempting to 
resume its work. 

In this case there is one interesting point which 
illustrates the difficulty of diagnosing fluid in the 
chest in children. This boy had loud tubular 
breathing all over his chest, yet his chest contained 
a considerable amount of pus. In a child one 
expects this, but when this occurs in an adult the 
diagnosis is rendered more difficult. For, as you 
know, we are taught in books that the signs of fluid 
in the chest consist of bulging of the chest walls, 
absence of tactile vocal fremitus; complete dul¬ 
ness, and absence of breath sounds. But, as those 
of you know who have watched such cases in the 
wards, we frequently find on coming to examine a 
chest, in order to decide whether there be fluid or 
not, that there is a fair amount of air entrance, and 
this often accompanied, as in this case, by tubular 
breathing. Of course dulness with tubular breath¬ 
ing is exactly the condition you would expect in a 
case of pneumonia. These signs might put you off 
your guard, and you might come to the conclusion 
that you were dealing with a case of simple pneu¬ 
monia, and not with one of fluid in the chest. I 
have no doubt that both in children and in adults 
that is where the error in diagnosis leads to the 
grave results that we often see, namely, these 
empyemas being led so long undiscdvered. As I 
have often pointed out, where you have a lung 
uncompressed, or only very slightly compressed, 
with its bronchial tubes patent, unblocked by lung 
secretion, then the voice sounds, as shown by 
tactile vocal fremitus, and the breath sounds, as 
shown by rough, or harsh, or tubular breathing, 
get conveyed to the stethoscope in spite of the 
presence of an intervening layer of fluid; and the 
only way of diagnosing such a case correctly is to 
use an exploring needle; if you are practised in 
the ait of percussion the character of the resistance 
rather than of the note obtained, gives you an 


instinctive knowledge that you have to deal with 
fluid. 

It is important in percussion to note not only the 
sound but also the resistance, for in such cases as 
these, attention to the amount of resistance you 
meet with is most helpful. The difficulty of dia¬ 
gnoses is not great in an ordinary case of empyema, 
where the quantity of fluid is large and the lung 
fairly compressed. It is where the disease is in¬ 
cipient or slightly marked that difficulties arise. 
It is especially important to guard against mistake 
when the empyema is small or unusually placed. 
As a rule, when fluid occurs in the chest, whether 
pus or serum, it is found either in front of the 
chest, pushing the lung backwards, or at the 
base, displacing the lung upwards; but in some 
cases the fluid is found behind and thrusts the 
lung forward, or it may be on the diaphragm, 
and perhaps on the middle of the diaphragm, so 
that if it be a small collection you may, in order to 
reach it, have to go through sound lung. There 
are many cases of these comparatively minute 
empyemas existing which give great trouble. Besides, 
there may be more than one collection. Their 
history is as follows. We are called to the bedside 
to examine the patient: we carefully percuss and 
auscultate and find a condition of things in which 
we are not able quite readily to say whether it is 
fluid or solid lung with which we have to deal. 
But on more careful percussion we will probably 
find an area of very definite dulness with that 
character on percussion of resistance to which I 
have alluded. And although we may find breath 
sounds making the diagnosis difficult, yet if we are 
at all suspicious of fluid we should then and there 
explore. 

We should not be satisfied with one exploration 
merely, or even a second or a third; but if 
there be any reason to suspect a collection of 
pus in or around the lung we ought to put the 
patient under chloroform, if necessary, and make 
even five or six explorations with the needle until we 
come upon the pus. My good house physician Mr. 
Hawkes, and I think all his predecessors who have 
seen me use the needle in this hospital, will be able 
to tell you how in many cases I have explored and 
found pus, where, perhaps that very night or the 
next day the aspirator has been used and no pus 
has been found, or only a few ounces or even less. 
Only the other day, at the City Road Hospital, I 
had a case which I took to be one of abscess of 
the lung because the patient was discharging foetid 
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pus. I had carefully examined the patient; but 
the amount of matter increased in the expectoration 
and the foetor became much more marked, so that 
in a few days I altered my diagnosis to that of em¬ 
pyema bursting through the lung. I aspirated and 
found pus close above the liver line, where there 
was a space of dulness three inches wide and four 
or five inches long. My surgical colleague, Mr. 
Pearce Gould, operated and found an empyemic 
cavity lying right upon the diaphragm, separating 
it from the lung. The cavity was a small one 
containing only a few ounces of pus, but evidently 
discharging through the lung. Another case was 
one where the empyemic cavity was right at the 
back ; and in these cases with an examination not 
sufficiently exhaustive we are very apt to miss the 
fluid altogether. We had a case here some weeks 
ago of a child, whose chest we examined carefully 
many times, and yet, after death, we found an 
empyemic cavity close to the spine. Whether the 
pus was there when we examined him, as I think 
it was, or whether it was suddenly effused after¬ 
wards, I do not know. I am inclined to think that 
owing to the boy’s weak condition, the examination 
was not so thorough as it might have been. It 
only shows that in the case of lung trouble point¬ 
ing to a collection of pus, we must make minute 
examination of every portion of the chest, searching 
for localised dull spaces and for signs of fluid, and, 
if need be, use the needle so as accurately to 
ascertain the character of the fluid present, if any. 

The temperature is of very little help to us 
in diagnosing between pus and serum. Rigors 
are not usually present. You must rely on the 
look of the patient, the history of the disease, the 
sweating, and upon the cachectic condition that 
generally accompanies the disease, rather than 
upon any one symptom. The clubbing of the 
fingers is, in my opinion, an important sign and it 
certainly is an aid to diagnosis. 

Sometimes, and not infrequently, an empyema 
discharges through the lung; and the question then 
arises, Is not this Nature’s method of treatment, 
and if so, is it not best left to Nature ? I do not 
think so. 

I remember well one case we had here of a boy, 
a chubby little fellow, in whom I diagnosed an 
empyema and admitted him. The next day my 
house physician told me that there was evidently 
a mistake, since it seemed to be a pharyngeal 
abscess, as he had coughed up much pus during 
the night, and there were no signs of effusion 


of pus in the pleura. I examined the child, and 
pointed out that though there was no indication of 
a large collection of pus to be found, yet there was 
evidence of some distinct condition such as we 
might find in a ca$e of empyema which had 
recently emptied itself; and I pointed out that in 
all probability the pus had come through the lung 
with a rush, and that it came from an empyema 
cavity, and not, as he imagined, from a pharyngeal 
abscess. The result proved one’s diagnosis to be 
true. Acting on the advice of several of my 
colleagues I left the child alone; and for a whole 
year he continued to spit up about a pint of pus a 
day, and even then looked fairly well and healthy. 
For another year we went on treating him, doing 
all we could to stop this formation of pus. Finally 
we operated. Mr. Gould at the Chest Hospital, 
City Road, performed Estlander’s operation, re¬ 
moving portions of five or six ribs, which cured 
him. That case taught me not to avoid operation 
because there was a channel for the escape of pus 
through the lung. That would all the more 
strongly induce me to operate, and to operate 
thoroughly, and so prevent lung infection. Ever 
since then I nave advocated operation in such 
cases. 

Then, as to the operation. If I were to criticise 
the cases of these two children you have just seen, 

I would say that we committed an error in not 
resecting the ribs sooner than we did. I think 
mere aspiration is waste of time, and that, as soon 
as we have found by the exploring needle that pus 
exists, thorough complete opening should then be 
made to give a channel for the escape of the pus, 
and for the prevention of reaccumulation. Then 
comes the question where should the operation be 
done? at what part of the chest? Several con¬ 
siderations have to be taken into account. You 
desire to evacuate the pus, to provide drainage for 
the daily formation of pus that may occur, and to 
obliterate the cavity. If, when you have a large 
empyema, with the lung contracted and pressed 
into a small space close to the spine, with the pus 
bulging out the chest wall, and pressing down on' 
the diaphragm and liver, if it be on the right side, 
or displacing the diaphragm and heart if it be on 
the left—if, in these circumstances, you make the 
opening at the very lowest part of that effusion, 
you will drain the cavity of the pus, but as soon as 
the cavity is emptied of its contents the uprising of 
the diaphragm will very likely impinge upon your 
opening and spoil it as an efficient drainage route; 
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therefore your opening should be so high as to 
avoid the diaphragm when it rises on the emptying 
of the cavity. It ought to be so far backward, in 
my opinion, as to be at the lowest part of the 
cavity when drained. Just as in the drainage of a 
public street we wish for a good fall, so it is useless 
to put our opening in a position where the fluid 
that will be daily formed cannot escape. There¬ 
fore, although some think differently, I consider 
that the opening should be in the lowest, most 
dependent part; and, as the patient is lying on his 
back, and will very likely spend the greater part 
of the twenty-four hours in that position for weeks, 
or, at any rate, for many days, the most dependent 
part would be found somewhere in the post-axillary 
line. If you go too far back you may strike the 
lung; and even if you miss it at the time of 
operation, yet the lung in its future expansion may 
interfere with the calibre of the drainage point. 

The following is the method I use of finding a 
spot that will meet all these points, and safeguard 
us against these difficulties. I find where the 
angle of the scapula is, as the arm hangs down. 
Then I get the arm straight up, and as the scapula 
travels outwards, I mark the new position of the 
angle. I connect the two points thus obtained by 
a line, from the middle of which I drop a per¬ 
pendicular, for an inch and a half, and there 
obtain a spot which will be well above the raised 
diaphragm, well outside the expanding lung, well 
free of the latissimus dorsi muscle, and will be 
the most dependent portion of the empyema 
cavity. In the case of a large cavity, I prefer to 
operate at the point I have indicated. If it be a 
small empyema, you must open where it exists. 
A portion of rib should be removed, so as to allow 
free exit to the fluid, and the introduction of a 
fairly large drainage tube. I think it is certainly 
advisable at the time of operation to wash out the 
cavity; for when you do, you are struck with 
the large amount of flocculent semi-solid collec¬ 
tions you remove, which, I am sure, if left in, are 
only means of keeping up the mischief; they delay 
cure, and reinfect the patient. Therefore, I always 
like the cavity to be well-washed out at the time of 
operation. Afterwards washing out, even in foetid 
cases, is not necessary. These foetid cases become 
quite sweet and pure a day or two after operation. 

But the great object of the operation is to have 
the cavity not only drained but obliterated; we 
want the lung to expand, the diaphragm to rise, 
the ribs to fall in, and the mediastinum, which was 


pushed over, to come back to its place, so that we 
may get every help from surrounding organs in the 
obliteration of the space. It is most important 
not to close the opening too soon, lest the disease 
returns. In the case of the girl whom you have 
seen, it may be impossible for the cavity to become 
obliterated owing to the length of time the lung 
has been compressed, and the strength of ihe 
adhesions that bind it down. But if the lung fails 
to expand, and the chest wall does not yield, then 
the cavity cannot close, and a permanent fistula 
will result. These are an important set of cases 
—cases of empyemic fistulas, which go on dis¬ 
charging month after month, and year after year, 
with wasting of the patient, albuminuria, changes 
in the kidney, and amyloid disease leading to 
hectic and slow death. These are the cases in 
which I have seen signally good results from a 
recourse to Estlander’s operation. 

There were two cases of mine in this hospital, 
and afterwards at the Chest Hospital, both of which 
were operated on here in the ordinary way. They 
were again operated on in the ordinary way at the 
Chest Hospital. The fistulous openings were 
dilated by means of tent sponges and other means; 
astringent washes were used ; everything we knew, 
short of the removal of portions of ribs, was done 
in order to obliterate these cavities and arrest the 
pus formation, but nothing succeeded. These two 
cases were published in the Transactions of the 
Medical Society. 

The disease in the first, a girl of 9, began in 
1884. On May nth, 1886, Mr. Gould explored 
the cavity and found it extensive, reaching up 
far above the opening of the sinus. He made a 
long tubular incision up from the sinus, removed 
portions of the fourth, fifth, sixth, and seventh ribs, 
about i£ inch of each, and inserted a drainage 
tube. The patient left the hospital in August, 
1886, much improved, but in January, 1887, she 
was re-admitted under my care, and in February 
Mr. Gould performed a second operation, removing 
portions of the second, third, fourth, fifth, and 
sixth ribs. Thickened pleura was also removed to 
the same extent as the bones. This operation was 
more severe than the former one. She recovered 
well, however, and the pleural cavity was entirely 
closed. The child’s condition was excellent. She 
was no longer anaemic, and her only symptom was 
dyspnoea on exercise. Of course the right side of 
the chest became greatly contracted. That is what 
we desired. 
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The second case (I quote these to show you the 
history of such cases and their extent) was 
that of a boy of 7, when first taken ill. On 
admission to the Chest Hospital, two years after 
commencement of illness, he was discharging an 
enormous quantity of pus. He was in the London 
Hospital on three occasions. He had an enlarged 
liver, enlarged spleen; urine pale, Sp. gr. 1008, 
containing albumen to the extent of one-third of 
its volume. On March 28th, 1887, Mr. Gould 
operated, making a vertical incision four inches 
long, reflecting the soft parts and periosteum, and 
removing a double length of the second to the 
sixth ribs from their junction with the cartilage in 
front to the posterior boundary, then cutting away 
the thickened pleura inside these ribs. That boy 
left the hospital with the sinus still open, but con¬ 
siderably improved. Since then the sinus has 
closed completely, and remains closed. He has, 
of course, marked contraction on that side and 
great dyspnoea on exertion, and has practically only 
one lung. 

These are two successful cases of the treat¬ 
ment of this condition. By this operation you 
save the patient from a slow death, but it is a 
severe operation, and should be reserved only for 
cases of fistulous empyema that resist all lesser 
methods, and in which death seems to be otherwise 
inevitable. 


A CLINICAL LECTURE 

ON 

TALIPES EQUINO-VARUS AND 
ITS TREATMENT. 

Delivered, in connection with the London 
Post-Graduate Course, at the Children’s Hospital, Great 
Ormond Street, May nth, 1893, 

By EDMUND OWEN, P.B.O.S., 

Senior Surgeon to the Hospital, and Surgeon to 
St. Mary’s Hospital. 


My opinion is that clinical teaching, whether 
ante-graduate or post-graduate, should be as little 
like a set lecture as possible. Therefore you may 
possibly find the remarks that I am about to make 
somewhat colloquial and disconnected ; but I hope 
that you will be able to fit them all in and make a 
tolerable mosaic of practical value. We cannot 
pass in review in the time allotted to me the whole 


subject of club-foot, and its different forms, so I 
propose to deal with only the commonest variety 
of club-foot—that variety in which the heel is 
elevated and the sole is turned inwards—the con¬ 
dition known as talipes equino-varus: equbtus % 
because the child, if he walks, walks more or less 
on the tip of the foot, and varus because the foot 
has got an inward twist. 

There are two forms of equino-varus, namely, 
the congenital and the acquired . To the practical 
surgeon there is a tremendous difference between 
these two varieties, because one is very amenable 
to treatment, and the other is so in a far less 
degree. 

As to the causation of congenital club-foot 
various explanations have been offered ; and from 
the fact of there being such divergent explanations 
one began to be suspicious that the correct one 
had not been discovered. Probably, after all, the 
cause of the congenital deformity is the faulty 
packing of the fostus in utero. Here I show you 
a specimen of a foetus taken by surprise, as it were, 
and removed at about the sixth month. You will 
notice that the heels are markedly drawn up and 
the soles turned inwards. Often after -a premature 
labour we find the feet folded flat upon the front 
of the chest, and much more inverted than in the 
specimen I have just handed round. It is a very 
suggestive fact that no other variety of club-foot is 
found as a congenital defect. Only once have I 
met with a congenital instance of talipes valgus. 
I suppose the explanation is that when the foetus is 
in utero the muscular walls of the uterus can easily 
press and invert the feet against the front of the 
chest, whilst it is well-nigh impossible for the 
uterine walls to turn the feet with the soles everted. 
The extreme inversion is evidently to insure the 
most convenient packing in utero; the foetus could 
not be snugly packed in utero with the soles turned 
out in the position of talipes valgus. 

Anatomy of equino-varus. We shall begin with 
the anatomy of the congenital defect. The heel is 
raised, as I said, and the sole is turned inwards. 
If we examine the foot and try to rectify the position 
we find that the foot is somewhat rigidly fixed in 
that faulty position, so that later on if the child 
begins to walk, the weight u received on the 
cuboid bone and the base of the fifth metatarsal 
bone, over which points bursae are apt to form. 
Here is a specimen of congenital talipes equino- 
varus with a large bursa formed over the cuboid 
bone as the result of pressure. If the case is 
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allowed to drift on, the short bands which held 
the foot in this faulty position become perma¬ 
nently shortened and strengthened, so that the 
longer treatment is delayed the more unpromising 
is the result. 

When should treatment be commenced in the case 
of talipes equino-varus of the congenital variety ? 
My friend, Professor Sayre, puts it very tersely 
when he says that as soon as the medical attendant 
has washed his hands, and the nurse the baby, then 
the treatment of the talipes should be commenced. 
But why are so many of these cases allowed to 
drift on ? Possibly it is because the medical man 
who has been attending the woman during her 
confinement dreads to frighten her by talking 
about possible operation; or he does not like to 
disturb her by making the child cry in her hearing, 
and of course all treatment must needs be attended 
by a certain amount of discomfort to the infant. 
But without doubt the sooner the treatment is 
commenced the better. So I answer the question 
just propounded by saying, “immediately after 
birth the treatment should begin.” The treat¬ 
ment is begun early, that the various fibres which 
are binding the foot in the faulty position may be 
the more easily stretched. Let us see what these 
fibrous bands are. Here is a skeleton of a foot 
(specimen shown); upon the outside we have the 
os calcis, the cuboid, and the fourth and fifth 
metatarsal bones; and in the inner segment we 
have the astragalus, the scaphoid, the three cunei¬ 
form bones, and the three inner metatarsal bones. 
Now in congenital equino-varus, not only is the 
heel raised and the foot inverted, but there is a 
very considerable flexion taking place across this 
mid-tarsal joint, which we may call Chopart’s 
joint—because through that line his operation is 
performed. The anterior segment, which consists 
of the scaphoid, the cuboid, the cuneiform bones, 
and the metatarsus, is flexed and twisted upon the 
posterior segment, which is composed of the 
astragalus and the os calcis (a cast was shown in 
which this double position was clearly illustrated). 
The line of this cramping is shown by a furrow in 
the sole corresponding to the articulation between 
the astragalus behind and the scaphoid in front. 

The structures which conspire to hold the foot 
in this faulty position are various. We must men¬ 
tion the skin first; not because the obstruction 
which the skin offers to the straightening of the 
foot is greater than that offered by other tissues, 
but because we meet it first. The skin, then, pre¬ 


vents the foot being straightened out. Next, we 
come to the strong plantar fascia; this has an 
extremely important influence in the condition. 
Next, as regards the tendons, that of Achilles is 
by far the most important. After that we have 
the tibialis posticus, the flexors of the toes, and 
the tibialis anticus; but, as I have said, the most 
important of all these structures is, far and away, 
the tendon of Achilles. Here is a boy whose foot 
illustrates the contraction of the plantar fascia— 
a case of paralytic equino-varus. The case shows 
only in a moderate degree the double deformity, 
but it well illustrates the creasing across the sole; 
by pressing with the finger when the foot is in a 
somewhat corrected position you will feel the very 
tight band which is caused by the plantar fascia. 
The structures needing attention, then, are the 
skin, the tendon of Achilles, the tibialis posticus, 
the flexors of the toes, the tibialis anticus, and the 
plantar fascia. Last, we come to the anterior part 
of the internal lateral ligament. This is a very 
obstinate element in maintaining the deformity 
after the tendons have been divided. Students, as 
a rule, do not understand the importance of the 
internal lateral,— the deltoid ligament. It is 
attached above to the internal malleolus, and 
below it spreads into the sustentaculum tali, and 
(which is the important point) forward on to the 
scaphoid bone. As a matter of fact only a com¬ 
paratively small part of the internal lateral liga¬ 
ment runs to the astragalus: a good deal of it goes 
to the os calcis, and still more to the scaphoid 
bone; so that if the foot has been cramped in 
the position of equino-varus it is impossible to 
straighten it out correctly unless the anterior part 
of the internal lateral ligament which runs from 
the internal malleolus to the scaphoid bone is effec¬ 
tually dealt with. This dissected specimen of a 
club-foot shows the strong, anterior part of the in¬ 
ternal lateral ligament holding the foot rigidly 
against the lower end of the tibia. 

Acquired talipes equino-varus is generally the 
result of infantile paralysis; and when we talk of 
infantile paralysis of course we imply that there 
has been an antecedent lesion of great importance, 
a condition of inflammation of, or haemorrhage into 
the anterior cornu of the grey crescent of the coid. 
The boy now before us had a history something of 
this sort: when he was about two years old he had 
an obscure illness; and, some days afterwards, 
when his parents took him out of bed and placed 
him upon the floor, they found he could not stand. 
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The innervation of the muscles had been lost, and 
the loss was due to haemorrhage having taken place 
into the anterior cornu of the grey crescent. I 
must not stay to speak much about this extremely 
interesting and important condition of anterior 
poliomyelitis, as it is called; but I must mention 
this fact in connection with the central lesion, that 
the nerves which come from the anterior cornu of 
the grey crescent pass down, not only to supply the 
muscles with their working stimulus, but they also 
preside over the nutrition of the muscles, the bones, 
and the ligaments and joints—trophic nerves they 
are. Here is a boy (showing another case) who 
had infantile paralysis and acquired talipes equino- 
varus upon the left side. You will see that his 
small left foot has already required to be raised for 
an inch and a half by a thickening of the sole of 
his boot. This arrest of development is entirely 
due to disturbance of the cells at the origin of the 
trophic nerves. 

I said a few minutes back that it was a matter of 
great concern to the surgeon whether the club-foot 
which he was called upon to treat was a congenital 
defect or the result of a central nervous lesion—the 
congenital defect being much more amenable to 
treatment than the deformity which is the result of 
infantile paralysis. And so marked is the difference 
in the result of the treatment in these two classes 
of cases that there are some surgeons who abso¬ 
lutely refuse to operate at all in equino-varus, which 
is the result of paralysis. No surgeon can get a 
very brilliant result in such cases, but with vigorous 
treatment he may get, as I shall show, a very fair one. 

As regards the treatment of the congenital 
equino-varus; as soon as the child has been 
washed the manipulations are to be begun by the 
surgeon trying to put the foot into an improved 
position. He will gain a little every time. He 
takes the ankle in one hand, and, grasping the 
foot with the other, he flexes the foot, that is, 
he brings down the heel, and he gently but firmly 
everts the foot. Every time he goes to see the 
mother he must resort to this little manoeuvre, 
and he must also get the monthly nurse to help in 
the intervals of his visits. Three times a day, or 
oftener, the nurse is firmly to flex the foot; and 
little by little the skin and the ligaments and the 
tendons will yield, and the foot will come into the 
improved position. But if the surgeon neglects 
these simple measures, putting off, for one reason 
or another, the active treatment of the congenital 
deformity, hoping, may be, thatjthe condition will cor¬ 


rect itself, he will surely have a Nemesis awaiting 
him. It is unfortunate that the truth of this state¬ 
ment is not more generally recognised, and that 
these cases of congenital equino-varus are so often 
allowed to drift on. Perhaps one explanation of 
the neglect is, that a large proportion of them are 
amongst the poor (for the simple reason that there 
are so many more poor than rich), and that 
hospitals are not inclined to take in the mother 
and her suckling at the same time. So, with a 
sort of false economy, the hospital waits till the 
child is weaned; and then, instead of having the 
mother and child in for a fortnight now and then, 
the child is in the wards for month after month, it 
may be, and perhaps it may come back again with 
subsequent relapses. The mention of this word 
“ relapse ” causes me to make a remark in con¬ 
nection with the treatment of club-foot:—you 
hear, or, at any rate, I hear surgeons of experience 
in connection with club-foot say that they never 
have, or have had, a relapse after treatment, and 
that they would be ashamed if any of their cases 
did relapse. Relapses there must be in the treat¬ 
ment of club-foot, unless the surgeon is constantly 
watching over the case day after day, and week 
after week, and, it may be, year after year; and 
how rarely can this effective supervision be 
insured. Relapses there are and must be in the 
practice of every surgeon. 

Supposing a surgeon is in doubt, as well he may be, 
in the case of a child with no history, as to whether 
the deformity is congenital or acquired, he will 
often get very useful information by noticing first, 
that the limb is wasted, and, secondly, that he is 
able to move it in directions in which he is unable 
to move the sound limb. The boy with paralytic 
equino-varus of the left side is still lying on the 
table before us, and you will notice that when I 
keep his pelvis steady, and take up the sound limb, 
flexing the thigh and the knee, and rolling the 
limb outwards, I can get the heel just up to the 
crease in the groin. That is as it should be. But 
on the affected side I can get the limb right up till 
the boy can be made to wipe his eye with his 
great toe. I know of no condition but that of 
infantile paralysis in which such an unnatural free¬ 
dom of movement can be imparted to a deformed 
limb. When club-foot is associated with such a 
condition the surgeon must be very guarded as 
regards prognosis, because he cannot get a first- 
class result when he has poor anatomical material 
to work upon. 
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But to return. The treatment of the simple 
congenita] defect consists, then, in manipulation— 
vigorous, it may be—so that the anterior part of 
the internal lateral ligament and other structures 
may be well stretched. But suppose after several 
months of this procedure, although the gain is 
considerable, it is insufficient, something else must 
be done; and that should be subcutaneous section 
of the tendon of Achilles. It is inadvisable and 
useless for the surgeon to struggle against this 
strong and resisting structure. If he find that he 
is not making sufficient progress, let him divide it 
first and foremost, and he will then obtain a fresh 
start. If you turn to your works on orthopoedic 
surgery you will find it advised that section of the 
tendon of Achilles should always be left to the last 
for division; but I say let this tendon be divided 
first of everything, as it is the most important 
element in holding the foot in the wrong position. 

I need not describe the operation for division of 
the tendon of Achilles. Suffice it to say that the 
tenotome is introduced upon the anterior aspect of 
the tendon, and made to cut towards the skin. If 
the tenotome is introduced between the skin and 
tendon possibly the edge may go with a run and 
divide the posterior tibial artery, which, in these 
cases, is nearer to the tendon than it is normally. 
The tendon of Achilles being divided, the surgeon 
is at once able to effect a considerable improve¬ 
ment on the foot; and sometimes after the tendon 
of Achilles has been divided he finds that he is 
able not only to correct the elevation of the heel, 
but the inversion of the foot also. The explana¬ 
tion of that fact is this :—The tendon of Achilles is 
contracted; it raises the heel; the contraction of 
the tendon of Achilles continues, though I do not 
mean to say that there is a physiological contraction 
going on. After having drawn the heel up to the 
utmost it gets a little gain by rolling the foot 
inwards upon the antero- posterior aspect. 

Possibly 1 have not made myself sufficiently 
clear. Let me show what 1 mean upon this 
specimen. Here is the tendon of Achilles running 
to its insertion, the heel being in the mid-line. 
The contraction still takes place in the tendon of 
Achilles, and the heel, which is fairly movable 
under the astragalus, becomes rolled inwards. This 
is not theory, it is an actual fact; and when in 
these cases the tendon of Achilles is divided, not 
only does the heel come down, but the inversion 
is corrected at the same time. 

How do you know that any individual case of 


equino-varus that you have to treat is not one of 
those cases in which simple division of the tendon 
of Achilles may effect so much improvement? 
Divide the tendon of Achilles first and see. That 
is the only way to find out. I stand by the asser¬ 
tion that the tendon of Achilles should always be 
divided first when we are operating for equino- 
varus. Sometimes this simple tenotomy suffices 
in the way of operation; though too often other 
tendons have to be divided as well. 

Suppose that having gone on with treatment 
for months and the deformity is steadily improving, 
let us go on with it still, and turn from that case 
to another; let us in our charity suggest it is a case 
of relapse, a case which has been under somebody 
else, and the child is four or five years old. 
Evidently manipulations, frictions, and massage 
will not suffice for the effacement of the remain¬ 
ing deformity. The tendon of Achilles is to be 
divided first. Then, perhaps, the tendon of the 
tibialis anticus and that of the tibialis posticus, 
subcutaneously, if you will; and subcutaneously 
the plantar fascia shall be divided, and, subcu¬ 
taneously, everything else shall be divided which 
prevents your getting the foot into the improved 
position. But in my experience this subcutaneous 
surgery has not been altogether satisfactory. In 
any case, for instance, the skin prevents due un¬ 
folding of the foot. Of course if a surgeon assert 
that he never has a relapse, and that he resorts to 
no more severe method of treatment than that of 
subcutaneous division of these structures, then I 
shall say, granting that he is not mistaken, by all 
means let him continue ; but my experience in hos¬ 
pital practice, and especially with the out-patient 
class, is that subcutaneous operations do not effect 
enough. How then is a case of relapsed or neg¬ 
lected club-foot best to be dealt with ? You shall 
perform the subcutaneous divisions of tendon 
and fascia, if you will, and in a slight case this 
operation will suffice. 

I remarked a little while ago that the skin 
formed a considerable element, obstructing the re¬ 
duction of the double deformity; and it was partly 
in recognition of this fact that Phelps of New York 
suggested an extremely radical measure in the 
treatment of talipes. Recognising the fact also 
that the days are fortunately past in which open 
wounds are followed by inflammation, suppuration, 
or some form of blood poisoning, Phelps boldly 
suggested that a free incision should be made into 
the inner border of the sole of the foot, and that 
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every structure which opposed itself to the perfect 
correction of the deformity should be thoroughly 
and effectually divided. This open operation of 
Phelps’s is the operation which I am performing a 
good deal in connection with these cases:—not, of 
course in the treatment of every young child, or of 
any child with a slight deformity, but in the case 
of a child with a neglected or an extreme deformity. 
And I am anxious to advocate it as warmly as I 
can to-day. I have never found any occasion to 
regret having resorted to Phelps’s operation; but 
on the contrary have every reason for speaking of 
it in the highest terms. It is performed as follows : 
The tendon of Achilles is, of course first divided, 
and with a good deal of brute force, the surgeon does 
his best to get the foot into the improved position. 
A vertical incision is then made on the inner side 
of the foot a little in front of the internal malleolus 
over the head of the astragalus. The incision will 
probably expose the internal saphenous vein, and 
this is sometimes divided in the operation, though 
sometimes the surgeon is able to complete the 
operation without dividing it; but if it is cut it is 
no great matter. After that he divides the tibialis 
anticus, and, in the lower part of the incision, the 
tibialis posticus, as it runs round to it? insertion. 

The plantar fascia is then cut and some of the 
abductor of the great toe, and then, deep in the 
sole, the surgeon meets with the long flexor of the 
toes. Then again using some force, he improves 
the position of the foot. Proceeding further he 
cuts the anterior part of the internal lateral liga¬ 
ment, at the same time exerting more energy upon 
the foot, and making a wide separation between 
the head of the astragalus and the scaphoid. Thus 
he is enabled to get the foot into the straight line, 
and, breaking through any remaining fibres that 
resist, he bends the anterior segment of the foot 
right back, opening the calcaneo-cuboid joint, in 
all probability. When he is satisfied that nothing 
remains to impede the easy effacement of the de¬ 
formity, he gently fills the gaping wound with 
mercuric gauze, and encloses the foot in lateral 
splints of house flannel which have been soaked in 
creamy plaster of Paris. In fixing up the foot it 
is by no means necessary to use force or restraint, 
for no resisting elements remain. It is advisable 
in fixing the foot to have the deformity over-cor¬ 
rected, trusting to the growth of granulation tissue 
to fill up the wedge-shaped cavity. Sometimes 
the dressing has to be re-applied next day, but, as 
a rule, the foot remains undisturbed for ten or 


fourteen days. In some cases, indeed, I have 
allowed a longer interval to lapse before disturbing 
the first dressing. 

In my earliest operations I was half afraid lest 
the anterior segment of the foot should slough, but 
I have never had such apprehensions realised. In 
fact, it looks as if it might almost have been by 
design that the large artery of the foot, the external 
plantar, was specially placed along the outer part 
of the sole, so that it might offer no hindrance to 
the surgeon who contemplated a resort to Phelps’s 
open method of operating for talipes equino-varus. 
In the course of eight weeks—more or less—the 
wound is quite healed, epidermis has grown over 
its surface, and the mass of granulation tissue 
which filled the space is being converted into 
strong fibrous tissue for the consolidation of the 
foot. 

I must just briefly allude to other operations, 
and that not merely for the sake of making com¬ 
parison between Phelps’s operation and the other 
operations which pass under the name of tarsec- 
tomy—cutting out a piece of the tarsus. In 
Phelps’s operation nothing is cut away. But in the 
operation of tarsectomy it may be that the cuboid 
is removed, or that a wedge is taken from the out¬ 
side of the foot, the base of the wedge being out¬ 
wards and implicating various bones of the foot. 
Or it may be that the astragalus is taken away, so 
that the structures running from the leg to the foot 
are slackened, and that the os calcis may fall into 
its position between the two malleoli. But which¬ 
ever of these forms of tarsectomy is adopted, there 
is—there must be—a considerable loss of tissue, 
for the improvement in the position of the foot is 
effected by a shortening of the external border of 
the foot. But in Phelps’s operation the improve¬ 
ment is effected by the sacrifice of no tissue what¬ 
ever, but by the insertion of a wedge of space, as 
it were, on the inner side of the foot. Thus, when 
the various resisting structures have been divided, 
a large gap exists between the head of the astra¬ 
galus and the posterior aspect of the scaphoid 
bone. The inner border of the foot is lengthened. 

I show you here a boy, whose case was most 
unpromising for any operation for talipes, the boy 
with infantile paralysis, on whom I was demon¬ 
strating a little while ago. Unfortunately I have 
no cast or figure to show the position in which 
the foot was before his operation. Kindly take my 
word for it that the deformity was extreme, and the 
prospect unpromising. 1 performed Phelps’s opera- 
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tion upon the foot, dividing everything, and now we 
have the foot in a very fair position, I think we 
may say a very excellent position, with no inclina¬ 
tion whatever to relapse. Now, I am sure of this, 
that no subcutaneous operation could have effected 
such an improvement as this open operation has 
effected, and no tarsectomy could have brought 
about so great and real an improvement, because 
in that operation the foot is necessarily robbed of 
most important elements; the result in this case, 
so far as it goes, is extremely satisfactory. On 
being made to walk the patient gets his foot very 
flat, as you see. A most important point in this 
operation, and one on which Phelps insists very 
strongly and rightly, is that the malposition must 
be over-corrected . Relapse is not very likely to 
take place; but if you get (if I may use the 
expression) well to windward of the defect, it 
matters less if contraction does take place. Jt is 
a little heterodox to say that after an operation on 
club-foot the foot should be put in the over¬ 
corrected position. In the text-books you will 
probably find the advice still given to put up the 
foot in the old position for a certain length of time, 
so that the plastic effusion which takes place 
between the cut ends of the tendon may be gradually 
stretched. But the answer to that is that the ends 
of the tendons should be as wide apart as possible, 
that the little inflammation which is set up by the 
operation will be followed by the formation of a 
certain amount of granulation tissue, that this 
granulation tissue will be converted into fibrous 
tissue, and by this means a sufficiently long splice 
may be put into the tendon; and not only a longer 
splice than you would get if you put up the foot 
in the old position again, but a stronger splice. If 
you were putting the foot up in the old position 
and then gradually stretching the union between 
the cut ends of the tendons, with each stretching 
you would be sure to get an attenuation of the 
uniting mediums and a weakening of the tendon. 
You would get a less strong band of union between 
the cut ends than if you boldly and at once put 
the foot up in the over-corrected position. 

Here is a baby on whom Phelps’s operation was 
performed for double congenital equino-varus. 
Now it is said, and I think very fairly, that in a 
young child so severe an operation as that of 
Phelps’s should not be resorted to. I think it is 
fair criticism; but I will say that if Phelps’s opera¬ 
tion is going to give a favourable result in a biggish 
child why should it not be resorted to in the case 


of a little child ? In every case of a little child I 
would not resort to Phelps’s operation; but here is 
a very little child not a year old with double 
equino-varus on whom I did perform Phelps's 
operation on each foot, and see how strong the 
feet are, and in what a very satisfactory position 
they remain. This child I have seen nothing of 
since it left the hospital after the operation months 
ago; that is to say, there has been no after-treat¬ 
ment needed. There is nothing like a flail-like 
condition in the feet. They are quite solid. If 
we had done a simple subcutaneous tenotomy on 
this case, and sent the child away, the mother or 
friends would not have been able to look satis¬ 
factorily after the child, and, in all probability, 
relapse would have taken place. My experience 
has been mostly with hospital patients. There are 
other surgeons who deal chiefly with private pa¬ 
tients, and, of course, they can have them longer 
under supervision and show excellent results with 
subcutaneous tenotomy. But by the hospital sur¬ 
geon the open operation has but to be practised to 
be appreciated. 

What about a Scarpa’s shoe ? It is quite out of 
date. If it is used, unless the child is seen almost 
every day, it will almost certainly give rise to an 
excoriation or a sore place. Plaster of Paris is far 
better. But in the early cases the less of all, if any, 
retentive apparatus, the freer the leg and foot, and 
the better for the subsequent development. 

Here is a boy sixteen months old, and these are 
casts of his feet before operation. The case is not 
absolutely satisfactory; for on the right side there 
is still a little inversion, notwithstanding all the 
structures named having been divided. The in¬ 
version which persists is, I think, sure proof that 
after Phelps's operation a limp, splay foot is not the 
result. On the right side the foot is in a very 
excellent position, but on the left side there is just 
this little inversion which I believe will be easily 
corrected by simple manipulation. I do not think 
that any further operation will be needed. I have 
not seen this child for months. 

It is a point in favour of Phelps’s operation that 
when you have divided all resisting structures, 
there can be no more contraction of them. You 
have done the work, and the child will hardly re¬ 
quire looking after. As we are going to operate 
this day week on this boy (case previously referred 
to), I shall be able to show exactly the method of 
treatment; but I may say, in passing, that after the 
large wound has been made, the cavity is generally 
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stuffed with a little mercuric gauze, and that the 
foot is then fixed in the position of over-correction. 
I here show you another boy, operated on two 
years ago, when he was a year old. This was a 
case of extreme equino-varus. There is no attempt 
at inversion here, and the boy who has had plaster 
of Paris on, if he could stand would get his foot 
well to the ground. The foot has nothing like a 
flail between the anterior and the posterior segment 
of the foot. 

Here is another boy, operated on a month ago 
last Wednesday. His foot is fixed up in a position 
which I should say is one where the fault is not, 
perhaps, enough over-corrected. The wound is 
still open, but granulating well. The child has 
had no rise in temperature whatever. The two 
feet were done at the same time; I did one, and 
the house surgeon did the other. Although this 
has been done only a month, the posterior segment 
of the foot moves with the anterior, and there is 
an excellent prospect of the boy having a flat, 
strong and useful foot. 


CLINICAL NOTES 

(.Specially reportedfor The Clinical Journal . Revised in 
each case by the Author.) 

-*- 

WITH DR. FREDERICK ROBERTS IN 
THE WARDS OF UNIVERSITY COLLEGE 
HOSPITAL, MAY 16th, 1893. 


A Case of Gastric Dilatation. 

This case is of interest for two main reasons; 
firstly, as regards the diagnosis, secondly, as regards 
the success obtained by treatment. The patient 
came under our notice about two months ago as a 
supposed case of “ chronic indigestion.” Let me 
call your attention to the grave mistakes which 
may be made if, relying upon a patient’s statement, 
or upon a casual and superficial consideration of 
symptoms, a vague diagnosis of indigestion is 
formed. This man gave an account of his case 
which in some respects would have suited several 
gastric conditions, but suspicion as to the nature 
of the actual condition causing the symptoms was 
aroused by certain special phenomena. He 
complained of loss of appetite, or rather a dread 
of taking food, much gastric pain, flatulent dis¬ 


tension, acidity, nausea and vomiting. The 
vomiting occurred at intervals , without any regu¬ 
larity; thus he might vomit every twenty-four hours, 
or go three or four days without vomiting. It was 
always very abundant; and the vomited matters 
contained much undigested food and mucus , being 
also very frothy , sour-smelling and acid. Sarcince 
and torulce were found on microscopic examination. 
You should always, in this class of cases, not 
only ascertain when the vomiting occurs, but you 
should be sure to make a general examination of 
the vomit yourself, as to its nature, appearance, and 
smell. Patients and their friends are not to be 
relied upon to give an accurate description. In 
this case the vomiting occurring at irregular 
intervals in large quantities, and the characters 
of the vomited matter, suggested that probably 
we had a case of dilated stomach to deal with. 
We could learn nothing from the appearance of 
the tongue. This is by no means uncommon; it 
frequently happens in gastric disease that the 
tongue gives no definite information, and it is well 
to remember this. 

Having from the symptoms concluded that there 
was marked interference with the proper exercise 
of the gastric functions, and having our suspicions 
aroused by certain of the symptoms, we made a 
physical examination of the abdomen, which con¬ 
firmed the idea that we had here a case of dilated 
stomach to deal with. 

When the patient first came under observation, 
inspection at once revealed the enlargement of 
the abdomen due to the dilated stomach, the 
outline of which was distinctly visible. On 
palpation the enlarged organ could be felt; it was 
very tender to the touch; and peristaltic action 
could be induced by pressure. On percussion, 
the tumour could be mapped out; and the 
gurgling which occurs in dilated stomachs was 
readily heard. Finally, on passing a tube for 
diagnostic purposes, the tip of it could be felt 
through the abdominal wall, at a point much 
lower than if the stomach had been of ordinary 
dimensions. 

We were able thus to make a positive diagnosis 
of dilated stomach, owing to the presence of the 
characteristic symptoms and physical signs of this 
condition. So far we have arrived at a definite 
explanation of the cause of the troubles in a case 
included under the popular and often misleading 
term “ indigestion.” Why the stomach has become 
dilated is not so evident. No solid tumour or other 
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cause of obstructed pylorus can be made out, and 
certainly there is no indication of malignant disease. 
The symptoms appear to have been present, more 
or less, for many years. 

The main point in the treatment has been the 
regular washing out of the stomach. The results 
have certainly been excellent. The size of the 
stomach is considerably reduced, and it is no 
longer tender; the patient’s appetite is much better, 
he is no longer troubled by vomiting, or even with 
any marked symptoms of indigestion, while his 
general condition has greatly improved. 

When I first saw the patient he informed me 
that he had been dieted in every possible way, 
which made no difference ; and had been deluged 
with medicines of all kinds without any beneficial 
result. I spoke about washing out the stomach, 
and then I found that he had done this in a casual 
sort of way, but not systematically. I advised him 
to come into the hospital, to have the treatment 
carried out properly. He could not do so at that 
time, but it was arranged that he should be ad¬ 
mitted after a month’s interval. Meanwhile he 
washed his stomach out himself regularly, and when 
he came to the hospital he was so much improved 
that it was unnecessary to keep him in long, 
showing what can be done by patients themselves. 
While here this treatment was carried out every 
other day: four pints of water, in which a little 
Bicarbonate of Sodium was dissolved, being used. 
The patient still practises it himself at intervals. 

As to the future of cases of this kind, it is im¬ 
portant to note that secondary ulceration and per¬ 
foration of the stomach walls may occur. In one 
instance, in addition to the ulcer which had given 
way, several others were found at the autopsy. 
Rupture of a dilated stomach without previous 
ulceration is very rare. 


Malignant Disease of the Liver. 

This man is of interest as a case of serious liver 
disease, in which there is an absence of such 
objective symptoms as jaundice or ascites, which 
would lead us to suspect disease of the liver. It 
is by no means uncommon to find hepatic disease 
without such symptoms, a fact which shows how im¬ 
portant it is to make careful physical examination 
of this, as well as other organs in the body in all 
cases. Recently a case has come under my 
notice in which a man, who was a teetotaller, was 
insured as a first-class life. He died a few months 


afterwards, and the cause of death was certified to 
be chronic interstitial hepatitis; ascites had only 
developed very shortly before death. 

In this case we have a considerable enlargement 
of the liver, which reaches nearly to the umbilicus; 
it is irregular in outline and very hard ; it is pain¬ 
ful and tender to the touch. From the feel we 
conclude that the enlargement is solid in nature, 
and the question has arisen as to whether it was 
due to syphilis or a malignant growth. The case 
was sent into the hospital as one of suspected 
syphilitic disease; but it has not improved under 
anti-syphilitic treatment, and I think there can be 
no doubt that it is due to a malignant growth. 

There are certain points to be noted in relation 
to this case. You observe that before I stated the 
liver was enlarged I percussed out the upper limit 
of the organ, and found it to be normal in position. 
You must guard against jumping to the conclusion 
that a liver is enlarged merely because you can 
feel it below the costal margin, as it may be dis¬ 
placed downwards, but not enlarged, or both dis- 
placed and enlarged. The next point is to be 
sure that the irregular tumour is not caused by 
faecal accumulation. The presence of a growth 
in the peritoneum, if close to the liver, might also 
be mistaken for enlargement of this organ. 

Lastly, as to the meaning of the pain and ten¬ 
derness, symptoms which have only lately appeared. 
They indicate localised peritonitis, occurring at 
such places as are irritated by the new growth. In 
some cases you can, as a result of the peritonitis* 
hear a distinct friction sound. 


(Edema of the Abdominal Walls in a 
Case of Bright’s Disease. 

A week ago this man, who is suffering from 
chronic Bright’s disease, had what appeared at 
first sight to be very great enlargement of the 
abdomen, which was due to oedema of the ab¬ 
dominal walls. There was very little ascites, if 
any. Let me impress upon you the importance of 
remembering conditions of the abdominal walls as 
possible causes of apparent enlargement of this 
region. We have had during the past year well- 
marked examples of oedema in this part, with little 
or no ascites. It is easily recognised by the 
pitting on pressure, especially if, as in this case, it 
is associated with extensive dropsy involving the 
legs and scrotum. This symptom has now greatly 
subsided, and without any very active treatment* 
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The patient has been kept in bed, chiefly on milk 
diet, and the bowels have been occasionally acted 
upon by Acid Tartrate of Potassium, but nothing 
further has been done for the removal of the drop¬ 
sical condition, and I do not think anything will be 
required. I bring the case before you to-day 
chiefly as an example of the combination of an in¬ 
ternal abdominal disease, namely, the renal disease, 
with an external morbid condition which it has 
itself produced, that is, the oedema of the walls. 


ON BACKACHE; ITS CAUSES 
AND TREATMENT.* 

By W. JOSEPH TYSON, M.D..M.B.O.P. Load, 
Senior Medical Officer, Victoria Hospital, Folkestone. 


The papers that are generally read at our meet¬ 
ings, are of a “ case ” or “ group of cases ” cha¬ 
racter, and for the most part exhibit some uncommon 
symptom or sign, or illustrate some novel or buried 
form of treatment. 

The literary work done by our members will be 
of a clinical kind, on account of the essentially 
practical part we play in our profession; yet there 
is no reason why our clinical work (when wishing 
to communicate it to our fellows) should not take 
some other forms than those commonly adopted; 
for instance, a most interesting series of papers 
might be given by taking prominent symptoms, 
and then stating and examining closely all causes 
of these symptoms from the most common to the 
most rare. 

This method will probably appear to some of 
you to smack of an examination mode of the treat¬ 
ment of our subject. Well, so it may; yet, never¬ 
theless, to be well up in the causes of all leading 
symptoms, I believe, will be a great help to us 
when that prominent symptom comes before us. 
I have never forgotten the clear way in which 
Dr. Wilks used to state the four causes of haema- 
temesis, two common, gastric ulcer and cirrhosis of 
the liver; two uncommon, cancer of the stomach 
and vicarious menstruation. 

Before entering on the subject of the present 
paper, I wish to make a slight digression in order 
to say a few words on the common error of calling 
prominent symptoms diseases; and this is not a 
matter of sentiment or academical distinction, but, 
on the other hand, carries with it a most important 
practical point We will take the two words 


* A Paper read at Staplehurst on March i6th, 1893, 
before the Members of the East Kent District of the South 
Eastern Branch of the British Medical Association. 


peritonitis and meningitis, as these are leading 
symptoms constantly spoken of as diseases. 

How common it is to hear that so-and-so died of 
peritonitis or meningitis, and this not from the lay 
public alone but from the medical. Now simple 
peritonitis or simple meningitis, or in other words 
having an exposure of cold as an inflammatory 
origin, is, I believe, most rare. 

Taking first peritonitis, as there are only two at 
all common causes for it in children, viz., appen¬ 
dicitis and intussusception, and as a surgical 
operation may be the means of saving life in both, 
it is folly, if not worse, to be thinking of “ simple” 
peritonitis. Then, later on in life, we meet with 
peritonitis from strangulated hernia, bands, volvulus, 
and typhoid fever, and bursting of an abscess or 
giving way of an ulcer in one of the central organs ; 
and in chronic cases we must think of tuberculosis 
and cancer. The peritonitis due to the involve¬ 
ment of the female genital organs must always be 
thought of. 

In referring briefly to meningitis, if any one 
looks up the subject in a text-book on medicine, 
he will find a long account given of the differences 
between simple meningitis and tubercular menin¬ 
gitis, which is, to my mind, more or less of a 
jumble. 

I have never seen a case of meningitis in chil¬ 
dren apart from tuberculosis, extension from ear 
disease, or from injury; and in almost every 
instance it has been due to the first-mentioned 
cause. I have been looking out all my life for a 
case of simple meningitis, and so far have not 
come across one. I am not now speaking of chronic 
meningitis due to syphilis or growth. 

I intend to lead off by taking up the symptom of 
backache, its causes and treatment. Perhaps some 
of you may be thinking that it is easy just to look 
into a book of medicine and there find the required 
knowledge. Now this is not so, for the causes are 
scattered right through; then, again, a medical 
book may give medical causes, and a surgical book 
only surgical causes, and again, causes may be 
copied over and over again from one text-book 
into another. And now to my subject. I suppose 
that the most common cause of backache is of 
muscular origin, either from overstrain or exposure 
to cold; at any rate in the majority of cases one 
cannot get further in the diagnosis than the above 
two popular causes. The treatment ordinarily 
adopted is the application of a Belladonna plaster, 
and the case generally gets well; but whether 
recovery is due to vis medicalrix naturae, or to the 
specific action of the drug, or to the support 
afforded by the plaster it is impossible to say. 
Common lumbago would come under the “ mus¬ 
cular” causes, yet in many cases lumbago is a 
disease sui generis; Sir George Johnson’s term of 
muscular dyspepsia, or dyspeptic myalgia, as ex¬ 
pressing a condition of the lumbar muscles which 
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are irritated and kept sore by the products of 
imperfect primary digestion or secondary assimila¬ 
tive processes, would seem to be a fair explanation 
of many cases of lumbago, because of the success 
obtained when these are treated by a careful anti- 
dyspeptic dietary and medicines. 

A few winters ago I suffered from a long and 
tedious attack of ordinary lumbago; when standing 
or walking I was comfortable, but found it nearly 
impossible to bend forward or to stoop down from 
the great discomfort experienced; several remedies 
I tried without effect, until Dr. Bowles one day 
walked into my consulting room, and seeing me in 
considerable back difficulty, recommended me to 
take some blue pill, which forthwith I did, with 
the result of a speedy cure, and I believe that this 
was a propter hoc recovery, and not a post hoc one 
only; certainly my own case at least circum¬ 
stantially supports the view that lumbago is due to 
some secondary assimilative processes connected 
with liver derangements. 

The popular notion that backache is necessarily 
allied to kidney disease has to be combated—the 
association in locality is sufficient to give support 
to this prevailing lay opinion: it is something like 
the common notion that palpitation must be the 
result of heart disease. Kidney disease—by this I 
mean ordinary chronic diseases, including large 
white kidney or chronic desquamative nephritis, 
and the small red kidney disease or chronic granu¬ 
lar disease, and the acute desquamative nephritis 
following cold or scarlet fever—generally gives rise 
to no back trouble. Of course stone in the kidney, 
malignant or scrofulous disease of the organ, or 
disease or obstruction in the pelvis of the kidney 
or ureter, pain is more often present than abs' tit. 

I have myself gone through a most acute attack 
of scarlatinal desquamative nephritis, lasting for 
weeks, without knowing that I had a back; but on 
the other hand, a sandy condition of the urine from 
the presence of uric acid will often give rise to 
nephralgia; this state can be usually cured by a 
course of salines, such as Bicarbonate or Citrate of 
Potash, or Vichy water. 

The diseases of the uterus rank high as causes 
of backache; congestion, ulceration, tumours, simple 
or malignant, displacements, subinvolution of the 
uterus, all give rise to the above symptom, so 
does leucorrhoea; as a rule, in these cases the pain 
is generally lower down in the back than in 
lumbago. I am not aware that any of the diseases 
of the rectum cause the symptom we are discussing: 
constipation is not a disease. Among the more 
uncommon causes are gastric ulcer and abdominal 
aneurism; the symptoms accompanying each of 
these diseases would be sufficient for diagnosis. 

As the uterine backache is peculiar to women, 
so there is backache peculiar to men, viz., that 
produced by varicocele. The first case of this 
kind came under my care on March 28th, 1878. 


A.N., aged 34, a bricklayer, suffering with lumbar 
pains, which were so severe at times that he was 
unable to work; the pains had existed since he was 
17 years old, had recurred at intervals of six months 
or less, the pains lasting for six, ten, or fourteen 
days. He was ordered a Belladonna plaster; on 
his next visit he informed me that the pain extended 
into the groin, and on examination a varicocele was 
found. He was ordered a support, when ail pain 
disappeared. Some time after two more cases came 
under my notice with similar pains, and were im¬ 
mediately relieved by the common remedy. 

Mr. Square of Plymouth, writing to our Journal, 
February 12th, 1881, states that weak-looking 
girls often complain of pain in the back, the pain 
being nearly always worse in the early morning. 
The origin of this trouble is in the bed, and not in 
the back; the bed having sunk down towards 
morning, the back muscles get put on the stretch, 
and so aching ensues; the cure consists in taking 
a small pillow about one third of the size of 
the ordinary sleeping one, and placing it in the 
hollow of the back, thus giving rest to the muscles. 

The wearing of high-heeled boots has been 
assigned as a fairly common cause by Dr. Hill 
Drury. 

One must not forget, in passing, the prominent 
symptoms of backache which occurs early in 
small-pox. 

Before speaking of the organic diseases of the 
spinal column and spinal cords and its membranes, 
we must mention the pain that occurs in lateral 
curvature of the spine; when this symptom persists 
for any length of time in a young girl, the spine 
should be always examined. The want of proper 
gymnastic exercises, severe myopia, bad sitting and 
prolonged standing, sufficiently account for the 
commonness of this curvature. The treatment by 
Roth’s twelve muscular exercises is most successful. 
The difficulty of distinguishing organic spinal disease 
in the early stages from lumbago is often very 
considerable. 

A case illustrating this came under my care in 
February, 1878; the first twenty-one days of his 
illness the disease was thought to be only func¬ 
tional, he was treated with salines and Emp. Bel- 
ladonnae, when almost suddenly he began to lose 
sensation and motion below the 6th or 7th dorsal 
vertebrae, and incontinence of urine came on; the 
poor man lingered on for a twelvemonth, gradually 
losing more and more of sensation and motion 
until they were almost entirely lost; he eventually 
died of bedsores and exhaustion. 

The diagnosis was myelitis from a blow, slight 
in character, which he had received some weeks 
before the backache came on. 

A case under my care in September, 1888, is 
worth recording in connection with our subject. 
D.H., a lady, 24 years of age, 4 years before, im¬ 
mediately after taking a cold bath began to suff e * 


Digitized by v^.ooQle 




64 The Clinical Journal.] 


REVIEW. 


[May 24,1898. 


from numbness and loss of power, which within an 
hour culminated in paraplegia up to the umbilicus, 
including sensation, motion and the sphincters, also 
gave rise to some loss of power and tingling in the 
arms. For a few days there was great peril, but 
she gradually came round; arms recovered, but 
from then until now total loss of power and sensa¬ 
tion below umbilicus has remained. The great 
wasting which followed has been restored by mas¬ 
sage and galvanism. Except with the above 
paralysis she is in excellent health. 

Angular curvature , and affections of the mem- 
branes , spinal hemorrhage (as in the above case 
probably), tumours , have all to be thought of when 
pain is persistent in the back. 

The gaps and general inefficiency of my paper 
afford you a capital opportunity for discussion and 
criticism, which I trust you will not be slow to 
take. 


FORMULAS. 


Fop Indigestion, with Sluggish Action of 

the Liver and Bowels: 


R Ferri Sulphat. 

gr.xxv 

Magnes. Sulphat. 

l) 

Sodii Phosphat. 

3 j 

Acid. Phosphor. Dil. ... 

3 j 

Acid. Sulphur. Aromat. 

3 j 

Infus. Quassias 

ad §iv 

M. Ft. mist. Sig. One tablespoonful to be 

taken in a glass of cold water before 

breakfast. 


Injection for Urethritis: 


R Hydrastin. Sulph. 

gr.xij 

Zinci Sulph. 

gr.xv 

Plumbi Acetat. 

gr.xxx 

Ext. Ergotae Fluid. 

3 iv 

Tr. Opii. . 

3 iij 

Aquae. 

3 vj 


Sig. Use as an injection. Shake well 
before using. 

(Canada Lancet .) 


For Might-Sweats of Phthisis: 

R Atropin. Sulphat. ... gr. T ^ 

Zinci Sulphat. 

Acidi Gallici .aa gr.ij 

Creasoti . fl\jv 

M. Ft. pil No. v. Sig. One pill to be taken 
three times a day. 

(Times and Reg.) 
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Hygiene and Public Health, By B. Arthur 
Whitelegge, M.D., B.Sc. London, 
D.P.H. Cambridge. (Cassell & Co., 
London.) 

Published at ys, 6d. 

This book forms one of the series of “ Clinical 
Manuals,” published by Cassell & Co. It is like 
its fellows, handy as regards size and well-printed, 
in a clear type. It consists of 531 pages, of which 
14 pages are taken up by a carefully prepared 
index. 

The book is evidently the work of one who, in 
addition to sound scientific knowledge, has enjoyed 
opportunities of putting it to a practical test. 
The result is a book teeming with practical in¬ 
formation on the every-day matters connected with 
hygiene and public health, which come daily under 
our observation and on which we are supposed to 
be well informed. 

The book is divided into 16 chapters. In 
addition there are copies of the statistical tables 
required by the Local Government Board, and 
also those drawn up by the Society of the Medical 
Officers of Health. The 16 chapters are as 
follows:—I. Air ; II. Meteorology; III. Water; 
IV. Food ; V. Soil; VI. Buildings ; VII. Removal 
of Refuse; VIII. Disposal of the Dead; IX. 
Animal Parasites ; X. Infection; XI. Disinfection; 
XII. Specific Diseases; XIII. Prevention of 
Infectious Diseases; XIV. Medical Officers of 
Health; XV. Sanitary Law; XVI. Bye-laws and 
Regulations. Under each of these headings are 
arranged in convenient order the main facts con¬ 
cerning them with which we have to deal. The 
last two chapters contain a summary of the principal 
Acts of Parliament bearing upon public health 
questions, and more especially of those Acts which 
define the powers and duties of sanitary authorities 
and Medical Officers of Health. 

We have read the book with much pleasure, as 
not only are the facts well arranged and lucidly 
stated, but throughout the book occur practical 
points which show that the author has a practical 
experience of his subject. Students will find the 
book fulfil all the requirements of any examining 
board, whilst practitioners will find it a mine of 
useful information on the important subjects of 
hygiene and public health. 
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A CLINICAL LECTURE 

ON 

A CASE OF SYRINGOMYELIA. 

Delivered at the National Hospital for the Paralysed and 
Epileptic, Queen’s Square, London, May ioth, 1893, 

By W. R. GOWERS, M.D., P.R.O.P., F.R.S., 
Physician to the Hospital, Consulting Physician 
to University College Hospital. 


Gentlemen, —As the changed conditions of my 
work here prevent me from continuing the out¬ 
patient clinics which I have carried on for many 
years, I propose to try to find some substitute for 
them in showing you a case each Wednesday 
afternoon, and endeavouring to extract from its 
facts such information and instruction as it will 
yield us. 

I begin to-day with an example of an un¬ 
common disease. Let me, at the outset, warn you 
against the frequent error of thinking that a rare 
disease can only yield you knowledge which will 
be rarely needed.' It is not so. Diseases which 
are uncommon cannot be studied without con¬ 
sidering common facts and without giving increased 
ability to recognise diseases which are often met 
with. 

The patient before you came into the Hospital 
a few weeks ago, presenting, as he presents now, 
two chief sets of symptoms: he has extensive 
loss of sensation over the hands, arms, and parts of 
the trunk and legs; he has also muscular weak¬ 
ness, and muscular wasting in the right hand and 
forearm, and a little weakness in the left. 

The diseases in which loss of sensation is the chief 
symptom are not numerous. You meet with it 
as an isolated symptom in functional anaesthesia, in 
hysterical hemianaesthesia, for instance; you find 
it also in some cases of organic diseases of the 
brain which cause hemianaesthesia, and you meet 
with it in organic disease of the nerve trunks. 
But in all these forms, each kind of sensation is 
involved; the tactile sensibility is usually im¬ 
plicated even in greater degree than sensibility to 
pain. But in this patient—as in most other cases 
of the kind—the loss of sensation presents the 
remarkable feature that it involves sensibility to 
Vol. II., No. 5. 


pain, and involves sensibility to temperature—to 
heat and to cold—but does not involve sensibility 
to touch. Such a combination, with the exclusion 
of tactile sensibility from impairment, is met with 
only in one other morbid process—degenerative 
changes in the peripheral nerves; such, for 
instance, as are met with in many cases of tabes, 
and in a few cases of alcoholic and other 
forms of neuritis. In these, also, you may have 
sensibility to pain lost, sensibility to touch per¬ 
sisting, but their characteristic is that they involve 
the extremities of the limbs, either alone or in 
preponderant degree, and do not extend far up the 
limbs toward the trunk. But, in this case, and in 
other cases of the kind, the loss of sensation ex¬ 
tends over the whole upper limbs, and involves a 
considerable portion of the trunk. Not only does 
it exist on the hands and fingers, but upon the 
chest as far as the fourth cartilage; it involves the 
neck and even the back of the head as far as 
the cervical nerves are distributed; it involves, in 
front, the lowest part of the abdomen on the right 
side. It also extends (an unusual feature) over 
the front of the thigh as far as the knee; and 
behind—a point to which I ask your special 
attention—it is found over the whole sciatic area. 
Thus you see, by its distribution, it is entirely 
distinct from the only other morbid state in which 
this special loss is met with. 

Let me show the facts I have described. I prick 
the patient on the palms and fingers and arms with 
a point, and you hear that he feels it only as a 
touch. So also on the chest, but you perceive 
that on the left side this condition does not extend 
quite so far down as on the right side. We 
examine the thermic sensibility by test tubes 
containing hot and cold water.* On the arms we 
find that he is unable to recognise either heat or 
cold, merely feeling the contact of the tube; he 
has some recognition of heat on the upper part 
of the chest and the back, but not of cold. If we 
were to examine the leg we should find that the 
condition is essentially the same. Note the in¬ 
structive fact that the sensitiveness to cold may be 
lost when that to heat is not; it confirms the 
opinion that these two forms of thermic sensibility 


are subserved by different nerves. 

The second symptom which he presents is 
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muscular atrophy in the right hand. Observe the 
peculiar posture of that hand; those of you who 
are familiar with the effects of muscular paralysis 
will recognise the position as that characteristic of 
paralysis of the interossei. The last two joints of 
the fingers are considerably flexed by the unop¬ 
posed action of the muscles which bend those joints, 
the long flexors; when he attempts to straighten 
the hand—to extend it—you see the effect in still 
more marked degree, he cannot extend the middle or 
last joints of the fingers; he is able to extend the 
metacarpo-phalangeal joints by means of the long 
extensor, but the power of flexing these joints, and 
of extending the others, due to the interossei and 
lumbricales is lost. This shows some weakness also 
in the long extensor. He is not able to extend the 
wrist together with the fingers. When he closes his 
fist, however, the wrist can be well extended, be¬ 
cause then the special wrist extensors are active, 
while they are inactive in extension of the wrist 
and fingers together. You see, moreover, the 
distinct wasting of the thenar and hypothenar 
muscles, and the hollow interosseal spaces, in 
striking contrast with those of the other hand. 

We will now see what the electrical irritability of 
the muscles is ; this will tell us the state of nutri¬ 
tion of their nerves as well as that of the muscular 
tissue. You see that a moderate faradic current 
causes contraction in all the muscles of the left 
hand and forearm, but in those of the right hand 
no contraction can be obtained with even a strong 
current There is loss of the excitability that 
depends on the nerves within the muscles; their 
state corresponds with that which exists higher up 
their course, and if we test the nerve trunks that 
supply these muscles we find their fibres equally 
insensitive. They have undergone degeneration. 
If we apply voltaism to them they are equally 
irresponsive. If we apply it, however, to the 
muscles themselves we obtain a contraction, be¬ 
cause to it the muscular fibres can react; they do 
so, for instance, in the interossei, but only to a very 
strong current, and in the thenar and hypothenar 
muscles we get no response. There is thus a 
diminution of nerve and muscle irritability corre¬ 
sponding to the wasting, with persistence of a very 
slight excitability in some of the muscular tissue. 
It is a condition that results from, and is evidence 
of, a slow degeneration of the motor nerves, such 
as results from slow gradual damage to their nerve 
cells in the spinal cord. 

This disease affords us a striking illustration of 


the great increase of diagnostic power that has 
come from the union of pathological and clinical 
observation. From its clinical characters it would 
not be possible to infer the exact nature of the 
lesion; and what may seem more strange, however 
familiar we might be with the pathological change, 
if we knew it alone, we should be unable to infer 
from it that such symptoms would be produced as 
are present in this patient, and which attend the 
morbid process in the majority of cases. But 
let us see how far a study of the symptoms can 
lead us. Such an extensive differentiation in the 
loss of the different forms of sensibility can have 
only one meaning. We have seen that it does not 
occur in degeneration of the terminations of the 
nerves in that distribution which we perceive in 
the case before us. It does not occur in disease 
of the nerve trunks, which causes a general loss, 
corresponding to their distribution. But in the 
spinal cord we know that the paths for pain and 
touch are separate, because we know that various 
lesions of the cord—traumatic lesions, for instance 
—not uncommonly involve sensibility to pain, and 
leave sensibility to touch unaffected; and we know 
also that the path of temperature must be near 
that of pain, because the two forms of sensibility 
are so frequently involved together. Therefore we 
can infer that there is probably a lesion of the 
spinal cord so situated as to implicate the paths of 
pain and of the thermic sense, and not that of 
touch. Beyond this we could not go except to 
infer, from the gradual progress of the symptoms— 
to which I shall refer later on—that it must be a 
lesion of chronic course. But the combination of 
clinical and pathological observations I have 
mentioned, has shown the remarkable fact that in 
most cases in which this combination of symptoms is 
met with, in any distinct and characteristic degree, 
the obtrusive pathological feature of the morbid 
state of the spinal cord is the presence of a cavity 
or cavities within it. The disease is that which is 
currently known as “ syringomyelia ” ; it is some¬ 
times called hydromyelia, but there seems a tendency 
to use the term syringomyelia to the exclusion of 
the other. These tendencies of nomenclature, I 
may remark in passing, are so strong that it is 
generally useless to attempt to oppose them; we 
have to accept that name which is generally adopted, 
although the term “ syringomyelia,” since it comes 
from a word meaning “ trumpet,” is not a very apt 
one. 

Cavities in the cord, most of which give rise 
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to symptoms more or less similar to those before 
you, are very various. The most common and the 
most typical is the dilatation of the central canal. 
It may be slight, and then may cause no symptoms; 
it may be great, so great as to be equal to the 
normal area of the cord, and by the pressure it 
exerts it may reduce the tissue of the cord to a 
narrow layer surrounding it. Lower down, there 
may be a normal central canal, or a central 
canal which is closed by a mass of nuclei, a con¬ 
dition which is often met apart from any disease. 
In other cases, with a normal or a closed canal, 
behind the posterior commissure there is a cavity 
—a slit-like cavity—between the two posterior 
columns, extending almost to the posterior surface 
of the cord. You will see examples of both forms 
under the microscopes. Further, we may have 
slit-like cavities, more or less distended and 
widened, in each postero-lateral column, or some¬ 
times in one only. Similar cavities may be found 
within the substance of the posterior horn, extending 
from the front to the back of the horn. Among 
the sections for your examination are examples of 
both these changes, fissures in the posterior 
columns, in both posterior cornua, and in one 
only. Sometimes we find small slit-like cavities in 
the posterior part of the lateral columns, and of 
these also you will find an instance. We may even 
have a cavity, on one or both sides, at the inner 
part of the middle portion of the grey matter, 
near the base of the anterior comu; and by its 
enlargement, such a cavity may come to occupy 
a large part of the place which should be occupied 
by the anterior horn and its nerve cells. 

But another most important fact is illustrated by 
these sections and is generally to be observed. 
The cavities are not the only pathological feature. 
If you examine them closely, you will see that they 
are bounded by a layer of tissue different from that 
of the rest of the cord, a tissue resembling that 
which lies on each side of the central canal, and 
which occupies the furrow at the side of the 
posterior nerve roots, and which lies also in a thin 
layer between the pia mater and the cord, and is 
continuous with the neuroglia which penetrates and 
ramifies among the nerve fibres of the white columns. 
It is a relic of the embryonal tissue of the cord. 
It is similar to that of which the embryonic cord is 
composed, and which, in the process of develop¬ 
ment, slowly changes to nerve elements—nerve 
cells and nerve fibres. The presence of this 
embryonic tissue is evidence of the important fact 


that most of the cavities, certainly all those around 
which it can be recognised, and probably some 
others, are due to an arrest of development. They 
are due to the persistence of the early cavities, or 
to the breaking down of persistent embryonal tissue, 
or to both processes. This conclusion is confirmed 
by some other histological features which are found 
in the cases in which there is a distinct layer of 
this neuroglial tissue, and which may be sometimes 
found when this layer cannot be clearly seen, 
especially a peculiar sinuous membrane lining the 
cavity, or peculiar fringe-like processes extending 
outwards from such a membrane. 

The origin of most cavities in arrested develop¬ 
ment is thus evident from their features. In the 
posterior commissure the epithelial lining may show 
that a cavity is the dilated canal. The embryonal 
groove is, you will remember, at first closed at the 
posterior surface only; some cavities seem to re¬ 
present an arrest of development at that stage, 
because the cavity due to the enlarged central canal 
extends backwards up to the surface of the cord. 
In other cases, as in one under the microscope 
that I have already mentioned, the closure of the 
original cavity behind the central canal, to form 
the posterior commissure, has taken place, and 
then an arrest has occurred, so that the cavity is 
between the two posterior median columns. When 
a slit-like cavity is in the posterior part of the 
lateral columns, and sometimes in the posterior 
homs, or in the lateral columns, the adjacent 
neuroglial tissue, which should not exist there, 
shows that the embryonal structure has failed to 
develop, as it should have done, into nerve 
elements, and, probably, most of these cavities are 
due to its disintegration. But a cavity in the pos¬ 
terior horn, or intermediate grey matter, may end at 
the middle line, by a rounded space in the position 
of the canal, and here an epithelial lining may prove 
that the cavity is continuous with the enlarged 
canal. I show you such a specimen. You may 
remember that, at first, before the posterior com¬ 
missure is formed, there is a short extension of the 
canal on each side. It would seem that such 
cavities have arisen by the extension of one of 
these processes, after the union behind. 

But not only does the persistent embryonal tissue 
remain in the amount which we should expect 
from arrested transformation,—it is sometimes in 
much greater amount, and has manifestly been in' 
creased by a process of active growth. You may 

perceive indications of ^thal An one of the sec' 
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tions under the microscope, in which there are 
rounded projections into a cavity, clearly due to 
arrested development. The process of growth 
may much increase the quantity of this tissue, and 
even make it preponderate sometimes in an extreme 
degree over the cavity. A cavity may even be¬ 
come obliterated, perhaps quite early in life, by the 
exuberant hyperplasia, and a state of “ central 
gliomatosis ” may effect damage, and cause 
symptoms, like those that are produced by a dis¬ 
tended cavity. The cavities formed by these pro¬ 
cesses, and likewise the overgrowth of tissue, are 
most common in the cervical region; sometimes, 
however, they extend a long way down the cord, 
and they may occasionally be seen in the lumbar 
region. The distension of the canal may also pass 
up even to the fourth ventricle, which may be 
increased in size, and the process of growth of the 
residual tissue may invade the floor of the fourth 
ventricle, and extend even as far as the upper 
part of the pons. Finally, as an additional evidence 
of the developmental and congenital nature of the 
changes we have considered, it is not rare to find, 
in conjunction with it, some developmental defect 
in the brain. 

A few other forms of cavity are met with in the 
spinal cord, in rare cases, with which we need not 
concern ourselves just now. There may be a rare¬ 
faction of the grey substance, and a disintegration 
of it at some point; but such cases are quite dis¬ 
tinct from those which form our subject to-day. 
They are chiefly senile or due to manifestly acquired 
degeneration. I believe that a similar disintegration 
of the white substance into a cavity only occurs in 
the neighbourhood of traces of undeveloped em¬ 
bryonal tissue. There, you may see that the nerve 
fibres and the interstitial tissue are alike scanty, and 
they may easily break down into an irregular 
cavity, the margins of which indicate its origin. 

You can readily understand that a morbid 
process which presents so many variations gives 
rise to symptoms that differ considerably in their 
character in different cases. In spite of these 
variations, in the great majority there is the loss 
of painful and thermic sensations. We do not yet 
know what mechanism, in the morbid process, 
gives rise to this peculiar symptom; how far it is 
due to simple compression of the conducting tracts 
that convey these forms of sensibility, or how far 
it is due to damage to the fibres of the posterior 
commissure, by which we must assume that these 
sensory impressions cross. Again, when there is a 


cavity in the posterior horn, we can hardly con¬ 
ceive that the nerve cells, to which probably the 
nerve fibres first convey these sensory impulses, 
are not also damaged. These facts render it 
mysterious how sensibility to touch can so 
frequently escape. There are cases, however, in 
which all forms of sensibility have been affected. 
The affection of sensibility is commonly met with 
in the arms and parts of the trunk, very seldom, as 
in this patient, in the leg, though the legs are not 
seldom weak and present the characteristics of 
spastic paraplegia, a fact which we can understand 
when we consider the pressure which the pyramidal 
tracts must undergo when there is great distension, 
or overgrowth of the embryonal tissue, or cavities 
in the lateral columns themselves. Muscular 
wasting, such as we see in this patient, is common, 
in one or both hands, sometimes chiefly in the 
shoulder muscles. It is, apparently, due to the 
damage to the anterior cornua by the enlarging 
cavities or compressing growth, and on the locality 
of these its position depends. Other trophic 
changes are sometimes met with, the most frequent 
of which are lividity at the extremities of the hands, 
and interference with the growth of the nails; 
occasionally, especially where there is muscular 
wasting in the upper part of the arms, there may 
be changes in the joints, especially in the shoulder 
and elbow, resembling those of tabes, and 
differing from those in chronic rheumatoid 
arthritis by the fact that the thickening takes 
place chiefly outside the capsule of the joint and 
not within it. Other symptoms, which, however, 
are rather rare, are the occurrence of ulcers and 
other changes in the nutrition of the skin of the 
fingers. More frequent are those which are due 
to the ascension of the affection to the medulla. 
The sympathetic may be involved by the lesion, 
so far as concerns the eyes, when the mischief 
extends to the upper cervical region of the cord; 
and hence changes of the pupil-contraction have 
been sometimes noticed. The bulbar nerves 
occasionally suffer, and also those for the external 
ocular muscles, the nuclei of which may be 
reached by the distending force. In this patient 
there is weakness of the external recti, probably 
due to the distension of the fourth ventricle. 
There is also nystagmus, which has the same 
significance, and is not at all rare in this disease. 

One other pathological fact should be mentioned 
to complete our general survey of the more salient 
features of malady. In several cases 
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degeneration has been found in the peripheral 
cutaneous nerves. It has been chiefly looked for 
when there have been trophic changes, and has 
then been constant. It seems scarcely likely that 
the special sensory loss is due to this, since the 
degenerated nerves are of the extremities, and the 
loss of sensation is so extensive. 

Such a malady, so peculiar in its manifes¬ 
tations, is not likely to be mistaken, provided 
only that its features are known. There are 
indeed only two diseases with which this is likely 
to be confounded, provided you know its features. 
One of these is chronic cervical pachymeningitis, 
in which there is much thickening of the cervical 
dura mater, and damage to the nerve roots. In 
such a case you have wasting and loss of sensi¬ 
bility in the arms, but the loss of sensibility in¬ 
volves all forms, is less extensive, and is preceded 
by much pain. These are distinctions which 
seldom fail. The other condition is one which 
cannot be entirely separated from the disease 
we are considering, because it seems to be, in part 
at least, due to the same morbid process : it is the 
affection which has become known under the name 
of “ Morvan’s Disease,” or “ Painless Whitlows,’’ 
in which whitlows form on the fingers, and produce 
ulcers which do not heal for a long time, some¬ 
times indeed only when the finger-ends have been 
lost The painlessness is due to the loss of sensi¬ 
bility to pain, commonly in conjunction with loss 
of sensibility to temperature, but without loss to 
touch. I may mention, as a striking instance of 
the analgesia accompanying this affection, that the 
shoulder joint has been resected without pain, 
although no anaesthetic was used. “ Morvan’s 
Disease ” is found to be due to cavities in the cord, 
similar to those in the condition of syringomyelia, 
but combined, apparently in all typical cases, with 
extensive chronic degeneration, or degenerative 
neuritis, of the peripheral nerves. Its chief dis¬ 
tinction is the presence of these painless whitlows, 
and there is usually a greater limitation of loss of 
sensibility to the lower portion of the limbs. This 
is thus rather a variety of syringomyelia than a 
separate disease. 

These, then, Gentlemen, are the main features of 
syringomyelia; and the chief characteristics by 
which it is manifested. It is a disease for which, 
you will be prepared to hear, we are able to effect 
little by medicinal treatment, though we may be able 
to give temporary relief to its symptoms. This 
patient complained greatly, on his admission, of 


distressing pain in the head, probably due to 
increased pressure within the cavities of the brain. 
This symptom has been greatly relieved by 
antipyrin. Electrical treatment may maintain, for 
a time, the nutrition of the muscles, but when 
their wasting depends on a morbid process that 
destroys the motor cells, we cannot hope for any 
regeneration of the nerves to reward our efforts; 
we cannot anticipate any restoration of the path 
by which the will can act upon the muscles. But 
the future may perhaps have in store a ray of light 
to lessen the present practical gloom. Where the 
physician fears to tread, the surgeon sometimes 
steps in with the best results, and we must humbly 
bow in grateful recognition of the good he has 
succeeded in effecting in recent years, the lives he 
has saved, and the hindrance to the progress of 
disease which he has produced, the relief he has 
given, when we could not save or relieve or retard. 
But I am not aware that the surgeon’s skill has 
yet been applied to this affection.* It seems to me 
that it is quite possible that, in some cases, 
surgery may be able at least to effect an improve¬ 
ment in the condition of the patient, and a 
retardation of the progress of the affection. The 
exposure of the cord would readily enable him to 
ascertain whether the process was the distention of 
a cavity by liquid, or the presence of a morbid 
growth. A central growth, extending high and low, 
could not be touched, but it may prove to be 
different when the chief element in the lesion is a 
distended cavity. The draining away of the fluid 
contents might enable a cavity to contract, and 
when the amount of circumferential growth is not 
too large, the relief from the slow compression of 
the adjacent structures, would probably permit 
their recovery to a considerable extent, because 
no effects pass away so readily as those which are 
produced by slow compression, when that com¬ 
pression has been removed. 

The malady we have been considering is thus 
one of those developmental diseases on which we, 
as practitioners, can only look with feelings which 
are the reverse of gratifying. It must be so. 
Such affections are the result of morbid ten¬ 
dencies, perhaps inherent in the germ, certainly 


* Since this lecture was delivered I have found a report 
of one case that was operated on in the manner suggested, 
without ill effects, with transient amelioration, but no per¬ 
manent benefit. The case was, however, unfavourable, be¬ 
cause the chief symptoms were in the legs, and cystitis 
ultimately caused death. (Abbe and Coley, Joum . Nerve#* 
and Mental Dis. t July, 1882.) 
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beginning in the embryo, continuing in child¬ 
hood, and becoming active and aggressive in a 
later period of life. Their activity seems often to 
coincide with the completion of the process of 
growth; but over the morbid tendency we are as 
powerless as we are over growth itself, or as the 
monarch of old was over the waves of the advanc¬ 
ing tide. The advance of these diseases is some¬ 
times rapid, sometimes slow; sometimes, like the 
waves on the shore, they may seem for a time to 
give no evidence of onward progress; they may 
even seem to recede, but it is only for a time. 
Before long a fresh advance carries their effects 
beyond the highest point they had before attained. 
But here, alas, we find that our simile fails us. 
The tendency of these diseases knows no retro¬ 
cession. It is a tide which flows, but never ebbs. 


A CLINICAL LECTURE 

ON 

OPERATIVE INTERFERENCE IN 
CANCER OF THE BREAST. 

Delivered at St. George’s Hospital, May 9th, 1893, 
By T. PICKERING PICK, F.R.O.S., 
Surgeon to the Hospital. 


Gentlemen, —Some three or four weeks ago I 
admitted into the Princess Ward a woman suffering 
from so-called recurrent cancer in the glands 
of the axilla, after removal of the breast. The 
patient was originally admitted under my care 
in October, 1891, for scirrhus mammae, and for 
this I amputated her breast, but did not in any 
way interfere with the axilla, and the other day she 
was admitted with disease in the glands in this 
situation. This was not a true recurrence; for, 
no doubt, some germs of cancer already existed in 
the glands in the axilla at the time of the first 
operation, which were left behind, and this was 
the cause of the reappearance of the disease in 
this situation. This, in my experience, is not a 
very usual sequence of events. If it were so, it 
would go far to support the opinion that some 
surgeons hold, that in every case of operation for 
the removal of a cancerous breast, the axillary 
cavity should be laid thoroughly open and cleared 
of its contents. I have thought that this was a 
good case to take, in order to discuss with you 
the question of the operative treatment of cancer 


of the breast I do not intend to say anything to¬ 
day about the etiology or diagnosis of this affec¬ 
tion, but I propose to ask myself, and endeavour 
to answer, two questions. First, what advantages, 
if any, do we gain by subjecting our patients to 
operative interference when they present them¬ 
selves before us suffering from cancer of the breast; 
and, secondly, what is the best mode of operating 
in order to secure them from the probability of a 
recurrence of this dreadful affection. 

First let me read you the notes of the case : 


Susan V-, aged 67 , was admitted on March 23 , 1893 . 

She stated that she was originally admitted in October, 
1891 , for a tumour of the breast, and for this she under¬ 
went operation. She has enjoyed good health ever since, 
and has suffered no pain, until last Christmas, when she 
noticed a lump in the arm-pit. This has increased very 
rapidly, and has caused her great pain, not only iu the 
part, but also down the arm. Latterly she has been 
losing flesh rapidly. 

When admitted, the woman appeared to be fairly 
vigorous, and certainly did not look her age. The whole 
of the axilla was filled by a large lobulated fungating 
mass, which was adherent to the free margin of the 
pectoralis major muscle, but which moved on the deeper 
parts. On its summit was a foul ulcerating surface, 
which discharged a foetid pus and occasionally bled. 
The glands above the clavicle could not be felt to be en¬ 
larged. There was no evidence of any disease elsewhere 

On March 30 th the mass was exposed by an elliptical 
incision, cutting widely of the ulcerated surface, and the 
whole of it removed, with a portion of the pectoralis 
major muscle. It seemed to leave the axilla with fair 
readiness, though several large vessels which entered the 
growth required ligature. After the removal of the mass, 
one or two enlarged glands were discovered quite at the 
apex of the axilla. These were removed and in doing 
this a branch of the axillary artery, of considerable size, 
was divided close to its origin from the parent trunk; 
too close to admit of its being safely ligatured. The 
axillary artery was, therefore, tied above and below this 
point. A large drainage tube was inserted and the skin 
brought together with silver sutures. 

I need not weary you with a recital of the daily pro¬ 
gress of the case. It will be sufficient to say that she 
presented no untoward symptoms, but made a good re¬ 
covery, and'tbat she has been to day (May 9 th) sent down 
to our convalescent hospital at Wimbledon, with her 
wound completely healed. 

From these notes you will gather that the 
patient originally suffered from a scirrhus tumour 
of the breast. That for this her breast was 
removed, and that there has been no recurrence 
at the seat of operation up to the present time, 
and, therefore, it is fair to assume that the whole 
disease in the breast was removed. But within 


fifteen months of the operation a lump in the 
axilla was felt, which undoubtedly was a cancerous 
affection of one or more of the glands in this 
situation, which were affected by an extension of 
the disease along the lymphatic vessels from the 
breast to these glands, and which probably existed 
at the time of the operation. So that it is fair to 
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assume that if the axilla had been laid open and 
these glands been removed, the patient would not 
have suffered from the condition for which she 
was admitted into the hospital the other day, nor 
would she have been subjected to the very severe 
operation to which it was found necessary to 
submit her. 

You will gather from what I have just said that 
I am inclined to regard cancer as a local disease, 
at all events, in its early stage, and that I do not 
believe it is of constitutional origin. But I am 
bound to admit that there are some facts in con¬ 
nection with the recurrence of the disease several 
years after the excision of the tumour which are 
difficult to explain if we consider the disease as a 
local one. And that it is hard to believe that the 
recurrence is due to some germs of cancer—what¬ 
ever these may be—having been left behind, and 
which, after remaining quiescent and inert for a 
number of years, suddenly, without assignable 
cause, spring into a condition of activity. Yet this 
is the explanation which is given by those who 
maintain the theory of the local nature of cancer. 

Again, there is another fact relied upon by those 
who uphold the constitutional theory of cancer, 
which, however, seems to me to be capable of an 
easier explanation. Recurrence of cancer in the 
opposite breast, which is by no means an un¬ 
common incident, can scarcely be explained by 
the supposition that any of the cancer germs which 
have been left behind after removal of the first 
breast, have travelled across the body to the oppo¬ 
site side, leaving the structures through which they 
have passed in a healthy condition, and taken on 
active growth in the opposite breast. 

This would, at first sight, appear to point con¬ 
clusively to the constitutional origin of the disease. 
But a little consideration will show you that it is 
susceptible of an easy explanation. There is no 
doubt that cancer is a disease of that breast which 
is undergoing those changes which are incidental 
to its period of cessation of functional activity. And 
that even in those cases where the disease appears 
before the cessation of the catamenial changes, 
the involution changes which are incidental to this 
period have already commenced, and the breast 
is beginning to become useless as regards its 
functional properties. It is this change, aided, 
possibly, as Dr. Thin believes, by a feeble develop¬ 
ment of the vital qualities of the epithelial ele¬ 
ments, that predisposes to the occurrence of 
cancer. It is, therefore, not surprising that cancer 


should appear in bath breasts, within a short 
period of each other, when we consider that the 
same changes are going on and the same inherent 
weakness exists in both breasts. Nay ! the matter 
for surprise is that it does not occur more 
frequently. 

I trust that you will not think that I am wan¬ 
dering from my subject by this digression, you 
will directly see its practical bearing upon the 
points we have set ourselves to consider. 

The first question then that I have to answer is, 
what advantages, if any, do we gain by subjecting 
our patients who are suffering from cancer of the 
breast to an operation for the removal of the 
disease, and you will see that at the outset we 
are confronted by the point to which I have just 
alluded. Is the disease a local one, or is it a cun- 
stitu ional one ? If the former, then, supposing we 
can remove the whole of it and leave no germs 
of cancer behind, we ought to be able to abso¬ 
lutely cure our patients by operation. If, on the 
other hand, the disease is constitutional, then there 
is every ground for believing that the disease will 
return at no very distant period. 

Of course the first advantage and the main 
one sought for by operation is the prolongation of 
life. And this question, simple as it may appear, 
is one very difficult to answer. Geneial statistics 
cannot be relied upon, and are to a certain extent 
untrustworthy. In the first place, because pub¬ 
lished cases do not represent the whole bulk of 
cases. There is a natural tendency on the part 
of surgeons to report favourable ones and those 
which present any exceptional features, and to 
disregard the ordinary run of cases, and especially 
those in which the result has not been satisfactory; 
and thus the average of successful results appears 
to be far greater than it really is. And, secondly, 
because cases differ so much in their general con¬ 
ditions, as regard, for instance, age, conditions of 
life, and such like; all of which ought to be taken 
into consideration in estimating the advantages to 
be obtained by operative interference, and not a 
bald statement of figures, which must be to a cer¬ 
tain extent misleading. Then, on the other hand, 
if we endeavour to collect the statistics of any indi¬ 
vidual hospital, where a knowledge can be obtained 
of these varying conditions of which I have spoken, 
we are confronted at once by a grave difficulty. 
And this is that many of these patients are lost 
sight of, and it is impossible, at all events in a 
large city like London, especially as many of the 
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patients come from the country, to follow them 
up after their discharge from the hospital. If a 
recurrence takes place they may return, or they 
may seek advice at another hospital; and if no 
recurrence takes place, we hear no more about 
them, but we are not therefore justified in 
assuming that no recurrence has occurred. 

With regard to private patients matters are some¬ 
what more hopeful. We are able, as a rule, with 
a little trouble, to keep our patients in view, and 
ascertain what is the ultimate issue of the case. 
It has often seemed to me that it would be a great 
gain if every hospital surgeon in London would 
collect all his cases of removal of the breast, 
which he has done in private practice, so that they 
could be tabulated with a view to settling this still 
unsettled question. 

Such statistics as we possess do, however, point 
to a certain prolongation of life of patients with 
cancer of the breast, who have been operated on, 
over those who have not. Dr. Gross, Professor of 
Surgery at the Medical College of Philadelphia, has 
collected 1,527 cases, of which 137 ran a natural 
course, without operation, and the average dura¬ 
tion of life was 28.6 months; 1,390 were subjected 
to operation, and of these 536 died with a recur¬ 
rence of the disease. In these latter the average 
duration of life was 38.5 months. So that from 
these statistics we must conclude that even in those 
cases, in which recurrence takes place, there is a 
clear gain of ten months of life. But there is a 
still brighter side of the picture than this. Of the 
1,527 cases collected by Gross, the removal of the 
disease resulted in permanent recovery in 11.83 
per cent, of all cases. He assumes that the patient 
is permanently cured if she has survived the 
operation for three years, without local or general 
recurrence. He arrives at this conclusion from the 
fact that the average date of death of those who 
succumb without or with an operation is 33.5 
months, and that local recurrence of the disease 
after three years is met with in only 2.30 per cent, 
of all cases. Paget’s statistics, based on 113 cases, 
only give one month in favour of those operated 
on. Morrant Baker, with 146 cases, finds that the 
average life of patients operated on exceeds those 
not operated on by 13 months; and Sibley finds 
that the average duration of life in those subjected 
to operation was 22 months longer than those not 
operated on. 

But these statistics prove very little, though they 
all go to prove a greater or less gain to patients 


who undergo amputation of the breast over those 
on whom no operation is performed; for it must 
be remembered that all these statistics were com¬ 
piled some time ago, the most recent being those 
of Gross, which were published in 1888. But the 
cases to which they refer extended over several 
years previously. Of late years operations for the 
removal of cancer of the breast have been so 
much more thorough, owing to the teaching of 
Banks and Ktister, that I believe if the statistics of 
the last five years should be collected in the future 
it will be found that the percentage of recurrences 
after removal of the breast is very much less than 
it was previously, and that the life of patients is 
much further prolonged than these statistics seem 
to show. I was therefore much surprised to read 
in one of the medical journals the other day, a 
statement by Rivington, that he “ always doubted 
whether, taken as a whole, operations for genuine 
cancer succeeded in ensuring to patients operated 
on any real lengthening of life.” 

As I said just now, statistics are not to be much 
relied upon; for, as you know, it has been said 
that statistics can be made to prove anything. 
More trust can, I think, be placed on the personal 
experience of each individual surgeon, and I can 
only say, as far as regards my own experience, espe¬ 
cially in private practice, that I have no doubt that 
a patient’s life is very materially prolonged by the 
removal of a cancerous breast, if the operation is 
done thoroughly and completely. And I think 
that most operating surgeons will agree with me in 
this. 

But now I must go a stage further, and say, that 
even if removal of the breast did not prolong the 
patient’s existence a single day, that I should still 
advocate the performance of the operation. 

You will remember that the question we are 
asking ourselves is, what advantages are to be 
obtained by operating in cancer of the breast, and 
I affirm that there are other advantages inde¬ 
pendently of the prolongation of life, which accrue 
from its performance. 

What can be more miserable than the condition 
of a patient with a cancer of the breast, who is 
told that nothing can be done for her in the way 
of operation ? She has, in the first place, inevitable 
death staring her in the face at no very distant 
period, and the little remains of life is one of in¬ 
tense suffering and pain to her. In the early stage 
of the disease before the implication of the skin, 
the pain is comparatively trivial; but as soon as 
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the skin becomes involved, the suffering becomes 
most severe and sometimes even agonising, ex¬ 
tending up to the shoulder and down the arm, 
preventing her sleeping and requiring large doses 
of opiates for its relief. The skin gives way, ulcer¬ 
ation sets in, with the formation of a scirrhus ulcer, 
which frequently bleeds and discharges a quantity 
of exceedingly foetid matter, which poisons the air 
and renders the patient offensive, not only to her¬ 
self, but to all who are in attendance on her. The 
axillary glands become enlarged, causing pressure 
on the axillary vein and producing oedema of the 
arm and hand; so that the extremity hangs as a 
huge misshapen mass by her side, which she is 
unable to move. And all this time her general 
health is failing; she becomes thinner and weaker; 
poisoned by the foul smell from her wound; half 
stupid from the narcotics which she is obliged to 
take to lull her pain, she drags on a miserable 
existence of longer or shorter duration until death 
closes the scene. 

And all this may in many cases be avoided by a 
timely operation. By removing a cancerous breast 
you free your patient from the oppression which 
must result from the knowledge that she is the 
victim of a fatal disease, which is rapidly approach¬ 
ing a fatal termination, and in its place you give 
her the hope of immunity from recurrence. You 
afford her an interval of health and freedom from 
pain, instead of a life of pain and suffering; for it 
is a well-known fact that patients, after removal of 
a cancerous breast, generally improve greatly in 
health and enjoy life for a time, even though re¬ 
currence is to take place in the not far distant 
future. No doubt this is due in a great measure to 
mental causes, to the relief which a patient ex¬ 
periences at the thought that she has been rid of 
her disease. Moreover, in a certain percentage of 
cases, the recurrence takes place in some internal 
organ, and affords the patient a quiet and compara¬ 
tively painless death, instead of the horrible suffering 
which an open cancer entails. 

Are not these advantages ? And am I not right 
in saying that even if the operation did not prolong 
the patient’s life one day, and did not hold out the 
hope of an absolute cure, still that it would be 
worth while for the patient to submit to it ? 

Think what the operation is! A week or ten 
days in bed: a little nausea perhaps, from the 
ether; possibly, but not necessarily, a little pain 
for two or three hours. In these days of anaesthe¬ 
tics and antiseptics, this is ail. 


I think, therefore, we have answered our first 
question, and I hope you will agree with me in 
thinking that there are advantages in removing the 
breast in cases of cancer. 

And now I pass on to the second question which 
I proposed in the beginning of this lecture to ask 
ourselves. What is the best way of proceeding in 
order to secure our patients from the probability of 
a recurrence of the disease ? 

As I hinted just now the operation for the re¬ 
moval of a cancerous breast has undergone great 
changes during the last ten years. Formerly sur¬ 
geons were content with making an elliptical inci¬ 
sion, including the nipple, raising the flaps, rapidly 
dissecting out the breast, or the greater part of it, 
for it is very possible that frequently small portions 
at the periphery were left behind, and then closing 
the wound, satisfied that everything had been done 
which could be done for their patient. Now-a-days 
some surgeons, at all events, go to the opposite 
extreme and remove the tissues far and wide, 
leave an open wound, and clear out the axilla 
of all its contents, and this they do in every case. 
When one reads, for instance, the description of 
the operation as performed by Gross, one cannot 
help feeling appalled at the magnitude of the pro¬ 
ceeding. He carries an incision round the entire 
circumference of the breast, and from this an incision 
is prolonged into the axilla, and the contents cleared 
out. If he cannot reach the summit of the axilla 
by these means, he makes an incision in the in¬ 
terval between the sternal and clavicular origins of 
the pectoralis major muscle. And even this is sur¬ 
passed by Esmarch, who recommends amputation 
at the shoulder-joint where the glandular involve¬ 
ment is very extensive, in order to get more readily 
at the diseased tissues in order to remove them. 

If we are right in our view that cancer is at first 
a local disease there is no doubt much to be said 
in favour of these radical proceedings, though I 
personally am not inclined to go to these extremes, 
nor to open up the axilla and remove its contents 
in every case, a proceeding which, to quote Mr. 
Mitchell Banks, leaves “ a chasm which is some¬ 
thing frightful to look at,” and is attended by a 
mortality of 10 per cent. 

If cancer is local its malignancy asserts itself; first, 
by local implication; secondly, by infection of the 
neighbouring lymphatic glands; and thirdly, by 
dissemination or the development of secondary 
deposits in distant organs. Clearly then, the first 
thing to do is to thoroughly remove the disease 
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locally, every particle of breast tissue must be 
removed, and if this is done before the neighbour¬ 
ing lymphatic glands are infected, a most favourable 
result may be anticipated. But who is to say 
whether these glands are infected or not? Unfor¬ 
tunately no one can, and therefore some surgeons, 
as Gross, Kiister, and Banks, make it a rule to 
clear out the axillary contents in every case. I am 
not in the habit of doing so, and my reasons I will 
mention to you in a minute. I wish, however, first 
of all to say a few words on what, to my mind, is a 
matter of far greater importance, and that is the 
thorough eradication of the disease locally, that is, 
at the place of its commencement. 

You must bear in mind that the normal limits of 
the breast are very uncertain. Small isolated 
nodules sometimes lie at some distance from the 
gland, and these are especially found along the 
lower border of the pectoralis major, where it forms 
the anterior fold of the axilla, and, indeed, some¬ 
times here a small supernumary breast may be 
found. In addition to this the peripheral margin 
of the gland itself often spreads out on the pectoral 
fascia for a considerable distance, and in a too 
hasty removal small portions may be left behind, 
particularly at the inner angle of the wound, when 
the organ is removed by the ordinary elliptical in¬ 
cision. Secondly, it must be borne in mind that 
when the skin becomes implicated in the disease, 
the cancer has a tendency to spread through this 
structure, far and wide of the original point where 
the disease appears to exist 

These two points should be always con¬ 
stantly before the mind of the surgeon in per¬ 
forming the operation. In the first place, the 
incisions should be made to converge to the 
axillary fold. If the tumour is deeply seated and 
the skin only dimpled, sufficient may be left to 
bring the flaps together, and this can very fre¬ 
quently be done. But the surgeon should not be 
careful of this, and if the tumour has implicated 
the skin to any extent an open wound must be left. 
After the breast has been removed, the margins of 
the wound should be carefully explored for any 
outlying portions of gland tissue, and these should 
be dissected out freely. The whole of the exposed 
portion of the pectoral fascia should be carefully 
dissected off the muscle. To this I attach great 
importance; it is a dense unyielding membrane, 
through which the outgrowths of the disease in 
the breast have a considerable difficulty in passing, 
and the extension of the disease in this direction 


is for a time arrested by it. It is easily conceivable, 
therefore, that the cancer may have extended to , 
but not through this tissue, and its careful removal 
is clearly indicated. The whole of the subcutaneous 
tissue along the anterior border of the axilla where 
the lymphatic vessels lie, and where, as we have 
seen, a prolongation of the gland tissue often 
exists, must be removed. 

And now we come to the second point. Is it 
right and necessary in every case to open up the 
axilla and clear out its contents ? I believe not. 
In the first place, let me tell you that it is im¬ 
possible to ascertain the condition of the axillary 
glands by an examination externally. But if a 
small incision is made in the axillary fascia at the 
outer extremity of the incision, and a finger intro¬ 
duced, a very good idea of the condition of the 
axillary glands can be obtained, and any enlarge¬ 
ment may be easily detected, and this, I think, 
ought always to be done. If no implication of the 
glands can be detected in this way, I, for one, 
should be content to leave the axillary cavity alone. 
This proceeding is a very different thing to opening 
up the axilla and clearing out its contents, and 
does not materially increase the severity of the 
operation. 

My reasons for not advocating the removal of 
the axillary contents in every case are as follows: 
in the first place, when recurrence takes place, 
in a very large percentage of cases the recur¬ 
rence occurs in or near jthe original scar, and 
not in the glands in the axilla. Taking the statistics 
of Gross: out of the 1,390 cases submitted to 
operation, I gather that in only 15.52 per cent, 
did the recurrence take place in the glands alone. 
Now if the second stage of the disease, namely, 
that of gland infection, had been reached at the 
time of operation, surely a very much greater 
number of cases would have shown a recurrence in 
the glands in the axilla and not in the vicinity of 
the cicatrix: or at all events the return of the 
disease would have been as frequent in the glands 
of the axilla as in the neighbourhood of the wound, 
which is not the case. Then again, the clearing 
out of the axilla adds materially to the fatality of 
the operation. A percentage of 10 per cent—one 
out of every ten cases operated on—is a great 
mortality, especially when we consider that the 
“ incomplete method,” as Mr. Mitchell Banks is 
pleased to call it, is attended by a mortality which 
amounts to next to nil. I am very much of the 
opinion that the success, as far as non-recurrence 
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is concerned, which has attended the operations of 
Gross, Banks, and Kiister, is due rather to the very 
free removal of the breast and surrounding tissues 
than to the extirpation of the axillary glands. 

No doubt the case which I have selected as the 
text for my lecture is a distinct argument the other 
way, and that is the reason why I have selected it. 
I freely admit that it would have been better in 
this case if I had cleared out the axilla, and I very 
much regret that I did not do what I am in the 
habit of doing now, and what I have just been 
advocating, namely, put my finger into the axilla, 
when I have no doubt I should have detected 
some evidence of disease, and should have pro¬ 
ceeded to clear out the axilla. This case, I admit 
then, has come to harm from following the practice 
I advocate, but as far as I can remember it is the 
only one in my own practice of recent years in 
which this untoward circumstance has arisen, and 
therefore I say that my cases compare favourably 
with the 10 per cent, mortality of those who advo¬ 
cate extirpation of the whole contents of the axilla 
as a routine practice in operating upon cases of 
cancer of the breast. 


A LECTURE 

ON 

THE INDUCTION OF LABOUR. 

Delivered in connection with the London Post-Graduate 
Course, 

By M. HANDFIELD-JONES, M.D. Load., 
Obstetric Physician to St. Mary's Hospital, and Lecturer 
on Midwifery and Diseases of Women at St. Mary’s 
Medical School. 


In taking up the subject of the premature 
emptying of the pregnant uterus by the accoucheur’s 
art it may be assumed at once that we are all 
agreed on the following points, and I shall clear 
the ground, if I enumerate these points and say a 
few words as to their practical bearings. 

In the first place , we all know that it is at the 
end of the third, and towards the close of the 
seventh month and onward, that the practitioner of 
obstetrics is most often called upon to empty the 
uterus. In the first case it is owing to some such 
complication as the vomiting of pregnancy or the 
presence of a hopelessly deformed pelvis; while in 
the second nstance the necessity springs out of 


the existence of minor degrees of pelvic contraction, 
or from some complication, such as the onset of 
puerperal eclampsia. It is hardly necessary that I 
should point out that the methods of induction 
suitable in the seventh and eighth months are not 
applicable in the early period of pregnancy. 

The second point is this—that every uterus has 
its own personal equation of “ irritability ” ; an 
amount of interference which would unhesitatingly 
bring on labour pains in one instance leaves the 
uterus untouched in another. We have all heard 
of cases in which a trip, a stumble, a slight fright, 
or an unusual amount of exertion have promptly 
terminated a pregnancy prematurely. On the 
other hand, the following cases will show what a 
degree of violence may be undergone by the uterus 
without the onset of labour pains. 

Case 1.—Mrs. E., who had reached the end of 
the seventh month of her first pregnancy, was 
standing in her drawing-room when news was 
brought her of the sudden death of a very near 
relative; she fainted, and fell forward flat on the 
abdomen, without being in any degree able to 
save herself. No ill effect, however, followed this 
accident; she went her full term, and was delivered 
of a healthy child. 

Case 2.—Mrs. M., when in the eighth month of 
her fourth pregnancy, was thrown violently out of 
a dog-cart, and fell on to her abdomen; she was 
driven some distance to the nearest railway station, 
and reached home after an hour’s journey. Think¬ 
ing that labour must necessarily follow such an 
amount of shaking, the husband sent for me at 
once; it was, however, not till five weeks later, 
when she reached full term, that my services were 
required. 

Case 3 is still more remarkable, as showing how 
tolerant some uteri are. Mrs. X., in the early 
part of the fourth month of her sixth pregnancy, 
began to suffer from repeated uterine haemorrhages. 
The medical man in charge of her case thinking it 
wisest to terminate the pregnancy, put her on full 
doses of Ergot for a week; he then passed the 
uterine sound, but as the ovum still remained in 
utero y he ordered hot douches to be given every 
four hours throughout the day, and inserted a 
large sponge tent that night. When I saw the 
patient next day the cervix was considerably 
dilated, but no labour pains were going on; I 
declined to use Hegar’s dilators, and have since 
heard that this patient was delivered at term of a 
healthy child. 
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Thus, in all cases of induction of labour, we are 
brought face to face with this initial problem : are 
we dealing with an irritable uterus which will easily 
respond to our measures, or are we dealing with 
one of those hard uteri which no amount of 
trouble will bring into uterine contraction? An 
incident that occurred in St Mary’s Hospital will 
illustrate this in the best manner. Two women 
came in, both well advanced in the seventh month 
of pregnancy, and they were placed in beds standing 
side by side. Wishing to show the class the 
difference of irritability of the two uteri we put a 
catheter well up into one uterus, and then passed 
a similar catheter into the other woman’s womb. 
One patient was delivered next morning, shortly 
before mid-day; the other patient, after the 
catheter was taken out, replaced, and several 
times taken out and placed in again, did not give 
the slightest evidence of uterine pain, even on the 
sixth day of treatment. 

There is a third paint you should notice with 
regard to the induction of labour, and that is the 
increase of the irritability of the uterus at the 
time of the month which corresponds with the 
menstrual epoch. I may give you a proof that 
the uterus is much more irritable at the time of 
the month which corresponds with menstruation 
by narrating the case of a woman who had had 
four miscarriages running, and who volunteered 
the statement that she always miscarried at the 
time of the month when she would, in the ordinary 
course, have been poorly. In that instance, we 
got the patient to full term by simply keeping 
her in bed during one week of each month. It is 
easy to estimate at what period of each month a 
poorly time would be, if the patient was not 
pregnant, and by insisting upon perfect rest in the 
recumbent posture at these times the risk of a 
miscarriage may be considerably averted ; on the 
other hand, should we desire to hasten labour, we 
can make use of this monthly irritability of the 
womb, and endeavour to start the uterine contrac¬ 
tions at a time corresponding with the menstrual 
epoch. 

To-night in speaking of the induction of labour 
we will refer more especially to induction at the 
seventh and eighth months, as it is at these times 
that the operation is most often required. Briefly, 
and for the sake of clearness, all such cases may be 
divided into two groups, viz.: (r) Cases in which 
there is no urgent condition calling for immediate 
interference, as, for instance, in patients with con¬ 


tracted pelvis, and (2) Emergency cases, such as 
patients suffering with puerperal convulsions, or 
antepartum haemorrhage. 

Let us take the first group into consideration. 
Here we are not pressed for time, the safety 
of the mother and child is the one important 
factor, and, provided all goes well, we shall be 
forgiven even if the process we adopt is somewhat 
tedious. It is in these cases that the catheter in¬ 
troduced between the membranes and the uterine 
wall will always be the favourite instrument Be¬ 
cause this method is so highly valued, it behoves 
us to know well its mode of procedure, its difficul¬ 
ties, and its disadvantages. 

I. Mode of Procedure .—In cases in which time 
permits, much help can be gained in expediting 
the onset of labour, if a course of strychnia be 
given for ten days or a fortnight before the catheter 
is introduced. In all cases the catheter is pre¬ 
ferable to the bougie, for the stylet renders the 
instrument more stiff and therefore more easy to 
introduce, and can always be withdrawn gradually 
as the instrument is pushed forward. In so doing 
the soft part of the catheter is always in utero , 
while the further part is being manipulated in the 
vagina. It is needless to say that the strictest 
antiseptic precautions must be observed. It is 
wise to keep the patient absolutely in bed while 
the process is being carried out, and also to keep 
a pad of boracic wool over the vulva, while the 
catheter is in situ. Should delay occur in the 
induction of labour, the catheter should be with¬ 
drawn at the end of twenty-four hours, cleansed, 
and re-introduced. 

Difficulties of Catheter Induction. 

(A). In some cases the cervix is so soft and 
spongy, and owing to the contraction of the pelvis, 
lies so high and out of reach that the practitioner 
may find it difficult or impossible to introduce the 
catheter; here the best plan will be to pass a 
Ferguson’s speculum, and aided by sight to guide 
the instrument through the external os. 

( 2 ?). In primaparae, the os is sometimes so 
stenosed that the catheter will not pass. Under 
these conditions, it is necessary to use hot vaginal 
douches every four hours until uterine action has 
been set up, and has caused sufficient dilatation of 
the cervical canal to allow of the passage of the 
catheter. 

Disadvantages of Catheter Induction. 

(1). The placenta may be tapped, and for a 
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short time moderate haemorrhage may ensue. If, 
however, the catheter is at once withdrawn, this 
soon ceases, and the catheter can be re-introduced 
at another spot. The placental separation in itself 
aids in the induction of labour pains. 

(2). The great disadvantage consists in the delay 
that often occurs before labour pains are established. 
There are, however, various methods by which we 
may overcome this difficulty and remove this 
disadvantage. Thus, 

(a) We may remove the catheter as already 
stated, and re-insert it at a fresh spot, (b) By 
applying hot and cold fomentations alternately to 
the abdominal wall, we can also expedite matters. 

{c) While the catheter is in utero , we may inject 
hot and cold water alternately into the vaginal 
canal, (d) we may inject sterilised glycerine through 
the catheter, and so increase the separation of the 
membranes from the uterine wall. It is to this 
supplementary method that attention may be 
specially directed. In the gynaecological wards 
of St Mary’s, it has been our custom in inducing 
labour to introduce a No. 10 or 12 soft catheter 
between the membranes and the uterine wall, and 
leave this in position for twenty-four hours. If, at 
the end of this time, labour pains are not well 
marked, the catheter is withdrawn, cleansed, and 
then a small syringe, holding two drachms of 
glycerine, having been attached to its end, both 
catheter and syringe are charged with glycerine. 
The catheter is now re-introduced into the uterus, 
and the glycerine is slowly forced in between 
membranes and wall. In most cases labour has 
set in within four to eight hours after such 
injection. 

Pletzer (Centralblat fur Gyn., 1892) records 
satisfactory results in using this method. He 
employs chemically pure sterilised glycerine. A 
hundred cubic centimetres are thrown up between 
the membranes and the uterine wall. Full pre¬ 
cautions are taken not only against sepsis, but also 
against the entrance of air into the uterine cavity. 
In a short time regular pains set in. The 
membranes present well, and labour is usually 
easy. In two cases where labour was induced on 
account of contracted pelvis, the pains set in in 
the first case within half an hour, in the second 
after an hour. In a third case the patient was at 
the end of the thirty-second week of pregnancy. 
For fourteen days she had been flooding; there 
was placenta praevia lateralis and a temperature 
of 104°. 


Glycerine was injected, and pains set in in an 
hour and a half. Bleeding occurred two and an 
half hours later. Turning was performed, and a 
dead child was delivered. The mother recovered. 
Glycerine injections are, in Pletzer’s experience, 
valuable not only for the induction of premature 
labour, but also for accelerating delivery at term. 
In uterine atony it proves very efficacious. 

Class II. Emergency cases; e.g., cases of 
puerperal eclampsia, or cases of antepartum 
haemorrhage. In this class the use of the catheter 
is plainly contra-indicated, as more rapid methods 
are required. Our resources are (1) puncture of 
the membranes, (2) the use of Barnes’s bags, 
(3) Champetier de Ribes's ballon. 

It is not necessary to deal at any length with the 
question of puncture of the membranes; the value 
of this method is well-known to all practitioners 
in cases of antepartum haemorrhage and puerperal 
eclampsia. In this last affection it is of special 
value, for puncturing is so readily done in the 
interval between the convulsions, it does not 
require repeated manipulations, it almost certainly 
lessens the severity of the attacks, and can be 
supplemented later by dilation if necessary. 

The great objection to puncturing is supposed 
to lie in the fact that it increases the danger to 
the child; but this has probably been greatly 
over-rated, and the increased death-rate depends 
really on the presence of those conditions which 
call for the induction. As regards the relative 
value of Barnes’s bags and Champetier de Ribes’s 
ballon, it is difficult to speak at present with 
precision, for the latter is at present a novelty, 
and as is the way with every new invention of 
any value, is supposed by its supporters to 
have superseded all the old methods and to 
be the one and only method of inducing labour. 
The ballon has certainly this advantage: it requires 
only one manipulation for its introduction, whereas 
the Barnes’s bags require fresh disturbance of the 
patient each time a larger size has to be introduced. 
We have yet to learn whether the ballon is as safe 
as the Barnes’s bags, or whether there may not be a 
risk of rupturing the uterus by so rapidly intro¬ 
ducing a pint of fluid into its interior. In cases 
of placenta praevia there would certainly seem to 
be a risk that the introduction of the ballon might 
detach so much placenta as to seriously imperil the 
life of the child. Time does not permit us to enter 
in this lecture into the various modes of emptying 
the uterus in the early months of pregnancy. 
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CLINICAL NOTES. 

(Specially reported for The Clinical Journal . Revised 
by the Author.) 

-*— - - 

WITH DR. SANGSTER 
IN THE SKIN DEPARTMENT OF THE 
CHARING CROSS HOSPITAL. 


Scabies. 

This always appears to me a very interesting 
affection for the reason that the cause, the “ quid- 
quid irritans,” is constant, yet how varied the re¬ 
sults in the subject. You may group the general 
run of cases under two or three types—there is the 
ordinary type in which we see isolated and grouped 
blocd topped papules, scattered over the surface 
but focussed in the well-known scabies positions. 
In another class of cases, probably in naturally 
eczematous individuals, the eruption assumes more 
definitely eczematous characters, and although 
more generalised, still focussed in the scabies 
positions. In a third group one may see com¬ 
paratively few lesions, and these about the lower 
extremities and of the well-known ecthymatous 
character, with the dirty crusts and lurid inflamma¬ 
tory halos; in these there may be little else to 
point to a diagnosis beyond a few papules and 
perhaps a burrow or two about the fingers and 
wrists. We scarcely ever see this type of scabies 
except in the out-patient department. It means 
dirt and neglect as a rule. Then there is the pus¬ 
tular type, where the presence of the acarus is 
sufficient to produce pustules. One always sus¬ 
pects isolated pustules about the hands and feet. 
If you look at the pustules carefully you will often 
see a fine black line (burrow) coursing over some 
of them. There are cases of scabies where the 
dominant lesion is the urticarial wheal, and in 
infants bullae are often produced about the hands 
and feet suggestively like the bullous syphilide. 
If you remember these types and varieties you will 
be ready to interpret the complex pictures you 
come across when various lesions are mixed in 
the same individual. Beyond all this, you will 
meet with unusual cases where the cause is hardly 
to be suspected. I remember the case of a young 
adult covered all over with pea-sized bullae: the 
case was diagnosed as an Iodide of Potassium erup¬ 
tion, but proved to be scabies later on. It is easy 


to diagnose scabies as a rule in out-patient depart¬ 
ments, but in private, amongst clean people, you 
may have considerable difficulty; the evidence 
may be very slight, scarcely half a dozen ill-defined 
lesions on the body; remember that well-washed 
burrows are hardly recognisable, and one often 
rubs ink into a lesion we suppose to be a burrow, 
to, as it were, further develop it. 

One sometimes feels compunction in deciding to 
cover such individuals with an ill-smelling oint¬ 
ment ; unless the patient exploration of the lesions 
leads to the discovery of an acarus, or the history 
is very conclusive. In going into the history, 
remember that scabies is most often caught from 
infected sheets, and not necessarily at home. 

As to treatment. If there is much eczema or 
irritative reaction, one has to proceed cautiously, 
subduing with soothing remedies, and introducing 
such necessarily irritating remedies as Sulphur by 
degrees. We give all our ordinary cases one pre¬ 
scription : 

& Sulph. Ppt. 

Bals. Peru ... ... aa ?>ss 

Adipis. ad 5 j 

M. Ft. unguent. 

We give enough for three applications over the 
entire surface, with directions that each application 
is to remain on for twenty-four hours, then to be 
washed off with soft soap, of course, not omitting 
necessary instructions as to disinfection. The 
patients are generally well at the end of the 
week; now and then a further application may 
be necessary. 

This ointment is not very irritating; it contains 
one fourth the quantity of the Pharmacopoeal 
Sulphur ointment, but the addition of the Balsam 
of Peru makes it efficient. The ointment of the 
B. P. is the one usually sold by chemists for the 
treatment of scabies, and I suppose is partly 
responsible for the dry branny eczema (sulphur 
eczema) which one so often sees amongst out¬ 
patients and others who treat themselves. 


Tinea Barbae. 

This patient first presented himself with about a 
dozen deep red inflammatory tubercles under the 
chin. They were smooth, somewhat elastic to the 
touch, and about the size of haricot beans. Although 
the beard had grown for some days the hairs showed 
nothing suggestive in themselves; there was, how¬ 
ever, partial baldness in the region affected. There 
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was no superficial suppuration (pustulation) round 
the hairs. The submental glands were infiltrated, 
andr added to the lumpy feel of the part 

The suggestiveness of the situation and the 
somewhat rapid development of the affection made 
us extract some of the hairs over the tubercles, and 
the diagnosis was almost made clear by the ease 
and painlessness of the operation. Microscopical 
examination showed the usual appearances of 
fungous disease of the hair. 

We told the patient to pull out the hairs growing 
from the affected tubercles, and we gave him a 
rather strong Lead lotion (Liq. Pbi. Fort., 1-16) to 
dab freely over the part. He comes to-day (after 
a week’s treatment) with a few dusky red, flat bald 
patches, nearly all the infiltration subsided from the 
skin, but the glands still somewhat indurated. We 
cannot find a single hair for demonstration. He 
assures us that he has epilated very freely. Some¬ 
times these energetic patients overdo the epilation, 
giving rise to an increase of swelling through the 
traumatic inflammation set up by tearing out un¬ 
affected hairs. Remember that in fungous disease 
of the beard, the affected hairs either come away 
easily, from their suppurating follicles, in which 
case they come out whole, with the bulb bathed 
in pus, or if they are rotten with fungus they break 
awav close beneath the surface. 

We give the patient Oleate of Mercury 5 per 
cent, to apply to the part, but I do not anticipate 
that he will have much trouble, as this seems 
to be one of those cases analogous to kerion of 
the scalp, where the violence of the inflammation 
set up in the follicle either destroys the fungus or 
causes a rapid defluvium. We can hardly doubt 
that if he had presented himself a few days later, 
there would have been the more usual signs of 
tinea, namely, folliculitis with pustulation, and we 
can easily imagine how such a condition, coupled 
with the marked infiltration, might have led on to 
the typical sycotic or fig-like appearance. 

Contrast this case with one we saw the other 
day, where there were only a few desquamating 
patches in the beard region—no naked eye signs 
in the hair, scarcely any active inflammation, and 
that of a quite superficial character: a few patches 
of eczema, in fact. I should have overlooked the 
true nature of this case but for the patchy, and in 
one instance the somewhat marginate character of 
the eruption. We thought it as well to examine 
one or two hairs, and were rewarded by finding 
itmgus. Hence in ear.y fungous disease the appear¬ 


ances may be very meagre, and it is a good plan to 
get into the habit of examining for fungus in all 
cases where there is the least doubt, and especially 
where the patients are not self-shavers. The fungus 
is really not difficult to find, but a little prolonged 
soaking in Liquor Potass© may be necessary in 
dark or black hairs. 

One word about the fungus. A French observer, 
M. Sabourand, has lately demonstrated that there 
are two varieties of Trichophyton: 

(1) T. microsperon, causing 60 per cent, of 
Ringworm of the Scalp. 

(2) T. macrosperon, sometimes causing Ring¬ 
worm of the Scalp, but invariably causing Ring¬ 
worm of the Beard. 


Lichen Planus. 

The patient, a strong healthy man, a gardener 
from the country, came originally with typical 
lichen planus distributed over the trunk and 
limbs. When the eruption, as in this case, 
presents the well-known modelled papules, flat- 
topped, shiny, and umbilicated, grouped or running 
together in lines, it is easily recognised, without 
asking questions. When the papules are more 
sparsely scattered the 44 great imitator*’ syphilis 
may occasionally simulate it, especially when only 
limited areas are observed. See your patients all 
over, and difficulty will probably vanish. Any 
papular syphilide simulating lichen planus would 
be of an early secondary character, showing a 
tendency in places to pol) morphism, and the 
usual concomitants of recent syphilis. Itching is 
almost always a prominent symptom of lichen 
planus, and the disturbed nights occasioned by it 
give the worn and dragged appearance often seen 
in patients, especially females. Otherwise, we find 
it like psoriasis, often attacking the apparently 
healthy and strong. 

In our patient the eruption when first seen was 
angry looking, and had a 44 full out ” look—possibly 
scratching may have contributed to this, for it 
itched intolerably. We proceeded on the assump¬ 
tion that he had taken Arsenic, and we gave him full 
doses of Citrate of Potash, with Liquor Strychniae, 
at the same time ordering a strong Lead lotion 
(Liq. Pbi. Fort. 1-16) to be dabbed freely on. 
I have heard a patient say that such a lotion 
44 seemed to kill the eruption." He was much 
better when next seen, and Tar Oil was suggested 
( 01 . Cadini Ifijcx, Ol. Oliv© 5j) to be gently 
rubbed in at night. The patient comes to-day, after 
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about a month’s treatment, practically well, but with 
a very definite pigmentation corresponding to what 
was the seat of each papule. One cannot boast 
of a large experience in the treatment of lichen 
planus, as it is somewhat rare; but I have satisfied 
myself that this disease is sometimes made worse 
by Arsenic (a favourite remedy with many); I 
could instance two or three cases where the 
eruption, although severe whilst Arsenic was being 
taken, has yielded readily to such treatment as 
that suggested, combined with the application of 
soothing remedies at first, and, later, Tar or 
Mercury in a mild form. We saw a case the other 
day bearing on this point. A patient was brought 
by a medical man to the hospital with a patch of 
chronically inflamed skin on the shin. The patch 
was definitely raised, lumpy and scaly, brownish 
red in colour, and intensely itchy. We expressed 
the opinion that it was one of the cases now 
generally recognised as hypertrophic lichen planus; 
the case resisted treatment, and we made an 
experiment with Arsenic. The patient came 
the other day, after taking it for some time, with 
well-marked lichen planus cropping up in the 
neighbourhood of the original patch, and else¬ 
where on the body. We are at once reminded 
of the phenomenon often seen when we give 
Arsenic in psoriasis, namely, the acute outbreak of 
papular psoriasis which occurs as the patients get 
under the influence of the drug. Such a fact, 
having to do with the influence of Arsenic, is 
interesting in connection with the theory of re¬ 
lationship which has been held by some to exist 
between lichen planus and psoriasis. 


THERAPEUTICAL NOTES AND FORMULAS. 


Duboisine in Maniacal Excitement and 
Paralysis Agitans. —Dr. Frederick Peterson, in 
a recent paper on the treatment of the insane, 
speaks of the advantage of administering Sulphate 
of Duboisine to quiet maniacal excitement, and 
believes it preferable to Hyoscyamine. Professor 
E. Mendel, of Berlin, recommends it in paralysis 
agitans to quiet the trembling. It is administered 
hypodermically, in doses of one three-hundredth 
to one two-hundredth of a grain; its effects last 
from three to five hours, and it is less toxic and 
more efficacious than Hyoscine. 

{N. Y. Medical Journal.) 


Milk as a Dressing for Burns.— A French 
physician has obtained good results in dressing 
burns with milk. Compresses are soaked with 
milk and laid on the burn, to be renewed night and 
morning. An extensive burn on the leg was 
healed in this manner. Two days reduced it in 
size from fourteen to seven centimetres; at the 
end of three days it measured but two centimetres 
and a half in diameter. Another burn, which had 
been treated for eight days with Olive Oil and 
Oxide of Zinc, healed rapidly under a simple milk 
dressing.—( Bulletin Medical,) 


Salol in Dysentery: 

R Salol ... ... ... grxxx 

Olei Ricini ... ... 3 »i 

Sodi Bicarb. ... ... gr.xl 

Mucilag. Acac. ... ;,i 

Aqua Chloroformi ad 5 v ih 
M. One ounce to be given every three hours. 
The taste of Castor Oil may be removed by a 
drop of Cinnamon or Eucalyptus Oil. 

{Ind. Med . Rec.) 


For Yomiting of Pregnancy: 

R Cocain. Muriat. ... grs.vj 

Cerii Oxalat. grs.xxiY 

Glycerin i 

Aq. Lauro-ceras. ... aa 3iij 

Aq. Destillat. Jiij 

M. Ft. mist. Sig. One tablespoon ful to be 
taken occasionally. 

{Coll, and Clin. Record.) 


For Comedones: 

R Sol. Hydrogen Peroxid. 3 j 

Vasdini . 3 j 

Lanolini . 5 j 

Acid. Acet. 3 j 

M. Ft. unguent. To be applied daily. 

(Unna, Med. World.) 


For Gastralgia: 

R 


M. 


Tr. Capsid 

... 3 'j 

Tr. Cannabis Ind. 

3ss 

Tr. Opii. 


Spt. Chloroform. 

-. aa 5j 

Spt. Lavendulae 

... ad Jiv 


Sig. One teaspoonful every thirty 
minutes until relief is obtained. 
(Hare, Med. and Surg. Rep.) 
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Gentlemen, —When your Secretary asked me 
to give a clinical lecture in this course, I assumed, 
rather too hastily perhaps, that it was to be a 
lecture delivered away from the bedsides of the 
patients. J. now understand this is optional. It 
might have been more interesting had I given it 
in the wards; but, when asked to give an address of 
this kind, I had a subject ready which we could not 
well have illustrated there—one which gave me 
a great deal of trouble in the course of years, one 
which was exceedingly obscure and difficult to me, 
not only when I began practice, but for many years 
afterwards, and is even so still. I thought that it 
would be a great help to those who, having ex¬ 
perience in their profession, are nevertheless 
anxious to work out some of the more difficult 
problems that we have to encounter, if I took 
such a subject and showed where my own diffi¬ 
culties lay, doing so with no intention of teaching 
them, except in so far as all colloquy of this kind 
teaches. While I speak you will recall similar 
cases in your own experience where you met with 
similar difficulties, and the comparison of these 
with those may not be without advantage to 
you. 

The subject which I have chosen is that of the 
abscess sometimes called sub-phrenic, and some¬ 
times sub-diaphragmatic. It matters little which 
term is used. The chief objection to the use of 
the term “ sub-phrenic,” is, I suppose, the objection 
to the conjunction of two words respectively 
Greek and Latin—“ hypo-phrenic ” might be 
better. Everyone who hears me now, however, 
will understand the condition which is referred to 
in the use of these terms, and will recall to mind 
cases in the course of practice in which pus 
Yql. IL, No. 6. 


collected under the diaphragm; a condition ex¬ 
ceedingly obscure in its symptoms, and exceedingly 
difficult in its treatment. 

There are a great many cases of this kind : sub- 
phrenic abscess is, I think, by no means uncommon. 
It arises from many different causes; and when it 
springs up, it often does so under circumstances 
of great difficulty and obscurity. Yet the text¬ 
books do not, as a rule, give a chapter to the 
discussion of this malady, as, I think, we may 
very fairly call it; being, as a malady, as definite a 
process as are many other maladies which are 
dealt with formally. I have turned to the volumes 
on my own shelves to see whether I could find, either 
in the tables of contents or indexes, any formal refer¬ 
ence to these great collections of pus. However, 
not even in the latest editions of Fagge and Osier 
could I find a chapter on the subject. Yet, I 
repeat, the event is not uncommon, and very in¬ 
sufficient attention has been given to it considering 
the exceeding difficulty of the treatment and the 
obscurity of the symptoms; your fellow prac¬ 
titioners will be able to tell you of cases they 
have seen and dealt with, which gave them great 
anxiety, and, as a rule, ended fatally. 

I think one reason of this neglect,—as I venture 
to call it—has been the divorce of the work of 
the surgeon and of the physician. That I con¬ 
sider a very great misfortune in our profession. 
I do not say it can be avoided. I honestly 
believe that very few men’s brains are big enough 
to deal with midwifery, medicine and surgery 
together, on what we may call the scientific level. 
They may have a fair average, superficial or 
general knowledge of them; but to get to the 
front, or near the front, of any one of these 
three departments of knowledge, is enough for 
most people. Still, I think we are far too much 
given to confining ourselves each to his own 
place; and it is unfortunate that we have so very 
strict a division between surgery and medicine. 
At Cambridge, indeed, we have the surgery and 
the medicine examinations at entirely different 
times, so that men think these are very widely 
separate subjects; whereas, up to the time of 
qualification, at any rate, we ought to ensure 
that they study both concurrently. It is this 
divorce, then, which I think has led to the neglect 
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of sub-phrenic abscess in our text-books, and in I fancy that a closer pathology will cut the 
practice also. class of idiopathic cases down almost to nothing. 


Idiopathic Sub-phrenic Abscess . 

I shall first take those cases which might be 
assumed to be “ idiopathic .” I do not know that 
the word “idiopathic” has any very definite 
meaning, but I hope you will gather what I intend 
to signify by my use of the term. It is doubtful 
whether any case of sub-phrenic abscess is “ idio¬ 
pathic”:—by which I mean, occurring without 
any definite previous lesion of a neighbouring 
organ—some perforation or damage. I am disposed 
to think that pus may collect, say in the cavity of 
the lesser omentum, or in such a case as I shall 
presently describe, as it may collect in the pleura; 
that pus beneath the diaphragm may be as idio¬ 
pathic as pus in the pleura: this, however, must be 
very rare. I have seen, I believe, two cases in 
which the most careful post-mortem examination 
failed to discover any more obvious cause than 
you may find in an ordinary empyema. An arti¬ 
ficial sac, formed by adhesions, enclosing pus was 
found in one case; but as for any perforation, gall¬ 
stone, or lesion of any sort or kind to give rise to 
it we found none; and, I am bound to say that 
the post-mortem was very carefully made. The 
second case occurred in the practice of Mr. Carter, 
of Chapel Allerton. This patient was seen also 
by Mr. Teale and myself. An autopsy was made 
by Mr. Ernest Carter and Mr. Hartley, who failed 
to find any local lesion to account for the sub- 
phrenic abscess. Of cases which have been re¬ 
garded as idiopathic, from observation at the bed¬ 
side only, I will say nothing, for obvious reasons. 
However, there are cases in which one cannot 
find or recognise any previous lesion, although 
there is pus in the cavity under the diaphragm. 
Still, these cases are very few; and probably, as 
pathology proceeds, they will become fewer and 
fewer until so-called “ idiopathic ” cases disappear. 
My former colleague, Mr. Mayo Robson, told me 
of an instance which he thought might help to 
interpret some “idiopathic” cases—one in which 
he made a careful post-mortem himself. He was 
led merely to surmise,—a very reasonable surmise, 
certainly,—that the case had originated in a pan¬ 
creatic cyst. Such a cyst it might be very easy, 
of course, to overlook. In the post-mortem which 
I made myself, I am quite ready to believe that 
such a thing might have existed and escaped ob¬ 
servation. 


Secondary Sub-diaphragmatic Abscesses . 

We will now go on to cases where the abscess 
is not primary, but secondary . 

Secondary abscesses I would venture to divide 
into 

(1) The continuous , and 

(2) The discontinuous . 

In a certain number—a tolerably substantial 
fraction—of cases of secondary sub-phrenic abscess, 
there is no direct connection with the primary 
lesion. There is, for instance, no ulcerated gall- 
duct, no ulcerated stomach, no hepatic abscess, no 
hydatid,—nothing actually about the spot to set 
the thing agoing; but there is a source of infection 
elsewhere. I think I am justified in saying that in 
two cases of my own in which we found co-existing 
perityphlitis and sub-diaphragmatic abscess there 
was, I was going to say, no physical connection; 
that is to say there was no boring, no sinus, no 
direct communication between the one and the 
other. I do not doubt that the sub-phrenic abscess 
had arisen as a consequence of the perityphlitic 
mischief, but not by way of direct communication. 
You are all familiar with the fact that a secondary 
abscess—a secondary source or focus of infection— 
may arise in this way without a sinus or such 
direct communication between the one and the 
other. Therefore, I think we may fairly make a 
distinction, which is also a useful clinical one, 
between the secondary abscesses which are 
continuous and those which are discontinuous, ue . 9 
which have no direct continuity with the primary 
source of infection. 


Continuous Secondary Sub-phrenic Abscesses . 

Let us take those which are continuous first, as 
being the simplest. Without making any references 
(having had on account of our recent examinations 
no time to look the matter up), I have jotted down 
some cases which have occurred to myself, or have 
come more or less closely under my notice in the 
practice of my friends. I have put them down 
under the following heads as cases of sub-diaphrag¬ 
matic abscesses which were continuous with the 
primary lesioa 

(a) Cases due to gastric and duodenal ulcers. 
Gastric ulcers are to blame in a very large fraction 
of cases, indeed, I should almost venture to say, in 
the majority. Duodenal ulcers, of course, are rare; 
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and, so far as my experience goes, I may dismiss 
them by saying that I do not think they give rise 
to sub-diaphragmatic abscess. I put them down 
because I thought I ought to include the result as 
possible. I have not seen a case; but I dare say 
there may be such cases scattered about in the 
literature of the subject. You may, certainly, put 
this cause down as a very rare one, for of those 
duodenal ulcers which perforate,—the majority 
open into the pancreatico-duodenal artery, and the 
others are acute and open into the peritoneal cavity 
without previous adhesion. 

Then we have (b) Gall-stones. One may 
yet hesitate to put down gastric ulcers as 
the most common cause of sub-phrenic abscess, 
because, I think, in my own experience, mischief 
of one kind or another about the gall-ducts has 
been, perhaps, commoner. My friend Dr. Lee 
Dickinson, and Dr. Penrose, in publishing a 
number of cases of sub-diaphragmatic abscess, 
point out, however, that gastric ulcer is found 
statistically to be the commonest cause. 

Next, perhaps, comes {c) Abscess of the liver, 
abscess from any cause. It has not happened 
to me to see sub-phrenic abscess associated 
with pyaemic abscess of the liver, though one 
would think of the connection as a probable one. 
I do not, however, remember coming across a case 
of sub-phrenic abscess as part of a group of scattered 
pyaemic deposits. As a single event occurring 
with perityphlitic or hepatic abscess, I see it, but 
not with scattered abscesses. Following abscesses 
of the liver of one kind or another, however, one 
sees a large number. 

I might almost include under this last head 
(d) Hydatids; because hydatids only cause sup¬ 
puration under the diaphragm when they have 
first caused suppuration around themselves. A 
hydatid may cause suppuration around itself, and 
this may be followed by distension, and by in¬ 
filtration ; it thus may make its way, and establish 
an artificial cavity under the diaphragm. This is 
common. The hydatid is not always in the liver. 
I have occasionally, however, been tempted to 
think that a hydatid outside the liver was originally 
in the liver; and regarded a hydatid found in the 
gastric region as an ectopic gestation. Originally 
established in the liver, somewhere near the surface, 
a hydatid may have ulcerated its way out and 
established itself in the tissue around it. A certain 
case put this notion into my head. A hydatid was 
found lying free in the epigastric region under the 


diaphragm, with pus all round about it; and I 
formed a strong impression that it had escaped 
while much smaller in size from a superficial part 
of the liver. 

(e) Primary abscess of the spleen is, of course, 
uncommon, but if it does occur it would be likely 
to cause sub-phrenic abscess. Splenic abscess, as 
commonly found in these cases, is, however, 
secondary; the ragged, ulcerated spleen being, 
almost always, not the cause, but a consequence. 

(/) Perinephritic abscess is said by some to be a 
known cause of sub-diaphragmatic abscess; I have 
never seen such a case. Perinephritic abscess, in 
my own experience, has taken a course so entirely 
retroperitoneal that of my own accord I should 
not put it down as a cause of sub-phrenic abscess. 
Still, it is, no doubt, likely to be; and in the 
literature of the subject it may be found. 

I have the same thing to say as regards 
( g) spinal caries. I have never come across a 
typical case of sub-phrenic abscess from caries of 
the spine. Yet one would think it must be a 
common cause; here again, I think, the pus 
generally moves in retroperitoneal directions. 

Mr. Mayo Robson has told me of a case in 
which (h) the ovary was the cause. In this he 
punctured the eighth interspace, then, having 
sutured the pleura, he incised the diaphragm 
and opened into the abscess with comparative 
ease; the patient died in the course of ten days, 
but not in consequence of the operation. 

Then there is the comparatively common cause 
of (1) perityphlitis. Although perinephritis has 
not occurred in my experience as a cause of this 
disease, perityphlitis certainly has. This, again, 
may be merely a personal accident; but it so 
happens that I have several times seen sub- 
phrenic abscess arising from perityphlitis. I 
cannot say from post-mortem evidence whether 
it is usually continuous or discontinuous. In one 
case, certainly, as I have already said, there was 
no direct continuity, although there was no doubt 
of the mediate causation. Perityphlitis is one of 
the rarer causes, but it is one which everyone, in 
the course of his life, may meet with. 

Then there are (j) bowel perforations, which 
are of all sorts. Foreign bodies may find their 
way through the wall. In a case recently re¬ 
corded a hair-pin had thus made its way into the 
sub-phrenic region and caused abscess there. One 
may easily understand how such cases may arise it* 


various ways. 

Digitized by 


Google 



84 The Clinioal Journal.] DR. ALLBUTT—SUB-DIAPHRAGMATIO ABSCESS. 


[June 7 , 1893 . 


Such is my extempore list: it has many gaps, I 
have no doubt; but it represents my own experi¬ 
ence of the causation of sub-phrenic abscess. We 
might almost say that anything which causes a 
collection of pus in the abdominal cavity may set 
up a secondary abscess under the diaphragm. 

Discontinuous Secondary Sub-phrenic Abscess . 

I do not think I need say much about discon¬ 
tinuous secondary abscesses,—abscesses secondary 
to pus-collections elsewhere but not continuous 
with them. I must, however, refer to such a pos¬ 
sibility. For instance: On making an opening 
in [the neighbourhood of the diaphragm, above 
or below, and finding your way into a collection 
of pus there, you may say to yourself: “ This pus 
is not faecal; therefore there is no connection with 
any ulceration into the bowel.” I think that this 
reasoning may contain a fallacy, for the collection 
may be secondary, but yet entirely shut off, or 
shut off so far as grosser connection is concerned, 
from the primary seat of the trouble. 

As I speak another consideration forces itself 
upon my attention, namely, that the colon is rarely 
implicated in these cases. The pus is often, in¬ 
deed, offensive from lying near the colon, but the 
colon itself is rarely the primary cause of the mis¬ 
chief. I do not recall any case, except, of course, 
by way of dysentery and abscess of the liver, in 
which mischief of the colon itself was the cause of 
a collection of pus under the diaphragm; this, at 
first sight, seems rather strange. 

Where does the pus generally lie f The boundaries 
of a sub-phrenic cavity are, even a priori , tolerably 
easy to suggest; and it is formed very much where 
you would expect it to be, modified, of course, by 
false membranes and adhesions of one kind or 
another. The liver is practically always one of 
the boundaries below the abscess—more or less 
below it—unless the liver has got twisted or turned 
in some peculiar way. The diaphragm , again, 
unless the circumstances are very peculiar, forms 
by its arch the upper wall of the collection. There 
is then, as obviously, the abdominal wall in front, 
or, if not the abdominal wall, an adherent omentum, 
or some other structure which one may regard for 
the moment as a part of the abdominal wall. The 
pancreas lying back in the smaller peritoneal 
cavity, is very likely to be involved in the walls of 
the abscess, though, of course, not necessarily so. 
There may be false membranes and adhesions 
preventing it. The foramen of Winslow is usually, 


of course, closed directly or indirectly; but Dr. 
Edwards, in a recent graduation thesis read before 
me, told me of a case in the Middlesex Hospital 
records for 1887, in which pus formed in a loculus 
around the pylorus, thence found its way by the 
foramen of Winslow into the lesser peritoneal cavity, 
where it lay free of all adhesion. The stomach 
is very commonly so adherent as to form part of 
the boundary. The cardiac end is especially likely, 
of course, to form one of the boundaries of the 
abscess. The pyloric end, too, is very commonly 
adherent to, and included in the wall, but as many 
of the cases take their rise in ulceration of the 
stomach we find the result of chronic inflammation 
so tying the parts down and together, that one 
cannot predict precisely what the boundaries will 
be. The spleen , too, I should have mentioned, as 
often entering into the walls of the cavity; it is 
often ulcerated, and the seat of pus, this being, as 
I have said, generally secondary. 

The chief feature of the cavity, however, is its 
exceeding irregularity; and here is our main 
difficulty. We have to deal with the results, very 
commonly, of previous chronic inflammation causing 
adhesions of so irregular and unexpected a kind 
that when operating we cannot foresee where these 
adhesions may be. Then there are fasciae or quasi¬ 
fasciae,—things which you may put down under the 
name of fasciae for the time being,—forming walls 
and pockets. In fact, on the dimensions, position 
and anfractuosities of the cavity you cannot calcu¬ 
late : upon one thing only can you calculate, 
namely, that it will be an anfractuous cavity,—one 
broken up into sections. You cannot tell exactly 
where the pockets may be, but of one thing, unfor¬ 
tunately, you may be sure,—they will lie deep 
backwards. That is the worst of the matter. By 
some it is said this position lies deep because, when 
the original lesion comes on—the perforation for 
instance—the person is in bed, and the extravasated 
matters fall backwards towards the spine. I do not 
think we can attach very much weight to this 
explanation. A large number of cases, indeed, do 
not occur in that way. In my experience the 
majority of patients have felt the initial pang while 
going about; there was sudden seizure of sharp 
pain in the hepatic or gastric region, perforation 
having taken place there. Whatever be the cause 
the pus does tend to lie backwards, and to form 
deep pockets towards the posterior portion of the 
sac or sacs. 

If now we follow the course of a cavity of this 
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kind (keeping still to pathology), what does such 
a collection do? Well, in some lucky cases, it 
may find a satisfactory exit. I cannot say that many 
cases of diaphragmatic abscess that I have attended 
myself have been fortunate enough to make a 
happy exit. But many people have come to me, 
and to others, with a story of such collections of 
pus which have found their way into one channel 
or another, so that they were able to go about with 
a more or less perfectly healed fistula, and seek 
advice for it or other things. I venture to think 
these happy exits are rare, nevertheless. I remember 
one case which, to all appearance, ended in com¬ 
plete recovery. I first saw the case and could make 
little of it. When it was afterwards seen it had 
burst in the genital direction, I think by the vagina, 
and got away; the patient quickly and entirely re¬ 
covered. But such an end to a sub-phrenic abscess 
is exceedingly rare. If a sub-phrenic abscess point 
toward the bowel or attempt to pierce into the 
bowel you have this difficulty—of which I remem¬ 
ber two cases—that on account of the peritoneal 
in fla mm ation a paralytic condition of the bowel is 
set up with symptoms of false obstruction; and to 
a person suffering from advanced sub-diaphragmatic 
abscess, peritonitis round a section of the bowel is 
likely to give the finishing blow before any useful 
channel is made for the escape of the pus. A case 
which I lately read in the “ Lancet” brought to my 
mind another case of a lady who came to me with 
sub-phrenic abscess, from which a fistula had opened 
through the diaphragm, the pus escaping from the 
mouth—by way of the bronchi, no doubt. She 
also had a connection of some kind between the 
abscess and the genito-urinary system, apparently 
the bladder. She had, therefore, a fistula from the 
mouth to the urethra. I do not think such cases 
are exceedingly uncommon. In my case the fistula 
never healed during the three or four years I had 
the patient under observation. She had pus in 
the urine continually, and also expectorated pus. 

So much for fistula in the direction of the large 
bowel and the genito-urinary system. We come 
now to what is perhaps a more common, more 
immediate, and more important connection, namely, 
with the pleural cavities. A large proportion of 
cases of sub-phrenic abscess make themselves 
known, I think, as pleurisies and empyemas. Why 
pus lying on the top of the diaphragm, and having 
gravity in its favour, should not work its way down¬ 
wards through the diaphragm into the sub-phrenic 
cavity more frequently than it does (I suppose 


sometimes it does so), I do not know; certainly, on 
the other hand, pus under the diaphragm, in the 
sub-phrenic cavity, very commonly works its way 
upwards through the diaphragm into the pleural 
cavity or cavities, pericardium or mediastinum. 
How it does this is another story. 

We will first deal with sub-phrenic abscess 
making its way into the mediastinum. The other 
day Professor Alexander Macalister assisted me to 
investigate a point in connection with this subject. 
In several preparations in the dissecting-room we 
examined the region about the pillars of the dia¬ 
phragm, and especially the channel by which the 
aorta and the oesophagus find their way through 
the diaphragm. We found that in some of these 
cases there was a certain density of packing between 
the structures in that channel; but that in a number 
of bodies there was almost no provision against the 
passage of fluids under pressure from the sub- 
diaphragmatic cavity up through the diaphragm in 
front of the spine. Professor Macalister informed 
me that in many bodies you may readily push the 
handle of a scalpel up through the channel by 
which the aorta and oesophagus descend. There 
is in many cases no muscular tissue between the 
pillars, and the areolar tissue may be very scanty 
and easily broken down by the pressure of the 
handle of the knife. Why more trouble does not 
come by way of that channel I do not know, for 
that channel leads into the mediastinum; and fluid 
finding its way thither is a very much worse thing 
than if it found its way into one pleural cavity. 

Again, in a large number of cases, surgeons who 
have operated upon empyemas have, by passage 
of the finger, detected a fistulous opening between 
the pleural cavity and a sub-diaphragmatic abscess 
below. Mr. Teale, Mr. Jessop and Mr. Robson have 
severally told me that in these operations they have 
thus actually felt an orifice between the two cavi¬ 
ties. But it is not necessary that there should 
be any such patent orifice. I have two or three 
autopsies present to my recollection, in which the 
diaphragm was simply rotten and infiltrated by 
pus without any definite hole in it. In septic 
abscess you have often to suppose Reckling¬ 
hausen’s lymph channels between the two cavities 
to be the cause of the transfer of the poison from 
the parts below to the parts above the diaphragm. 

I think, however, there often is a definite sinus, 
and, perhaps, more commonly still, a rotten, infil¬ 
trated state of the diaphragm lying between the 
two cavities; so that the pus may be said to be 
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transferred bodily from the one to the other. I 
cannot say anything accurately about the effects 
of negative pressure in the chest, but this may 
well cause suction, and so help the pus to find 
its way upwards. 

Diagnosis. How are we to diagnose sub-phrenic 
abscess ? No cases are more difficult. It is airily 
asserted in books that you may diagnose them by the 
history. I do not think the matter so easy: these 
cases are very difficult to interpret. You may, of 
course, have an obvious case enough where dulness 
is found at the base of the lungs, and where you 
know you have suppuration in the abdomen; 
in such a case you may assume that pus has 
collected under the diaphragm. Still, I think the 
cases where the history tells the story are rare. 
The pus goes backwards, not forwards; physical 
signs are by no means obvious; and I think the 
cases in which you may judge by the history are a 
very small minority. 

Physical Signs . I shall discuss a few only 
of the physical signs. These may greatly fail 
unless they be thoracic; and for this reason that, 
as I have said, the pus falls to the back of the 
cavity. I have several cases in mind—cases seen 
with me by Sir James Paget, Mr. Teale, Sir William 
Jenner, and other eminent consultants—in which 
we could surmise the presence of sub-phrenic 
abscess, but make no diagnosis; for in these were 
no thoracic symptoms. Many cases of sub-phrenic 
abscess give rise to no physical signs at all. It is 
said that an exopericardial friction sound may 
reveal something of mischief in the neighbour¬ 
hood. I am not clear about the mechanics of 
exopericardial friction sounds ; in any case I think 
this is but slight ground to go upon. So far as the 
thorax is concerned, if there be pyo-pneumothorax, 
the origin of it may or may not be clear. You 
may have the whole of the signs of pyo-pneumo- 
thorax; such as metallic tinkling, bell note, etc., 
and you would ask then, how does such a state 
differ from an ordinary primary pyo-pneumothorax ? 
I think in this way among others that it very rarely 
approaches the summit of the lung. I do not 
remember any case to the contrary. Therefore I 
think that if you met with a history of abscess—I 
mean rigors, etc.—a history of probable pus pre¬ 
ceding, perhaps, any morbid physical signs in the 
chest, and if you believed yourself to have found 
pus in the chest—pyo-pneumothorax—which begun 
at the base and never reached the summit, never 
got further, say, than half-way up the lung, the pro¬ 


bability that it arose below the diaphragm and 
forced its way through, is, I think, very strong—so 
strong as to approach to a certainty. 

It is said that the heart is very much less dis¬ 
placed in these cases than in ordinary pyo-pneumo¬ 
thorax ; the reason alleged being, of course, that 
the pus has free run up and down between the 
chest and the abdomen. On the other hand, 
however, I remember certainly one case of pyo¬ 
pneumothorax, of sub-phrenic origin, in which the 
heart was pushed up into the axillary region, and 
another case in which it was very considerably 
displaced. I do not pretend to have a very clear 
memory of negative cases, but I well remember 
these two in which the heart was seriously and 
even enormously displaced; therefore, we cannot 
take cardiac displacement to be a definite sign 
that the thing is confined to the pleura. It may 
quite well co-exist with a sub-phrenic origin of the 
mischief. 

In many cases, as you know, the base of the 
cavity is occupied by an adherent lung, con¬ 
solidated and infiltrated with pus. 

Another like assertion is nearly always made, 
viz. that the liver is in sub-phrenic abscess dis¬ 
placed downwards, whereas in empyema it is not, 
or is not commonly so, and that if the liver be 
depressed the case must therefore be one of sub- 
phrenic abscess. 

Now I do not think you can rely upon this 
either. It would no doubt be a great help in 
diagnosis to find the liver displaced downward. 
I do not, however, remember getting very much 
help from such a sign, and I am certain that 
in many, if not in most cases of sub-phrenic 
abscess the liver occupies its usual position. If 
there be abscess of the liver that is another 
affair, then the thing began in the liver; but 
where the liver itself is not diseased I do not 
think it is subject to much displacement by pus 
about it. 

I may now pass on to cough and expectoration. 
If the abscess originate below the diaphragm 
cough and sputum are probably absent. I re¬ 
member falling in with one or two cases in which 
a hiccoughing cough arose from diaphragmatic ir¬ 
ritation ; but I should say that sub-phrenic abscess 
is not often to be diagnosed by a convulsive cha¬ 
racter of the cough. Cough indeed is often absent 
If there be a fistula through the lung, the sputum 
may partake of the character of the cavity, from 
which it comes. If from the neighbourhood of 
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the colon, it may be malodorous; if from abscess 
of the liver, it would probably have the “ anchovy 
sauce ” appearance described by Budd. 

In respect of pain we are told to expect a history 
of pain in the hypochondriac region. This may 
be; but that pain which has impressed me very 
much in the history of these cases,—and this is a 
point in which history does help one very much— 
is that in looking back upon them—upon a con¬ 
siderable majority of them if we go far enough 
back—we shall find a record of an attack of sudden 
and severe pain in the abdomen. This is in my 
opinion a practical point of great importance. It 
may not have occurred, but still, seeing that very 
few of these cases of sub-phrenic abscess are 
“ idiopathic,” seeing that very few of them are 
u discontinuous,” seeing that the vast majority on 
the contrary are continuous with a perforating 
lesion in some part or organ near,—in the liver, 
bile-duct, stomach, pancreas, duodenum, whatever 
it may be,—seeing that such a lesion nearly always 
arises with pain, we may anticipate what experience 
also tells us, that the signs and symptoms of pus 
following a sudden sharp epigastric or sub- 
epigastric pain indicate sub-phrenic abscess. 

I saw a case at Rotherham about two months 
ago with Dr. Knight and Dr. Garrard, in which the 
symptoms were but symptoms of basic pleurisy. 
On a later visit symptoms of bi-basic pleurisy were 
discovered. This, again, I think, is a very sus¬ 
picious circumstance. If one finds signs of pleu¬ 
ritic effusion at first on one side only; and, before 
this has filled the pleura, while it is still more or 
less basic, mischief arises likewise at the base of 
the other pleura, one should immediately suspect 
that something is at work in the neighbourhood, 
and*that the pleural are secondary troubles. In 
this case and in these circumstances we decided on 
operation, and found pus. The case was supposed 
at first to be one of pleurisy or pleuro-pneumonia, 
resulting from a chill at cricket. Graver suspicions 
were not awakened, nor was the case supposed to be 
one of any grave importance, until a like movement 
sprang up on the other side. All we could do was 
to operate, and see why these disturbances had 
occurred there; and out came stinking pus which 
almost certainly came from the region of the 
colon. I would venture then to put this as an 
important point;—if you find a double basic 
pleurisy, and if on operation you find pus there, 
you should have the gravest suspicion—a convic¬ 
tion in fact—that the pleuritic mischief is secondary 


to some other suppuration, and very probably to 
sub-phrenic abscess. 

Now this patient, again, had had a previous 
sharp and severe pain, of which he had complained 
to Dr. Garrard, who attributed it to a gall-stone, 
and subsequently to the perforative ulceration of a 
gall-stone. The case ended by the pus rising up, 
apparently by the pillars of the diaphragm, so that 
the patient died of suffocation. 

The only remark I shall make about rigors is 
this, namely, that although when distinctly marked 
they may be of great help in diagnosis, yet they 
may be due simply to gall-stone. This I suppose 
everybody knows in a way; but I do not know 
whether everybody quite realises that repeated 
rigors may be simply the result of gall-stone in 
the duct, and this when there is not even pain 
enough to enable the physician to detect the cause. 
The favourable aspect of these phenomena is that 
although the rigors may be violent the patient re¬ 
covers well enough in the intervals. Not very 
long ago Mr. Teale opened the abdomen in such 
a case where repeated rigors led to the conviction 
that there was pus present. On opening the 
cavity, he found everything seemingly normal; 
but, fortunately, on closely examining the gall- 
duct he came upon an impacted gall-stone. I 
think jaundice had not been so marked as to give 
any definite indication of the real cause. Mr. Teale 
did not choose, by incising the gall-duct, to add to 
the risk of the operation, so he needled the calculus 
well, and so left it. In the course of ten days bits 
of the gall-stone were passed and caught, and the 
patient quickly recovered. 

Treatment. Our discussion of treatment is a very 
short business, because we cannot here enter upon 
operative surgery. I think you will gather from what 
I have said that medicine is of little use. It may 
help us to smooth the patient’s path to the grave, but 
it can do nothing to cure the disease. Certainly the 
only hope is in surgery; yet operative interference is 
exceedingly difficult in these cases, as the surgeon 
does not know where to enter. In a case I once 
saw with Sir James Paget we came to the house 
with the intention of operating: we knew there 
was a sub-phrenic abscess; I think perhaps we 
ought to have operated. But I am speaking of 
many years ago. Perhaps, now-a-days, laparotomy 
would have been performed. The patient died 
with repeated rigors and remittent fever; but there 
were no physical signs to guide us. We are bolder 
now than we were then. 
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Still even now the difficulty remains that if you do 
open these abscesses you find deep folds and pockets 
ramifying in various and uncertain directions, the 
drainage of which, is a most difficult matter, in 
whatsoever position you may lay the patient. 
Counter opening can usually be made of course, 
and with better hope of success, and I think,— 
though I speak with great hesitation on a point 
which is not in my own province,—that it is hope¬ 
less to suppose that such devious cavities will ever 
heal up by one opening in the abdominal wall. 
At any rate I never saw such a patient recover 
with that treatment alone. 

A curious point we noticed when, with Prof. 
Macalister, I was investigating the question of the 
possible passage of fluid between the abdomen and 
thorax, was how much of the pleura in the normal 
state does not form actual cavity—how much of it, 
that is, is apposed at the base of the chest. 

A considerable margin of pleura seems never to 
open in respiration and is never separated. Prof. 
Macalister says that this is the case to an extent 
that is not generally supposed. If, therefore, you 
have to open a sub-phrenic abscess from the 
thorax you must go through two layers of pleura 
in apposition, and you will take the usual and 
fitting precautions. 

As to treatment then, all I can say is, that in 
these rather desperate cases I think it will turn out 
to be the best course as a rule to open freely and 
see what you have to deal with, and then treat the 
case as you find it. 


A CLINICAL LECTURE 

ON 

ABDOMINAL HYDATIDS. 

Delivered at Middlesex Hospital, May 24th, 1893, 
By J. BLAND SUTTON, 

Assistant Surgeon to the Hospital. 


Gentlemen, —Any surgeon who devotes serious 
attention to the diagnosis and treatment of ab¬ 
dominal tumours, is sure now and then to meet 
with hydatid cysts growing in sub-peritoneal tissue 
or the omentum. It is important to bear in mind 
that these cysts may be, and often are, confounded 
with all kinds of abdominal tumours, and it is with 
excessive rarity that a correct diagnosis is made, 
except in the case of hepatic hydatids. 


Before discussing these cysts in their clinical 
aspects, it will be necessary to draw your attention 
to the three varieties of hydatid disease as it 
manifests itself in the human species. The com¬ 
monest variety of hydatid cyst is surrounded by a 
firm fibrous capsule in intimate vascular union 
with the adjacent tissues: within this is the true 
hydatid (or mother) cyst, composed of laminated 
membrane of similar colour and consistence to 
boiled macaroni. This membrane, devoid of 
blood vessels, is kept in close apposition with 
the fibrous capsule merely by the pressure of its 
fluid contents: hence, when this fluid is abstracted 
intentionally, or escapes through accidental rup¬ 
ture, the cyst-wall, or hydatid membrane, as it is 
often called, becomes loosened and falls a crumpled 
mass within the fibrous capsule. Projecting 


c D 



a. Fibrous capsule, b. Mother-cyst. c. V ehicle s, 
d. Brood-capsules. e. Kidney. 


Fig. 1 .—An echinococcus colony growing in the sums 
of the kidney. 


from the inner surface of the true cyst will be 
seen racemose clusters of brood-capsules (Fig. 1), 
and, floating in the fluid, a multitude of delicate 
vesicles of various sizes, with walls as translucent 
and almost as tenuous as soap bubbles. Cysts of 
this variety are known as Echinococcus colonics: 
occasionally they attain a great size. I have dealt 
successfully with a colony of this kind projecting 
from the liver, with a capacity of two gallons, and 
containing several thousand vesicles. 

Occasionally hydatid cysts are devoid of vesicles 
and brood-capsules: such cysts are said to be 
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sterile , and their nature is sometimes overlooked, 
but they often attain the size of a pumpkin. 

The rarest variety is the multilocular echinococcus : 
it consists of a large number of very small vesicles, 
but no mother-cyst or fibrous capsule. This 
variety occurs in the shafts of such bones as the 
femur, tibia, and humerus; in the spinal canal, and 
in the liver; when it occurs in this gland, the 
vesicles, often of microscopic dimensions, are em¬ 
bedded in a gelatinous structureless material. The 
minute vesicles of a multilocular echinococcus 



Fig. 2.—Multilocular echinococcus in the shaft of the 
humerus (after Graham). 

rarely present hooklets, and the vesicles themselves 
rarely exceed the dimensions of peas: the majority 
are no bigger than rape-seed. 

Excluding the liver, only two varieties of hydatid 
disease occur in the abdomen, namely, echino¬ 
coccus colonies and sterile hydatid cysts. There 
is one feature in the abdominal distribution of 
hydatids which has been overlooked: I refer to 


their great tendency to develop in the immediate 
neighbourhood of the peritoneum. It has been 
demonstrated again and again that in at least half 
the number of cases the hydatids are situated in 
the liver: this admits of no dispute. When we 
come to localise the remainder, I am of opinion 
that a very large proportion will be found in the 
sub-peritoneal tissue, and in those folds of peri¬ 
toneum known as the omentum, mesentery, meso¬ 
colon, and the like. It is also a fact to bear in 
mind that when hydatids grow in relation with the 
uterus, spleen, and very often in the liver, the cysts 
are situated between the true tissue of the organ 
and its serous covering. It is also curious that 
hydatids have never been found in the ovary, but 
many cases have been observed between the layers 
of the broad ligament and beneath the peritoneal 
investment of the uterus. I am aware that Neisser, 
whose statistics on the distribution of echino¬ 
coccus disease in the body are mentioned by 
almost all subsequent writers on “Hydatids,” 
refers to several cases of echinococcus disease of 
the ovary, but I have looked into the matter with 
the following result:—Of the seven references to 
hydatid cysts of the ovary I found that four were 
published in such inaccessible publications that 
after three hours’ search in the large library of the 
Medico-Chirurgical Society, I could not find them. 
Of the remaining three, one patient had a cyst in 
the spleen, and a cyst probably in the broad liga¬ 
ment; but there was no evidence that it was 
ovarian or even implicated the ovary. Another 
case, reported by Sir Phillip Crampton, was an 
ordinary ovarian adenoma. The third example, 
accredited to Finsen, is simply an indefinite state¬ 
ment without any mention of facts. A primary 
hydatid of the ovary has yet to be demonstrated . 

It is also curious that I have been unable to 
find a record of a case of echinococcus disease of 
the testicle, but the cysts have been observed in 
relation with its tunica vaginalis. This remarkable 
preference of echinococcus cysts for serous mem¬ 
branes comes out strongly in other regions of the 
body. Thus, in the lungs, hydatids are often 
situated immediately beneath the pleura; in the 
brain they prefer the cortex, immediately adjacent 
to the arachnoid, and not infrequently flourish in 
the sub-arachnoid space: this is equally true of 
hydatids in relation with the spinal cord. When 
the number of cases of hydatid-cysts growing in 
relation with the serous membranes of the cranial, 
thoracic, and abdominal cavities is compared with 
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the small number found in bones, muscles and the 
substance of the liver, lung, brain, kidney, etc., 
their predilection for the neighbourhood of a serous 
membrane comes out in a very striking manner. 

There are many things connected with hydatids 
concerning which we are very ignorant. For 
instance, we have no positive knowledge of their 
duration of life, or the rates and limits of their 
growth. We know the size that a given species of 
fish, frog, bird or mammal will attain within certain 
limits, but it is not the case with hydatids; their 
tendency is to progressively increase in size until 
the cyst wall rupture, or the animal dies. Many, 
of course, die prematurely, and the cyst wall 
calcifies; others are killed by accidental violence 
and, not infrequently, pressure-absorption es¬ 
tablishes a communication between the hydatid and 
a hollow viscus which allows the contents to escape: 
or the ingress of air or intestinal gas establishes 
suppuration which destroys the parasite and, not 
infrequently, the host. Hydatid cysts may grow 
so slowly that they have been known to occupy the 
belly six, eight, and even ten years before giving 
rise to troublesome signs, yet in other cases they 
will attain a large and exceedingly inconvenient 
size in the course of a few (12) months. It is not 
uncommon to find fifty or more hydatids lodged 
in the sub-peritoneal tissue, and one of them will 
attain the size of a child’s head, whilst another 
grows to the size of a fist; many of the others 
perhaps scarcely exceed the dimensions of 
pigeon’s eggs. It is also important to remember 
that when a multitude of cysts is present, the cysts 
not only vary in size but present different stages of 
growth and decay; some will be growing actively, 
others will be calcifying and one or more suppurat¬ 
ing ; and further complications will arise from the 
intra-peritoneal rupture of one or more of the 
cysts. 

When a large hydatid ruptures into the peritoneal 
cavity the rapid absorption of the fluid will fre¬ 
quently induce a transient urticaria (hydatid rash). 
When the rupture is due to violence, and is accom¬ 
panied by laceration of a viscus, the shock and 
haemorrhage will sometimes rapidly terminate the 
life of the individual. When a fertile cyst ruptures 
and the patient survives the event, the brood-cap¬ 
sules, dispersed over the belly, engraft themselves 
upon the peritoneum, especially in the pelvic 
region, which, under such conditions, will be found 
covered with minute bodies like coriander seed. 
This dissemination, as far as I know, does not 


complicate the prognosis of the case, for these 
cysts probably never exceed peas in point of size. 

We have now to consider the clinical features of 
abdominal hydatids. Let me tell you that they 
simulate all kinds of tumours found in the belly. 
When the hydatid is large, solitary, and connected 
with the omentum, uterus, or broad ligament, it is 
almost always regarded as an ovarian cyst. When 
multiple, hydatids have been mistaken for uterine 
myomata, scybala in the colon, and even dissemi¬ 
nated cancer. As a rule, in this country, the 
nature of the cases is only realised after an explo¬ 
ratory incision or an exploratory puncture. There 
is only one sign pathognomonic of a hydatid cyst— 
the hydatid fremitus; this is so rarely attainable 
that it is of very little use, and is, so far as my 
observations go, best marked in those cysts con¬ 
cerning which there is least doubt. 

The fact that the hydatid fremitus is unobtain¬ 
able when the cyst is sterile (at least, this is my 
experience) induces me to believe that the fremitus 
is due to the impact of the vesicles against each 
other when the cyst is sharply percussed. It is, 
also, a fact that when the vesicles of an echinococcus 
colony are so tightly packed that the intervening 
spaces are too limited to allow the vesicles to make 
an excursion with percussion, no fremitus is per¬ 
ceived. 

The sterile hydatid, when growing in relation 
with the omentum or beneath the pelvic peri¬ 
toneum, is not only difficult to diagnose, but its 
nature is very apt to be overlooked even when it is 
explored through an abdominal incision. I have 
already mentioned that the great omentum is a 
favourite situation for hydatids, and it occasionally 
happens that a large cyst will grow between its 
layers. After a sterile cyst has attained a large size, 
the mother-cyst not only becomes very thin, but 
degenerates, dies, and becomes converted into a 
gelatinous mass. It is easy to understand that the 
hydatid nature of such a cyst would escape atten¬ 
tion. This is a fact of some importance, because 
several cases have been recorded in which 
surgeons have undertaken operations with the 
impression that they were dealing with large 
ovarian cysts, but, to their great surprise, the cysts 
were lodged between the layers of the great 
omentum. I have read with great care the 
descriptions of these cases, and believe it to be 
quite possible that these apparently anomalous 
cases were sterile hydatid cysts. 

As it is difficult to diagnose abdominal hydatids 
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with certainty from the physical signs, it frequently 
happens that the surgeon opens the abdomen, 
sometimes in doubt, sometimes with an overweening 
confidence as to the condition he will find, when 
he suddenly finds himself confronted with a col¬ 
lection of hydatid cysts. Few things will test his 
surgical courage, skill, and enterprise more than 
these cases. There are three sets of conditions to 
reckon with:— 

1. When the cysts are large and confined to the 

omentum they are usually pedunculated. 

In such cases the treatment is simple: the 
pedicles should be transfixed with thin silk, tied, 
and cut away. 

2. The cysts are sessile. 

It is then necessary to tear or carefully incise 
the capsule so as to expose the mother-cyst; then 
evacuate the fluid and vesicles. The cyst-wall 
will then shell out as easily as a ripe banana 
separates from its rind. 

3. The cyst is large and inflamed: perhaps suppur¬ 

ating. 

In such case the edges of the incision in the 
capsule made for the purpose of evacuating its 
contents, are secured to the edges of the peritoneal 
incision by sutures, the sac drained, and left to 
obliterate by granulation. 

I have successfully adopted all these manoeuvres 
in dealing with abdominal hydatids, and in one 
patient, which some of you doubtless remember, I 
found it necessary to make use of the three 
methods; I ligatured the omental stalks of some 
of the cysts, and removed them entire; some I 
enucleated; and one large cyst which was sup¬ 
purating, I stitched to the abdominal wall, and 
drained. When the cysts are enucleated from 
their capsules, if care be taken to stop all bleeding 
points along the line of incision, then the abdominal 
wound may be closed, as after a simple ovariotomy, 
the empty and flaccid capsules giving no trouble. 

In concluding this lecture let me make the 
following suggestions : Whenever you have to deal 
with an echinococcus cyst, fertile or sterile, always 
enucleate if possible the mother-cyst: the great 
risk patients run from timid operation is due to 
the decomposition of the albuminous tissue com¬ 
posing this cyst-wall. Let me also advise when 
you should be rash enough to tap a cyst in the 
abdomen for diagnostic purposes (this is to my 
mind very pernicious practice), to be prepared to 


at once carry out the more radical operation if it 
should turn out to be an echinococcus cyst. I 
wish surgeons could persuade physicians to abolish 
exploratory punctures with trocars. An incision 
carried out by a careful surgeon involves infinitely 
less risk than a plunge in the dark with a trocar: 
a puncture may do no harm; it often misleads; I 
have rarely seen its use followed by good, and have 
many times seen it produce incalculable harm, 
reminding one of the statement that in Alpine 
regions, a shout has been known to determine the 
descent of an avalanche. 


A LECTURE 

ON 

LINGERING LABOUR. 

Delivered at the London Hospital, May 26th, 1893, by 
G. ERNEST HERMAN, M.B. Lond., F.R.O.P., 
Obstetric Physician to the Hospital. 


Cases of lingering labour were classified by 
Burns,* as follows :— 

First: “the pains may be from the beginning 
weak or few, and the labour may be long of be¬ 
coming brisk.” This is primary uterine inertia , or 
weak uterine action. 

Second: “ the pains during the first stage may 
be sharp and frequent, but not effective, in conse¬ 
quence of which the power of the uterus is worn 
out before the head of the child has fully entered 
into the pelvis, or come into a situation to be ex¬ 
pelled.” This is secondary uterine inertia (Scanzoni), 
temporary passiveness (Braxton Hicks), or uterine 
exhaustion. 

Third: “ the pains during the whole course may 
be strong and brisk, but from some mechanical 
obstacle the delivery may be long prevented, and 
it may even be necessary to have recourse to 
artificial force.” This is obstructed labour. 

In these sentences the common forms of lingering 
labour are clearly defined. The distinction between 
them is of the utmost importance: it is the very 
foundation of sound practice in midwifery. They 
are quite different from one another, and need 
quite different treatment. It is therefore necessary 
to consider them more fully. 

You will notice that the term " uterine inertia 99 

• “ Principles of Midwifery.” 
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has been applied to two conditions, distinguished 
by the prefixes u primary ” and “ secondary ” 
These two conditions are altogether different from 
one another. Let me point out the differences. 

The kinds of uterine inertia about to be 
described are often, indeed usually, associated 
with other complications of labour. But for the 
sake of clearness I assume, in describing them, 
that the labour is in other respects normal. 

Primary uterine inertia , or weak pains . This 
means, that “the pains are from the beginning 
weak and few.” In a natural labour, when the 
soft bag of waters bulges into the os, the pains 
recur at comparatively long intervals, and cause 
but little suffering. When the hard head comes to 
press into and more powerfully stretch open the 
os, a greater reflex effect is produced, and the 
pains become more frequent and stronger. As 
the head descends and dilates, first the vagina, 
then the vulva,—parts more richly supplied with 
sensitive nerves,—the pains follow one another still 
more quickly, and the driving force of each uterine 
contraction is helped by powerful expulsive efforts 
of the diaphragm and the abdominal muscles. In 
a labour lingering solely from primary uterine 
inertia, the course of the pains is as in a normal 
labour; except that the intervals are longer, the 
acceleration of the pains as the labour passes into 
the second stage is less marked: the pains are 
shorter and weaker, and are accompanied by less 
vigorous bearing-down efforts. The advancing 
part of the child is not pressed onwards so power¬ 
fully; and hence many pains produce but small 
progress. 

If the labour be delayed solely by this cause 
there is no obstruction. With each pain the pre¬ 
senting part of the child advances, and when the 
pain goes off it recedes. The caput succedaneum 
is slow in formation. The mother’s pulse is 
regular, and not quickened. The expression of 
her face is not anxious. Put your hand on the 
abdomen, and you will find that between the pains 
the uterus is relaxed, and that if, as is probable, 
the abdominal walls are relaxed also, you can make 
out the outline of the child distinctly. - During a 
pain you will feel the uterus get hard, and rounded 
in shape, and will notice also that the patient 
feebly, if at all, assists the pain by bearing down. 
When at length the child is born the third stage 
goes on in a perfectly satisfactory manner. The 
uterine contractions, which were too weak to 
quickly overcome the resistance of the pelvic floor, 


are quite equal to expelling the placenta and stop¬ 
ping bleeding afterwards. 

Contrast this with secondary uterine inertia . 
Here, in the beginning of labour, the pains follow 
one another as fast, and are quite as strong, as 
usual. The labour goes on well at first. But after 
many hours of vigorous action the uterus gets tired, 
the pains get less frequent and less strong, and at 
length may cease altogether. If the patient is let 
alone she will probably sleep for an hour or two, 
and then the pains will come back with renewed 
vigour. If she is too tired to sleep the pains will 
continue infrequent and weak, or absent altogether 
until she is rested. Dr. John Ramsbotham* re¬ 
lates a case of this kind, in which labour was thus 
suspended for sixty hours, and then uterine action 
was resumed, and labour safely ended. 

The practical difference between these two con¬ 
ditions—primary and secondary uterine inertia—is 
of the highest importance.! They are these:—In 
primary uterine inertia you may with advantage 
help delivery by pulling; by forceps if the head 
present, by the fingers in the groins, or by bringing 
down a leg if the breech present. The pulling should 
be during the pains, not between them: strive to 
help the uterine action, not to replace it In this 
condition acceleration of delivery will save the 
mother protracted pain and prevent exhaustion. 

But in secondary uterine inertia delivery is the 
worst possible practice, because it is certain to be 
followed by dangerous post-partum haemorrhage. 
Passiveness of the uterus is of no consequence 
while the child is within it, and the placenta still 
attached. But it is a most deadly peril when the 
placental sinuses have been laid open. 

In primary uterine inertia Ergot will stimulate 
the uterus, so that instead of short contractions at 
long intervals, a continuous tonic contraction is 
produced In secondary uterine inertia Ergot has 
no effect, because the nervous power of the uterus 
is exhausted If the child is dragged away, and 
the natural consequence—post-partum haemorrhage 
—follows, Ergot is powerless against it. The 


* 41 Observations in Midwifery,” voL L, p. 246. 

t I think it unfortunate that the term uterine inertia 
should have been applied to conditions so different. I 
should prefer to banish the terra, and call one “ weakness of 
pains,” and the other, either by the name given to it by 
Braxton Hicks, viz., ” temporary passiveness of the uterus,” 
or by the more expressive name ot 11 uterine exhaustion ..** 
But, as both these conditions are comprised in text-books of 
repute under the head of uterine inertia, I am obliged to 
retain it, distinguishing the two very opposite conditions by 
the adjectives primary and secondary . 


Digitized by 


Google 



The Clinioal Journal.] 


DB. HERMAN—LINGERING LABOUR. 


[June 7,1893. 93 


right way to treat secondary uterine inertia is by 
giving the patient sleep, and in this condition the 
surest sedative is Opium. Give the patient a grain 
of Opium, or Tftxv of Tr. Opii, and if she is not 
asleep in half an hour repeat the dose.* 

Causes of Weak Pains . We know very little 
about the causes which make the pains weak in 
one woman, strong in another. Weakness of pains 
does not depend upon any condition of ill health 
in the mother that we can identify. In the last 
stage of exhausting diseases labour is often quick 
and easy; and lingering labour from weak pains 
is often seen in women who look robust. Weak¬ 
ness of the pains undoubtedly depends on some 
constitutional peculiarity, for it occurs over and over 
again in successive labours of the same patient. 
Its production is favoured by age and child-bearing, 
for it occurs most often in elderly multiparae. It 
has been said that it runs in families, that it occurs 
in women who early in life have suffered from 
chlorosis; that it is frequent in Europeans who go 
to live in hot countries; but I know of no 
evidence that has been brought forward in support 
of these assertions. Some German writers say 
that it is due to a developmental defect in the 
uterus—a view inconsistent with its comparative 
infrequency in first labours. Another says that it 
is from fatty degeneration, owing to one pregnancy 
following too quickly, but brings forward no 
proof either of the fatty degeneration or the occur¬ 
rence in quickly following pregnancies. In short, 
in a great many cases we cannot assign any reason 
for the weakness of the pains. 

Too much liquor amnii stretches and thins the 
uterine wall, and thus undoubtedly makes the 
pains weak. The contractions being weak the 
bag of membranes is imperfectly pushed into the 
os, and thus the reflex stimulus which should call 
forth contractions is deficient. When the mem¬ 
branes burst, the head may come down on the 
cervix, and fill it, so that a great quantity of fluid 


• The foUowing quotation will show that this is no new 
discovery : “ I therefore advised patience, and ordered her a 
carminative clyster and an opiate draught, with orders to 
repeat the latter six hours alter, in case the first did not 
answer; this was the method which Dr. Chamberlain (the 
most noted practitioner in midwifery in his time in 
England) always pursued where the pains were irregular or 
weak; it being his opinion that forcing medicines did more 
harm than good, which 1 have always found verified in my 
own practice." Giffard, “ Cases in Midwifery," London, 
1734, p. 333. The Dr. Chamberlain referred to was the 
inventor of the forceps. The quotation shows that he not 
only knew the use of his instrument, but when not to 
use it. 


is still retained, and the uterus cannot grasp the 
child, straighten it out and so force on the head. 
In such cases it is an old observation that the 
putting in one blade of the forceps, thus keeping 
open a channel for the escape of liquor amnii, is 
often followed by better uterine action. 

Sometimes the membranes are more firmly 
adherent than usual to the uterus. This will 
prevent the bag of membranes from moving on 
into the os, bulging into and stretching it. This 
normal reflex stimulus being wanting, pains are 
weak. Put in your finger, sweep it round the os, 
and detach the membranes. Then the bag will 
be able to move on and bulge into the os; and 
quicker and stronger pains come on. 

Temporary weakness and slowness of pains 
may be produced by various minor causes. Ful¬ 
ness of the bladder is one. Its effect has been 
attributed to alteration in the shape of the uterus, 
produced by the full bladder; also to the full 
bladder causing bearing-down efforts to be painful. 
The latter explanation seems to me the more satis¬ 
factory ; for it- seems to me more likely that the 
uterus alters the shape of the bladder than the 
bladder that of the uterus. Whatever the explana¬ 
tion, relief to the bladder will do good. This 
reflex effect of a full bladder in its normal position 
is a different thing from the obstruction to labour 
which sometimes is caused by fulness of a displaced 
bladder. In natural labour, the uterus pulls up 
the anterior vaginal wall, and with it the bladder, 
so that this organ is in the abdomen in front of the 
uterus above the pubes, quite out of the way of the 
child. Occasionally, in patients who have suffered 
from cystocele, the full bladder may be found in 
the pelvis in front of the child, obstructing its 
progress, and prevented from rising by its distension, 
presenting part of the child. I have seen this; 
Dr. Lever described several cases. The treatment 
of course is to draw off the urine, and then the 
uterus can pull up the bladder. 

Fulness of the rectum is another cause of tem¬ 
porary weakness of pains. This is usually manifest 
early in labour; for in the second stage, if the 
rectum is full, the descending head squeezes the 
faeces out before it. To avoid this disagreeable 
process, as well as to help the first stage, it is 
desirable always to see that the rectum is cleared 
out early in labour. 

Emotion will sometimes suspend for a time 
| uterine action. The frequency with which the 
I entrance of the accoucheur into the room, to use- 
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a common phrase, “frightens away the pains/' 
will be familiar. 

When we speak of “ weak ” or " strong ” pains, 
we mean weak or strong relatively to the resistance 
that has to be overcome. The pains may be weak, 
but if the child be very small it may be quickly 
bom. The pains may be of quite average strength, 
but the resistance may be greater than usual, 
either from great firmness of the soft parts, or 
from exceptional size of the child. The pains are 
too weak for their work. This is “ relative weak¬ 
ness of pains.” The rapidity of labour depends 
upon the relation between the force and frequency 
of the pains and the resistance they have to 
overcome. As the amount of resistance is very 
variable, and we have no means of measuring it, 
we cannot draw any hard and fast line between 
weak pains and obstructed labour. Theoretically 
a broad line may be drawn. In normal labour, all 
that the uterus has to do is to stretch open the 
soft parts. With a normal pelvis and a foetus of 
average size, the bones offer no resistance whatever 
to delivery. If, this being the condition of pelvis 
and child, the pains are unable to dilate the soft 
parts within the average limit of time, they are 
weak. If the progress of the child is hindered by 
disproportion or malposition or disease, so that 
the resistance is abnormal, and greater force than 
usual is required, then the pains are only relatively 
weak. 

In practice, we cannot draw this distinction so 
clearly. We have no means of measuring the 
amount of resistance, or of dividing that due to 
the bony pelvis from that due to the soft parts. 
In extreme cases, of marked weakness or marked 
obstruction, the differential diagnosis is easy; but 
there are intermediate cases in which labour is 
slow, and it is difficult to say whether the pains 
are absolutely or relatively weak. The diagnosis 
in such cases is not so important as that between 
secondary uterine inertia'and conditions which 
resemble it, as the treatment is the same, viz., to 
assist the weak uterus by pulling. 

Treatment of Weak Pains . So long as the 
liquor amnii is retained, no harm whatever comes 
to mother or child from weakness of the pains. 
Other concomitant troubles may be present: the 
mother may feel sick and be unable to take food, 
or she may be unable to sleep. The relation of 
these troubles to weak pains is more often that of 
cause than of effect. Support the patient’s strength 
by giving liquid food in small quantities, and give 


sedatives to enable her to sleep; but so long as 
the first stage of labour is going on naturally in 
every respect save the weakness of the pains, do 
nothing to hasten it. 

In the second stage of labour, if weakness of the 
pains is the only cause of delay, no serious mis¬ 
chief can come from waiting. Pains too weak to 
dilate the soft parts within the average time cannot 
produce injurious pressure effects. But the pains 
of the second stage cause more suffering and ex¬ 
haust the mother more than those of the first stage; 
and therefore if the second stage is let go on for 
many hours the patient will get very tired. 
Secondary uterine inertia may come on. After a 
sleep pains will return, and the patient be delivered. 
But as it is a safe and easy thing to help weak 
pains by pulling, it is good practice, when the 
pains of the second stage are weak, to save the 
patient fatigue and pain by forceps or by breech 
traction. Instruments have been devised (called 
toco-dynamometers) for accurately measuring the 
strength of the pains. But they are of no practical 
use: for a statement of the amount of' force the 
uterus can exert has no bearing on the length of 
labour unless we know also the resistance it has 
to overcome. The only test of weak pains that we 
have is the rough one of time. The second stage 
is usually over in less than two hours. If then, in 
a labour in which the alternate advance, and re¬ 
cession of the head, and the absence of a great 
caput succedaneum, shows there is no obstruction, 
the second stage is not finished in two hours, you 
may presume that the pains are weak, and give 
help. 

(To be concluded .) 


For Alcoholism: 

R Atropin. Sulphat. ... gr.^ 

Strychniae Sulphat. ... gr.j 
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Quiniae Sulphat. ... gr.xx 
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(Now. Rem.) 
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CLINICAL REMARK8 

ON 

SOME CASES OF CATARACT. 

Delivered in the Out-Patient Department of the Royal 
Westminster Ophthalmic Hospital, May 8th, 1893, 

By H. WORK DODD, F.R.O.S., 
Assistant Surgeon to the Hospital, and to the Royal 
Free Hospital. 


The first case here is that of this elderly man 
who has come complaining of failing vision ex¬ 
tending over some three or four years. He has 
tried spectacles of various sorts, and has been 
unable to find any to suit him. He was placed at 
the usual distance (six metres) from Snellen’s far 
type, and the vision of each eye was tested sepa¬ 
rately ; with his right eye he reads ^—that is, he 
can only read at three metres that which he ought 
to be able to read at sixty metres—with his left eye 
he reads His vision not being improved by the 
trial lenses, the pin-hole diaphragm was then em¬ 
ployed, and he could see no more than before. 
This pin-hole diaphragm is very useful as a means 
for diagnosis in many cases. It consists of a thin 
disc of wood about the size of a penny piece, and 
in its centre there is pierced a very small pin-hole. 
'This pin-hole, when the disc is placed before the 
eye, only admits the central rays of light to the 
yellow spot of the retina, which, as you know, are 
not refracted. If the patient’s defect of vision 
depends upon errors of refraction his sight will 
improve considerably when looking through the 
pin-hole. If his vision does not improve by this 
means, his defect is probably due to something 
else. On looking at the patient’s pupils, which 
were rather small, I saw there that appearance of 
mother-of-pearl whiteness which is so common in 
elderly people, and is due to reflection of light 
from the anterior capsule of the lens. This white¬ 
ness sometimes leads to the diagnosis of cataract 
when no such condition exists. It is therefore 
better not to give vent to such an opinion until 
you have fully dilated the pupil and are able to 
thoroughly search the lens. Drops of Homatropine 
solution were then placed in this man’s conjunc¬ 
tival sacs, and his pupils are now well dilated. If 
you now throw the light from this lamp, by means 
of a lens into the pupil space (oblique illumination) 
you will see coming from the periphery of the lens, 
towards its centre, a large number of greyish striae, 
varying in length and density and situated on both 


surfaces of the lens—here and there collected into 
more or less triangular masses—and appearing to 
come from just behind the dilated iris. 

If the remaining part of this lens were clear this 
would be a fairly typical case of “ Cortical Cataract,” 
but you can see on more exact examination a slight 
clouding in the central part—a condition which is 
better shown in this next case, where the state of 
things is practically reversed. The central part of 
this lens is very opaque, and its periphery has but 
a few scattered striae: without the striae this second 
case would be a good example of u Nuclear Cata¬ 
ract.” In these two cases the cortices and nuclei 
are both affected, and they therefore are called 
“ Mixed Cataracts.” 

Now examine them with your ophthalmoscope at 
a distance, and you will see that the opacities which 
by the oblique illumination looked greyish, are 
now black in colour, being thrown into darkness by 
the rays coming from the fundus to your eye. In 
the second case, by moving the position of your 
mirror you can, here and there, make darkish striae 
appear and disappear. These are known as “ re¬ 
fraction striae,” and appear to be due to changes in 
the lens sufficient to produce alterations in the 
passage of light, but not yet advanced enough to 
cause opacities. These refraction striae may some¬ 
times be seen before any other signs of cataract 
appear. 

I wish now to impress upon you a thing of great 
importance, and that is to always, where possible, 
thoroughly examine the fundus of every cataract 
case that comes to you, so as to be able to guard 
against complications there, such as choroido- 
retinitis, which may seriously affect the course and 
result of any operation which may subsequently be 
attempted. I think it also good to make the 
patient learn the name of any such complication, 
in order that he may be able to speak of it to the 
surgeon who is about to operate upon him—per¬ 
haps years later—when the lens is quite opaque 
and the fundus not to be seen. 

The next case is that of this woman, who is the 
possessor of two good specimens of “ Lamellar 
Cataracts.” The appearance of this is, as you see, 
not unlike the nuclear cataract, but, by the oblique 
illumination, the outer part of the opacity is more 
defined, and the central part is not so dense as in 
the nuclear forms. By the ophthalmoscopic examina¬ 
tion at a distance the red fundus is to be well seen 
around the opacity, which is dark in colour towards 
the periphery, and much lighter in the centre* 
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These lenses have a clear transparent nucleus; 
surrounding this is a layer of opaque material, and 
finally another coat of clear transparent lens matter 
is superimposed. The woman says that she has 
never seen well, and that for fifteen years she has, 
once in the day, used atropine drops, by the use 
of which she can see better to carry on her occupa¬ 
tion of a seamstress. The drops dilate her pupils 
sufficiently to enable her to see round her cataracts, 
which are small. Also to assist this, some five 
years ago she had these iridectomies done on the 
inner sides of both irides. 

The last case I have is rather an interesting one 
of “ Concussion Cataract,” in a boy of 12 years of 
age, who was, some three weeks ago, hit “ bang in 
the eye ” by a stick. When he first came up his 
pupil was widely dilated, as if by a mydriatic, 
which is a fairly common result of a blow, and I 
could find nothing more. A week later he appeared 
again, and on this occasion he had the beginning 
of what you may now see, viz., a badly-shaped star- 
like opacity at the posterior pole of the lens, which 
has been, and is now slowly, increasing in size. 
Probably the force of the blow was sufficient to 
rupture the capsule of the lens at its central and 
posterior part This case is best seen with the 
ophthalmoscope at a distance, though the oblique 
illumination perhaps allows you to appreciate better 
the position of the opacity. 


THERAPEUTICAL NOTES AND FORMULAE. 


On the Advantages of applying Drags by 
Plasters in Skin Affections. —In most diseases 

involving the skin, both constitutional and local treat¬ 
ment it needed in order to effect a cure or improvement. 
Topical remedies may be applied in different forms, 
ana it is often a question whether a powder, a solu¬ 
tion, an ointment, paste or plaster is calculated to afford 
most speedy relief. Plasters possess certain advantages 
which render them appropriate means of dealing with 
some varieties of skin diseases. They are especially 
adapted to the treatment of chronic and localised con¬ 
ditions. In the subaoute and formative stages of some 
maladies they are also of value. 

Plasters are composed of mixtures which are solid at 
ordinary temperatures, but which soften somewhat when 
kept in contact with the skin, to which they closely 
adhere. The medicated material is spread evenly upon 
some fine texture, very fine muslin being usually employed. 

Plasters constitute an efficient protection of the diseased 
area against the atmosphere. Bacilli which float in the 
air are constantly being deposited upon the general 
surface, and some of these micro-organisms need but a 
fitting soil in order to become exciting causes of disease. 
If, therefore, the parts are first thoroughly cleansed by a 
disinfectant solution the application of a plaster is an 


aseptic procedure. It may, furthermore, be made an 
antiseptic dressing by virtue of the materials which it 
contains. This quality not infrequently enables plasters 
to arrest the progress of a beginning inflammation. It 
enables them, moreover, to protect the affected part from 
a secondary or mixed infection. 

A plaster maintains itself constantly in position and, 
consequently, the active medicaments which it contains 
have the most favourable opportunity to demonstrate 
their efficiency. When applied to properly selected 
cases a plaster very seldom excites irritation or aggravates 
the malady by the development of too much heat or by 
confining a discharge. If any fear of such undesirable 
action should arise the dressing may be easily removed 
every day or two and the surface cleansed with oil, 
glycerine, water, soap or alkaline solution. The plaster 
may then be reapplied. On parts in which the morbid 
action is sluggish the dressing may safely be left in place 
for several days or a week. This comparative permanence 
of fixation is an advantage appreciated by both patient 
and physician. 

Plasters can be so accurately adjusted to any spot that 
they are for this reason a cleanly dressing. This is a vir¬ 
tue which every one will appreciate who has seen under¬ 
wear and bed-clothing soiled by the use of lotions or 
ointments. Their cleanliness is an undeniable convenience 
in precisely those chronic oases to which they are, in 
general, most appropriate. The fine back of the dressing 
also guards the surface against friction. 

In consequence of the adhesiveness of plasters they can 
be effectively used upon portions of the body to which 
powders, lotions and ointments cannot be conveniently 
applied or maintained in position. This is the case, for 
instance, with the face, lips, and feet. A dean-backed 
patch of plaster upon the face is certainly a less unsightly 
application than a smear of ointment. An ointment will 
likewise, in most cases, be unpleasant when rubbed upon 
the lip. Again, plasters are particularly beneficial in the 
treatment of fissures They bring the medicament in 
contact with the fissure, and maintain its action continu¬ 
ously as long as needed. They approximate the edges of 
the crack in such a manner as to promote repair. And as 
fissures are, in many instances, due to the nature of the 
patient’s occupation, plasters prevent oontact of water or 
other more excitant fluid with the lesion. Plasters place 
the borders of the tear at rest, and prevent them from 
keeping it open for an indefinite period. 

These applications exert a gentle compression which in 
appropriate cases has a beneficial influence upon the 
capillary circulation of the part. For the same reason 
they stimulate the absorbent vessels to remove morbid 
deposits. 

Finally, plasters exert an influence upon nerve endings, 
and may, therefore, be utilised for the alleviation of 
pain. 

The basis of these preparations, the plaateranass with 
which actively medicinal substances are incorporated, 
consists of 60 parts of india-rubber, 5 parts of honey, and. 
45 parts of soap-plaster. 

(Shoemaker .—-Journal of the American Medical Association). 


Ebbatum.—T he formula for Gastralgia on p. 80 should 
be as follows:— 


For Gastralgia: 

9 Tr. Capsici... 

Tr. Cannabis Ind.. 
Tr. Opii. 

Spt. Chloroform. . 
Spt. Lavendulse 


s 

aa 5j 
ad Sv 


M. Sig. One teaspoonful in a wine-glassful of water- 
every thirty minutes until relief is obtained. 

(Hare, Med, and Surg. Rep.) 


Digitized by 


Google 




THE CLINICAL JOURNAL. 

WEDNESDAY, JUNE 14, 1893. 


A CLINICAL LECTURE 


ON 

RffiCAL IMPACTION 
AND CHRONIC CONSTIPATION. 


Delivered at Guy’s Hospital, February, 1893, 

By W. HALE WHITE, M.D., F.R.O.P., 

Physician to and Lecturer on Materia Medica and Thera¬ 
peutics at the Hospital. 


Gentlemen, —The correct interpretation of 
cases of intestinal obstruction is so important that 
no apology is necessary for inviting you to consider 
two cases at present in Miriam Ward. 

In order that you may see at a glance the chief 
points of each patient’s case we will write them 
up side by side on the blackboard. Thus :— 


Case I ; 

A young woman. 
Always subject to con¬ 
stipation. 

Often takes purgatives. 


Present Illness . 

Bowels not open for a 
week in spite of salts 
and pills. 


Has suffered from slight 
sickness. 

Has lost her appetite. 

On Admission . 

No distress nor abdo¬ 
minal expression. 

Pulse and temperature 
normal. 

Abdomen not distended, 
moves well, and is 
flaccid. 

No tumours to be felt in 
the abdomen. 


Case II 

A young woman. 

Always subject to con¬ 
stipation. 

Often takes purgatives. 

Has had pelvic perito¬ 
nitis. 

Is three months preg¬ 
nant. 

Present Illness . 

Bowels not open for a 
week in spite of ene- 
mata of salts and pills. 

Some pain in the abdo¬ 
men during this week 

Has been sick once. 

Has lost her appetite. 

On Admission . 

No distress nor abdo¬ 
minal expression. 

Pulse and temperature 
normal. 

Abdomen not distended, 
moves well, and is 
flaccid. 

In the left iliac region a 
curved rounded elon¬ 
gated tumour can be 
felt: it lies obliquely. 


Slight tenderness over This tumour is very ten* 
the sigmoid flexure, der, and the patient 
where also there is complains of pain in it. 
slight pain. 

The rectum is full of The rectum is full of 
faeces. faeces. 

The tongue is furred. The tongue is furred. 

The breath is foul. The breath is foul. 


Now it is so easy to make mistakes in cases of 
intestinal obstruction, that you ought always when 
you are brought face to face with a patient suffering 
from it, to go over in your mind all the possible 
causes, before arriving at a diagnosis. The causes 
can either be arranged on an anatomical basis, 
according to the nature of the obstruction, or they 
can be arranged in some order most convenient 
for clinical investigation. Naturally, we shall here 
use the latter, and the most important clinical 
classification of intestinal obstruction is into the 
acute variety, and the chronic variety. Therefore, 
we must first ask ourselves are our present cases 
acute. 

Neither of these cases is acute, for :— 

(a) There is no distension, although there has 

been obstruction for a week. 

(b) The patients are not collapsed or very ill. 

(c) The pulse is not abdominal, that is to say, 

it is not small and quick. 

(d) There is no abdominal expression, that is to 

say, the face is not drawn, nor are the eyes 
dark or sunken. 

(e) There is no acute pain. 

(/) The vomiting is very slight, and is not 
stercoraceous. 


'Therefore as these cases are not acute, they are 
not due to:— 


(1) Strangulation, such as (a) by a band due to 

old peritoneal adhesions, (b) internal 
hernia, (c) adherent Meckel’s diverticulum, 
(d) adherent vermiform appendix, (e) the 
mesentery having the bowel slipped under 
it, (/) adherent Fallopian tube, (g) pedicle 
of a tumour, (h) hole in the mesentery, 

(f) hole in the broad ligament, (k) acute 
kinking. 

(2) Volvulus. 

(3) Acute intussusception 
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(4) Rare acute obstruction due to foreign body, 
usually a gall-stone, that has ulcerated 
from the gall-bladder into the duodenum, 
the two structures having become ad¬ 
herent. 

Note that the only thing in our two cases which 
pointed at all to the possibility of acute obstruction 
was the history in the second of old pelvic perito¬ 
nitis, which might have led to the formation of a 
band. Although there is strictly speaking no need 
to consider acute obstruction any further in this 
lecture, I particularly wish to take this opportunity 
of pointing out to you some cases that, in my own 
experience, have been mistaken for acute intestinal 
obstruction:— 

(a) Acute peritonitis. In 1885 I was called up 
to see a case in Phillip Ward, which was so cer¬ 
tainly regarded as acute intestinal obstruction that 
arrangements were being made to operate for this, 
the patient turned out to have acute peritonitis. A 
second case was a girl in Clinical Ward, in whotn 
acute intestinal obstruction was regarded as certain, 
but operation showed only acute peritonitis. 

( b) Typhlitis, or as it is now more appropriately 
called, Appendicitis. About five years ago I had a 
patient in John Ward in whom the diagnosis of 
acute intestinal obstruction was made : fortunately 
at the last moment, just as we were going to 
operate, the diagnosis was altered to typhlitis, and 
the patient got quite well without any operation. I 
might quote many other instances of confusion in 
diagnosis between acute peritonitis, typhlitis, and 
acute intestinal obstruction. In fact, I have often 
heard Dr. Fagge argue that so difficult is the 
diagnosis that the best rule is not to operate unless 
the signs of the case being one of intestinal ob¬ 
struction were exceptionally plain. Although the 
question is now-a-days somewhat altered by the 
advances that have been made in abdominal 
surgery, still you cannot be too much on the alert 
for mistakes. 

( c ) Lead colic. Not long ago I saw a supposed 
case of acute intestinal obstruction in which a look 
into the man’s mouth showed a blue line, and as 
was then expected, the case turned out to be one 
of lead colic. Always in a case of suspected in¬ 
testinal obstruction look at the gums for a lead 
line. 

(d) Perforation of a viscus, usually the stomach. 
I have twice seen patients suffering from the re¬ 
sults of perforation of the stomach, secondary to a 
gastric ulcer, who have been thought to be suffer¬ 


ing from acute intestinal obstruction. The mistake 
is caused by the sudden acute abdominal pain and 
tenderness, the distension, the abdominal expres¬ 
sion and pulse, and sometimes by the coincidence 
that the patient’s bowels do not happen to have 
been open for a few days before the illness. In 
neither of these cases was a gastric ulcer even 
suspected till the perforation took place. 

(e) Ulcerative colitis. I was once called to see 
a case of supposed intestinal obstruction, but when 
we went over his symptoms we came to the con¬ 
clusion that he probably had ulcerative colitis; 
therefore we fortunately did not operate, for the 
second diagnosis turned out to be correct. The 
mistake is caused by .the fact that periods of con¬ 
stipation alternate with periods of diarrhoea, and 
during the constipation as well as during the 
diarrhoea there may be severe acute paroxysmal 
pain, there may also be vomiting, the pulse may 
be feeble, the face may be drawn, and there mav r 
even be visible peristalsis and distension. Re¬ 
member, however, that ulcerative colitis is a rare 
disease; be careful, therefore, how you diagnose it. 
I have also seen it mistaken for chronic intestinal 
obstruction. 

To return, however, to the two cases which form 
the subject of this lecture. As they were not 
acute they must have been chronic, and therefore 
they may have been due to— 

a. Compression of the bowel from without. 

(1) By tumour. This is a rare cause, and the 
tumour is nearly always pelvic. Some of 
you may remember a case under my care 
about two years ago, in which a pelvic cyst 
pressed upon the rectum. There was no 
evidence of this cause in these two cases. 

(2) Old peritonitis, either tubercular or non- 
tubercular, causing compression, traction, 
or bending of the bowel from peritoneal 
adhesions and shortening of the mesentery. 
This is a common condition. 

b. Intussusception. Very rare in adults, and no 
evidence of it in either of our cases. 

c. Tumour of the wall of the gut. This is 
usually malignant, and causes thickening of the 
wall, with cicatrizing ulceration. 

d. Ulceration of the bowel cicatrizing—(1) 
Dysenteric; this is moderately common, (a) 
Syphilitic; this is usually rectal. (3) Tubercular ; 
it is very rare for these ulcers to cicatrize. (4) 
Ulcerative colitis; it is also excessively rare for 
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these ulcers to cicatrize. (5) Simple ulceration, 
that is, those forms of ulceration of which the cause 
is unknown, perhaps they are catarrhal, or stercoral. 
Simple ulceration is a fairly common cause of 
cicatrization. But there is no evidence in either of 
our cases that the obstruction is due to ulceration. 

b. Bodies within the bowel. All sorts of rari¬ 
ties which have been swallowed, such as masses 
of hair, fruit stones, etc., have been recorded as 
causing obstruction, but by far the most common 
body in the bowel causing obstruction is a mass of 
impacted faeces. 

Therefore from the above list we have to con¬ 
sider in our cases whether the obstruction was due 
to— 

(1) Compression, etc. 

(2) Malignant growth of bowel. 

(3) Impacted faeces. 

Diagnosis of Case I There was no previous 
history of any form of peritonitis, and therefore 
compression was unlikely. There was no tumour, 
or loss of blood, wasting, or other sign indicating 
malignant disease, and therefore faecal impaction is 
the most probable cause of the obstruction, a 
diagnosis which is amply confirmed by the age and 
sex of the patient (it is commonest in young 
women), by the history of long-standing constipa¬ 
tion and the frequent use of purgatives, by the pain 
in the sigmoid, and by the fact that the rectum is 
full of hard faeces. 

Diagnosis of Case II. Now, of the three possi¬ 
bilities in this case we put aside the possibility of 
the results of chronic peritonitis causing compres¬ 
sion because of the following evidence in favour of 
impacted faeces:— 

(a) The patient’s age. 

(£) Her sex. 

{c) Her habits of constipation, and long use 
of purgatives. 

( d) The pain and tenderness in the sigmoid 
region. 

(e) The tumour there. 

( f ) The rectum was full of hard faeces. 

We put aside the diagnosis of growth for the 
following reasons:— 

(a) Her age was too young. 

(£) No blood in the motions. 

(< c ) They were not described as ever having been 
tape-like. 

(d) No growth could be felt per rectum. 

(e) But the rectum was full of hard faeces. 


(f) The tumour in the region of the sigmoid 
was exactly the shape the sigmoid would 
be when distended with faeces. 

( g) It was very tender. The gut when distended 

with faeces is often much more tender than 
a growth, because the irritation of the 
hardened decomposing faeces and the 
stretching of the intestinal walls leads to 
a local enteritis, which often proceeds to 
ulceration, and hence stercoral ulcers are 
formed. 

(< h ) The tumour was not nodulated, as a growth 
would have most likely been. 

(i) The tumour was not fixed, but a growth is 
often fixed by adhesions. 

(k) There were no visible coils and peristalsis, 
which would very likely have been present 
had there been a growth, for then the ob¬ 
struction would have been sufficiently long 
to allow of hypertrophy of the muscular 
coat of the bowel above. 

The importance of the tumour in this case leads 
me to point out to you how to examine an ab¬ 
dominal tumour, and remember this is a matter of 
very great moment. Let your hands be warm, 
pass them slowly and evenly over the abdomen, 
don’t dig into it, go gently to work, feel with the 
whole hand, or at any rate all the fingers at once ; 
have the patient on her back, let the legs be drawn 
up, make her breathe regularly and deeply, engage 
her in conversation, for by all these means you will 
be the more likely to get the abdominal muscles 
relaxed. Still further, to attain this end, you may 
make her inspire deeply and hold her breath. 
Lastly, remember the importance of turning her 
over on her hands and knees so that the tumour 
falls forwards, and then you can examine it more 
easily. Don’t forget rectal and vaginal examinations, 
and, above all, be cautious about an opinion till 
you have seen if the tumour disappears after an 
enema. Many abdominal tumours are really 
masses of hardened faeces. 

We have now, therefore, arrived at the diagnosis 
that in both our cases the cause of the obstruction 
was faecal impaction. The cause of the condition is 
that the muscular coat of the bowel is weak and 
atonic, and has not, therefore, sufficient strength to 
drive the faeces on. Naturally the- impaction most 
ctfteit; .takes place it the low eL part' of the large 
intesiifte.- for the* faefces are harder there than else- 
where^ad co»»se'quently'theix. brouuhion is mof e 
■•difflcU [t\\ - ' *' • ' V ' ^ "* 
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It is far commoner in women than in men, and 
is especially met with in young neurotic women 
who lead sedentary lives. The usual history is 
that stronger and stronger aperients have been 
employed both by the mouth and by the rectum, 
until at last no effect is produced by the strongest 
purgatives. Often by this time the patient has 
come to brood over his or her condition, and to 
think of nothing else but the constipation. One 
patient whom I saw in whom strong enemata often 
produced no effect, had his house specially built 
so that the water-closets were conveniently situated 
for his being able to go to them quickly wherever 
he was. He really considered nothing in life but 
the state of his bowels. Of course the patients 
suffer from symptoms of indigestion; such as a feel¬ 
ing of fulness in the abdomen, furred tongue, 
loss of appetite, headache, irritability, and depres¬ 
sion of spirits. They are commonly very anaemic. 
If the absolute obstruction has lasted some time 
the abdomen may be considerably distended. 
The tumour may be anywhere in the abdomen, 
according to the position of the faeces, but it is 
most commonly in the region of the descending 
colon and the sigmoid. I have seen it mistaken for 
a tumour of the left kidney. Sometimes hard 
faeces collect in the caecum forming a rounded 
tumour, which I have seen mistaken for typhlitis. 
The feeling of the tumour depends upon the con¬ 
sistence of the faeces, it may be so soft that it can 
be indented with the fingers, or it may be stony 
hard. You may be able to feel the individual 
masses of faeces, and the tumour will then be 
nodulated. It may be painful or painless, and it 
may shift its position from day to day. In some 
cases no tumour at all can be felt. 

Complications . Do not be surprised if after the 
bowels have been relieved there is considerable 
diarrhoea. It is due to the enteritis set up by the 
faecal accumulation. It will generally subside by 
itself under careful dieting; if it does not a Starch 
and Opium enema will be useful. Some of you 
may remember a woman in Mary Ward who had 
had faecal impaction for about five weeks, in whom 
the subsequent diarrhoea was very troublesome. 
Another complication this woman presented was 
neuritis of hferrsciatic^nejwje ft9m % pressure of the 
greatly distencfe*! reqfnln. on the ^safcral plexus.' It 
caused her rquph pain,, and for some time impaired 
her walking but sh£‘ ultimately gqt\ quite wejl. £ . 
have seen it in other caVes.*'‘The mass of faeces by 


pressure on veins is liable also to cause piles, 
varicocele and varicose veins of the left leg. 


Treatment . a. Immediate. Do not give any 
purgatives by the mouth, but use enemata. If the 
rectum is very full and tightly packed with faeces, 
there will only be room for an enema of small 
bulk, and one of the best is, Fel. Bovinum Purifi- 
catum gr.xxx in Enema Asafoetida Jiij, to be 
repeated in two hours if it produces no effect. If 
the rectum is not tightly packed, and will hold a 
bulky enema, give either %vi\} of Olive Oil, or giij 
of Castor Oil in a pint of warm Mucilage of Starch. 
Any light diet may be prescribed, but it should not 
contain too much milk, as that has a constipating 
effect. Should severe diarrhoea follow the opening 
of the bowels, Enema Opii may be used; or if it is 
not severe enough to need this, grs.x of Extract 
of Logwood, grs.x of Ipecacuanha Wine, and n^v 
of Vinum Opii in an ounce of Misture Cretae form 
a useful mixture. 

b. Subsequent Treatment. Make the patient 
get into a regular habit of going to the water- 
closet at the same time each day, whether the 
bowels are open or not. He should be out in 
the fresh air and take plenty of exercise. His 
diet should contain plenty of whole meal bread 
and fruit, such as baked apples, figs and prunes. 
Honey and tamarinds are also useful, and plenty 
of fluid should be drunk. As the cause of the 
trouble is want of contractile power of the muscular 
coat of the intestine, and Nux Vomica is a direct 
stimulant to this, a pill containing half a grain of 
Nux Vomica should be taken thrice a day. When 
the anaemia, which so often accompanies chronic 
constipation, is pronounced, a grain of dried Sul¬ 
phate of Iron ought to be added to each pill, and 
in some cases, a regular movement may be started 
by adding two or three grains of Extract of Cascara 
Sagrada. This then would be the full formula 
for the pill. 

R Ext. Nucis Vomicae ... gr.ss 

Ext. Cascarae Sagradae ... gr.ij 

Ferri Sulphatis Exsic. ... gr.j 

Conf. Rosae . q.s. 


Various gymnastic exercises which bring into 
play the abdominal muscles, especially if they are 
carried out in the morning, directly the patient 
rises, are often a considerable aid towards over¬ 
coming chronic constipation. It is a very good 
movement for the patient to lie on his back on 
the ground and to raise himself several times, not 
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by using his hands, but by bending himself 
forward, for then the abdominal muscles contract 
firmly. 

If the dietetic medicinal and gymnastic treat¬ 
ment above advised does not succeed in causing 
the bowels to act regularly every day, the abdomen 
must be massaged. The operation should take 
place in the morning before the patient gets up, 
so that the bowels may be moved at the natural 
time. The object the operator should have in 
view is to act upon the muscles of the abdominal 
wall and also upon the unstriped muscle of the 
colon, so that the mechanical stimulation of these 
shall directly excite them to increased action. To 
secure these ends the massage should proceed up 
the right side of the abdomen, across at a little 
above the umbilicus and down the left side, so 
that it may follow the direction of the colon. 

At the commencement of each operation the 
massage should be superficial, so as to influence 
the muscles of the abdominal wall. First the skin 
should be stroked firmly with the whole hand and 
in the direction just mentioned. Then beginning 
at the caecum a fold of skin should be pinched 
up between the thumb and forefinger, and lightly 
twisted so as to give no pain, and this proceeding 
should be repeated over the whole of the pre¬ 
scribed area. The last part of the massage of the 
abdominal muscles consists in grasping them firmly 
between the thumb and fingers and kneading them 
round from the caecum to the sigmoid flexure. 
In the next stage we try to influence the colon 
directly. This can be done by pressing deeply 
and moving the hands with a kind of rotatory 
motion, and then pressing them well down into the 
abdomen in the direction of the colon. The dura¬ 
tion of the whole operation should be about from 
ten to fifteen minutes daily. 

Usually the massage, combined with the other 
treatment already mentioned, is enough to effect a 
cure, but in other cases it is an advantage to 
faradize the abdomen also. As powerful a current 
as the patient can bear should be used. One pole, 
the anode, of large size, is placed anywhere, but, 
by preference, on the abdominal wall in the flank; 
while the other, the kathode, medium in size, is 
passed along the course of the colon, beginning 
over the caecum and proceeding in the direction 
of the ascending, transverse, descending colon and 
sigmoid flexure consecutively. The kathode must 
be pressed deeply; the motor points of the muscles 
should at first be avoided, the object being to get 


as much of the current as possible to the intestine. 
In order to strengthen the abdominal muscles 
themselves, they may afterwards be faradized with 
reference to their motor points. Another method 
is to treat the colon in lengths, by placing first one 
pole over the caecum, and another over the hepatic 
flexure; then one over the hepatic flexure and one 
over the splenic; and finally, one over the splenic, 
and the other over the sigmoid flexure. The elec¬ 
tricity should always be applied in the morning, 
before breakfast, and each sitting should last from 
five to ten minutes. 

You will rarely, if ever, find it impossible to cure 
chronic constipation by one or all of these means. 
I have seen many bad cases, but they have all got 
well. The most extreme case was that of a gentle¬ 
man who had suffered from constipation for over 
twenty years, and frequently the strongest enemata 
failed to relieve him, but dietetic and medicinal 
treatment, combined with massage and,faradization, 
completely cured him in five or six weeks. The 
most difficult cases to cure are those in which the 
patient thinks so much of, and attaches such im¬ 
portance to his constipation that it becomes almost 
a monomania. These patients, although they 
improve considerably under treatment, are very 
liable to relapse. 

With regard to the effect of the treatment in the 
two cases which form the subject of the present 
lecture,—in both an ox-gall enema opened the 
bowels, and there was no subsequent diarrhoea. 
Both patients are going out, and will have directions 
to follow the subsequent treatment just described. 


The Treatment of Scabies at the Hospital 
St. Louis, in Paris. —The patients strip and are 
directed to rub themselves thoroughly for ten 
minutes with “Savon noir,” a semi-soft potash 
soap, with which they are provided in ample 
quantity. They next spend forty minutes in a 
warm bath, where the soap is allowed to dissolve 
without friction. After this they are rubbed from 
head to foot with an ointment containing Sulphur 
and Mercury, which is to be allowed to remain on, 
under the clothes, for twenty-four hours. Next 
day they return for a warm bath, and at the same 
time have their clothes disinfected. Upward of 
fifty patients undergo this treatment daily, and, as 
might be expected, tender skins sometimes suffer 
somewhat severely, and secondary eruptions are 
not uncommon.— {Mont. Med. Journal.) 
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A CLINICAL LECTURE 

ON 

HERNIA: ITS DIAGNOSIS AND 
ITS TREATMENT IN INFANTS. 

Delivered in St. Bartholomew’s Hospital, May 31st, 1893, 
By JOHN LANGTON, F.R.O.6., 
Surgeon to the Hospital. 


I wish to-day, Gentlemen, to direct your atten¬ 
tion to an important branch of surgery, which has 
reference only to a, comparatively speaking, short 
period of life. It is to call your attention to 
hernia, its diagnosis, and its treatment in children 
under one year of age. 

You will, in future practice, frequently come 
across cases of hernia in infants, and their future 
welfare will much depend upon the careful dia¬ 
gnosis and proper treatment which you bestow on 
these cases. 

Hernia and its treatment in infants have hardly 
received the consideration they deserve, over¬ 
shadowed, as they have been, by the fuller recog¬ 
nition and the larger interest which this disease 
has received in adults at the hands of surgeons. 
Many explanations for this comparative lack of 
interest may, no doubt, be offered; but among 
the chief are the absence of any special depart¬ 
ment in hospitals for the mechanical treatment of 
hernia in infants, and consequently the limited 
amount of clinical material found in ordinary 
hospital practice, and, further, the fact that this 
lesion in infants does not lend itself so readily to 
operative measures for its cure. 

No statistics exist, so far as I know, which afford 
sufficiently accurate data for estimating the pro¬ 
portion of ruptured infants to adults, nor the 
ratio of either of these to the total population. I 
shall, therefore, not further allude to these, because, 
although interesting, they have no definite bearing 
on the present consideration of this malady. 

We have, however, the results of the work of 
tne Truss Society—with which I have been con¬ 
nected for thirty years—arranged in tables; but to 
only two of these shall I ask your attention. The 
first has reference to the percentage of ruptured 
infants under one year of age to the total number 
of applicants for relief; and we find it to be 4.5 
per cent, at the time of first application. If we 
take the other table, however, showing the period 
of life at which the hernia was first discovered, we 
shall find that it appears in children under one 


year in the proportion of 15 per cent, of the total 
number of patients relieved. 

I have taken the statistics of six years, and I 
find that during that time 1,436 boys and 74 girls 
under one year of age have been relieved. Of the 
boys, 857 were ruptured on the right side; 253 on 
the left ; whilst in 326 the herniae were discovered 
on both sides simultaneously. Of the girls, the 
herniae occurred on the right side in 39 instances ; 
on the left in 25; and on both sides at once in 
10 instances. 

For practical purposes it may be assumed that 
the numbers of infant boys and girls are equal; 
and the first thing that strikes our attention is the 
great disparity in the frequency of hernia in the 
two sexes: 1,436 boys as against 74 girls; in the 
proportion, therefore, of 19 boys to 1 girl. 

These tables thus show an increased liability of 
boys to be the subjects of hernia. This liability, I 
take it, must be due to some developmental causes 
peculiar to their sex, since the external surroundings 
and conditions of life in the two sexes after birth 
are in every way similar. These causes, apparently, 
have reference only to inguinal hernia; for we 
have no record,—at any rate I have never seen a 
case,—of a femoral hernia at the early age of under 
one year. It is true that cases have been reported 
and specimens shown. M, Pign£, for instance, 
exhibited a foetus of two months old before 
the Anatomical Society of Paris in the year 1845, 
who had a left femoral hernia; and Depaul in the 
same Society exhibited a foetus of two months with 
also a left crural hernia.* I have, however, never 
come across an instance of femoral hernia in a 
child under one, although I have' seen several 
patients who have been relieved at the Truss 
Society for femoral hernia in later years, who 
stated that they had suffered from this form ever 
since birth. I incline to the belief that it is not at 
all improbable they have been mistaken in the 
history of their case. Femoral hernia, however, 
not infrequently occurs under the age of twelve; 
and it is somewhat remarkable that this form of 
hernia is relatively more common in boys than in 
girls under this age. 

To what is this increased liability to hernia in 
boys duel 

The answer must be sought in the anatomical 
conformation of the inguinal canal, and in the 

• In French, the fertilised ovum in the uterus is called 
“ embryon ” until the end of the second month, and foetus 
after this time till birth, so that a foetus of 2 ^ months is to 
be reckoned at 2m.+2jm. = 4I months of intrauterine life. 
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failure of the full developmental changes that 
normally occur in the vaginal process of the peri¬ 
toneum at or soon after birth. 

I may perhaps briefly run over the anatomical 
facts of the descent of the testes. 

These organs, as you know, are originally de¬ 
veloped in the lumbar regions below the kidneys. 
They make their descent about the seventh or 
eighth month of intrauterine life into the scrotum, 
which they have usually reached before birth. The 
left testis, however, descends about three weeks 
before the right, so that the developmental changes 
are normally complete on that side at birth, whereas 
those on the right side are not usually so for ad¬ 
vanced. This failure of closure of the vaginal 
process of the peritoneum at birth on the right side 
explains the large preponderance of right inguinal 
hernia as compared with the left Camper has 
shown that the vaginal process is nearly always 
patent on the right side at birth, while on the left 
side it is nearly always closed. 

This parietal weakness and the non-closure of 
the vaginal process in the male is sufficient to 
account for protrusion in this sex and on the right 
side. In girls there is no such descent of any 
vi 9 cus from the abdomen into the labium, so that 
there is no interference with the complete con¬ 
tinuity and strength of the lower abdominal walls. 
The developmental changes that take place in girls 
are very much less complex, and hence are much 
more likely to be complete at birth than they are 
in males, in whom the descent of the testes through 
the inguinal canal into the scrotum is followed by 
the somewhat tardy closure of the protruded 
vaginal process. 

In infont girls this vaginal process is called the 
44 canal of Nuck.” It is by no means so frequently 
patent at birth as in boys, for, taking the statistics 
of Camper, who examined fourteen bodies at, or 
soon after birth, we find that three out of fourteen 
were patent at birth, or 21.43 P^r cent. A more 
extended series of observations were undertaken 
later on by F£r£ and Sachs, who together examined 
259 bodies, which show that 41 or a percentage of 
15.8 had the canal of Nuck unclosed at birth. 

In many of these cases of patent canals of Nuck 
it has been demonstrated that they are so narrow, 
varying as they do, from two to seven mm. in 
width, that they would not allow of the descent of 
intestine or omentum, whereas, in the male, the 
channel is very much larger and often attains con¬ 
siderable size, especially on the right side. It is 


well known that patency of the vaginal process may 
in the male and female exist throughout life, and 
that, though patent, a hernia need never result, or 
occur only late in life for the first time. This 
liability to the formation of a congenital hernia 
lessens as age advances; for investigations prove 
that hernia into the tunica vaginalis increases in 
frequency up to puberty, and then rapidly lessens 
in frequency. 

Heredity plays, I think, an important part in 
determining the existence and variety of hernia, 
but this subject is too extensive for me to deal 
with it in my present lecture. 

In passing, I may take this opportunity of 
drawing your attention to the fact that the pre¬ 
sence of a tunica vaginalis sac in the scrotum is 
not altogether dependent upon the descent of the 
testis. There is a specimen now in our museum, 
taken from a cryptorchid in one of the wards of 
the hospital, which reveals two fully-developed 
and complete vaginal sacs in the scrotum, minus, 
however, the testes. These were found subse¬ 
quently at the post-mortem examination to be in 
the pelvic cavity in the position of two ovaries. 

Although, as a rule, the diagnosis of hernia in 
infants is easy; yet we find that some conditions 
and diseases exist which simulate hernia. But I 
am sure that more mistakes in diagnosis are made 
from want of care in methodically investigating 
each case, step by step, than from actual ignorance 
of the diseases which may be mistaken for this 
lesion. 

One of the sources of error is the difficulty of not 
always knowing, from existing evidence , whether 
an infant is ruptured . You cannot put him through 
his paces as you can an adult. A mother briogs 
her baby to you, stating that she has seen a swelling 
down, once or twice, at the most. On examina¬ 
tion you find no evidence of a hernia, and no pro¬ 
trusion takes place when the child strains, cries, or 
coughs; and this negative condition may exist, not 
only on one visit, but on several occasions. The 
absence of any swelling time after time, even under 
conditions favourable for bringing down a hernia, 
naturally leads you to form the opinion that the 
child is not ruptured. This is by no means an 
infrequent occurrence, and I have, in former days, 
made several mistakes in this direction. I always 
now carefully interrogate the mother as to whether 
there was any gurgling or noise when she saw the 
lump reduced, and I always make her place her 
finger on the exact spot where she saw the swelling - 
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I have learnt that herniae in infants not infre¬ 
quently come down once or twice, and then may 
not reappear for days, or even weeks. Only a few 
days ago I was consulted, by correspondence, on 
this point in the case of a child, whose father, a 
medical man, thought he was ruptured. The swell¬ 
ing, he stated, had been seen only once, and had 
not reappeared for twelve days—the time of his 
writing to me. I gave it as my opinion that the 
child was ruptured, and this opinion was confirmed 
some days afterwards by the hernia again mani¬ 
festing itself. The explanation of this, I believe, 
is the greater distension of the small intestine in 
infants as compared with adults, probably in great 
measure due to the difference in the nature of their 
diet. Omental herniae are rare in infants, the pro¬ 
trusion being nearly always intestine. The reduc¬ 
tion of extruded intestine, by taxis, in infants, 
differs altogether from that in adults. In the former 
it goes back with a flop, if I may so describe it, 
and often without any gurgle, while in the adult it 
is reduced, piece by piece, with a distinct and 
easily recognized gurgle. 

Experience alone can teach you as to whether a 
hernia is present or not; but, if the mother is 
fairly intelligent, I think, we may nearly always 
accept her evidence of the history as evidence 
of the existence or non-existence of hernia. 

Another source of mistaken diagnosis is the 
temporary partial or complete retraction of one or 
both testes . This retraction is due to the action of 
the cremaster muscle, which is relatively powerful 
in infant life. I have frequently observed one or 
both testes under this muscular action drawn up 
into the inguinal canals when the external rings 
are large; and if they are unable to pass into the 
canals they remain at the rings, simulating very 
closely an inguinal hernia. This condition, how¬ 
ever, should not cause much difficulty in coming 
to a correct solution, as with a little steady traction 
downwards of the testes between the finger and 
thumb, they can always be made to resume their 
normal position in the scrotum. 

Encysted hydroale of the cord is very likely 
to be mistaken for a hernia, especially when 
situated in the canal or high up in the scrotum. 
Its sudden occurrence, or, more probably, its 
sudden recognition by the mother, might, in the 
minds of some, increase the difficulty of coming to 
a correct solution; and I am free to confess that 
on rare occasions it is almost impossible to be 
certain of the nature of the swelling. Its 


mobility, its irreducibility—a rare occurrence in 
infant hernia,—its tenseness, its roundness, its 
sudden termination short of the inner ring, and, 
above all, its translucency, and its dragging up the 
testis when reduced into the canal, will all help 
the surgeon to recognize the nature of the 
condition. If, however, there is a cord passing 
upwards into the canal, simulating, as it often 
does, a piece of irreducible omentum, with fluid 
in the sac, the case will call forth all your 
ingenuity to decipher the signs and give the 
correct diagnosis. We may cut the Gordian knot 
of doubt by puncturing the cyst, and allowing all 
the fluid to escape. 

A congenital hydroale is that which is most 
likely to give rise to a difficulty in diagnosis. 
This condition exists in two forms; one in which 
the opening into the peritoneal cavity is large 
(of which a good example is furnished by the 
case of a boy in Kenton Ward, on whom I 
operated for its radical cure some time ago), so 
that the fluid is easily and quickly reduced into 
the peritoneal cavity, and, of course, as readily 
descends in the erect position; the other, in which 
the communication exists through a long narrow 
canal, which may be valvular or direct, so that 
the vaginal fluid can only be slowly reduced by 
maintaining steady pressure for some time on the 
swelling. 

I have seen instances in which the hydrocele 
fluid has become absorbed, and then has been 
gradually replaced by an enterocele descending 
into a ready-made sac. 

Fortunately the treatment in these cases is the 
same as for hernia; for if the communication 
between the peritoneal cavity and the tunica vagi¬ 
nalis testis is not obliterated, it is only a question 
of time when a portion of intestine will descend 
and form a hernia. So long as the fluid is present 
the intestine floats on its surface; but when the 
peritoneal fluid becomes absorbed then the intestine 
or omentum, or both, descend into the sac, which 
has been previously occupied by the congenital 
hydrocele. 

Occasionally it happens that the processus vagi¬ 
nalis may remain patent throughout life, without 
the occurrence of any hernia. Mr. Stanley, oper¬ 
ating in the year 1859, removed a sarcomatous 
testis from a patient in this hospital. On the cord 
being divided it was found that the finger could be 
easily passed into the peritoneal cavity above, and 
into the tunica vaginalis below; but this patient 
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never suffered from any hernia before the operation, 
nor, so far as I know, was he ever the subject of it 
subsequent to the operation. 

The diagnosis in these cases is, I think, not 
difficult, although there are several conditions 
which may give rise to a difficulty in arriving at a 
right conclusion as to its nature. The one symp¬ 
tom which is likely to create a mistake is the fact 
that there is well-marked impulse on crying or 
straining; but the swelling, as I have said, is 
reducible into the peritoneal cavity, is translucent, 
there is no gurgling, and it is non-resonant on 
percussion. These points, I think, enable you 
easily to determine the nature of this disease. 

If we come across this class of case it must be 
treated as an ordinary hernia should be; and it is 
highly desirable that the communication between 
the tunica vaginalis testis and the general peritoneal 
cavity should be obliterated as soon as possible, for 
sooner or later the fluid becomes absorbed, and 
then all the conditions necessary for the production 
of a hernia are brought into action. 

Another fault in the arrest of development has 
sometimes occasioned stumbling in the correct 
diagnosis of the malady, namely, fluid in the 
funicular process . This condition is probably the 
most difficult to solve correctly as to whether the 
swelling is a hernia or fluid. The higher up 
the canal the swelling is situated, the more difficult 
becomes the diagnosis, since the chief diagnostic 
sign, that of resonance, becomes hard to demon¬ 
strate, for a resonant note on percussion is easily 
transmitted through the fluid from the intestines 
within the abdomen. 

Undescended testes may also be mistaken for 
hernia in children; and this occasions very con¬ 
siderable difficulty in diagnosis, especially when 
associated with an inguinal hernia. The testes 
may be retained either within the abdomen, when 
they, of course, give rise to no sign of hernia; or 
they may lie in the inguinal canal, or in the groin 
below the external ring. A little care only is 
needed to be on the alert for this condition, and 
an examination will show that the corresponding 
half of the scrotum is quite empty, and this will 
afford at any rate a clue to the diagnosis of the 
case. 

I have not, as you will see, mentioned misplaced 
testes found in Scarpa’s triangle or elsewhere. I 
have never seen an instance of this in a child 
under one year of age, although I have seen 
several in patients more advanced in life. These 


abnormally placed testes rarely come through the 
crural canal; but in the greater number of cases 
they descend through the external abdominal ring, 
for you can easily feel the cord passing up from 
them into the external ring, lying upon the outer 
pillar of that ring. 

I have seen 409 misplaced testes, 51 of which 
were completely retained; 204 were situated 
within the inguinal canal; 111 were found at the 
external ring; 7 were in the thigh; and 36 were 
placed in the scrotum, but were ill-developed. 
This has reference not to children but to adults. 
In one child only have I seen a misplaced testis in 
the perineum. 

I need not go into the developmental reasons 
of these malposed organs. 

Hydrocele of the tunica vaginalis testis , although 
a most common condition in children, ought not 
to give rise to mistakes; though not rarely, such 
cases are sent as hernia. They are easily diagnosible 
as instances of ordinary vaginal hydrocele. The 
slaty-blue colour when put on the stretch, the 
confinement to the scrotum, and the dulness on 
percussion, are each and all sufficient to determine 
the nature of the condition. 

But there is one form of vaginal hydrocele which 
it is sometimes difficult to diagnose, namely, 
infantile hydrocele , where the sac of the tunica 
vaginalis is unclosed up to the inner ring; and in 
which the fluid passes upwards along the inguinal 
canal and only stops short at the inner ring. This 
might easily be mistaken for a piece of omentum 
blocking up the neck of the sac or lying within the 
inguinal canal. In cases of doubt it is always best 
to pass an exploring needle into these swellings so 
as to evacuate the fluid, when it not only reduces 
the tumour, but also easily clears up the diagnosis. 

There is one other condition of which I have 
seen several examples in children, that is, a diffuse 
cellulitis in the inguinal region , due probably to 
some form of sub-acute or even acute adenitis; 
but here again, although the case looks somewhat 
like an inguinal hernia, we find that the swelling 
is irreducible, that the skin is dusky red, and forms 
part of the swelling, minus, of course, resonance 
and the other symptoms of strangulation which, as 
a rule, are very marked in children. 

Fortunately, in girls, the parts being, compara¬ 
tively speaking, much less complex than in males, 
one finds that the difficulties of diagnosis are by 
no means so great; and there are only two condi¬ 
tions, excepting those which are common to bod* 
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sexes, namely, enlarged glands, for which this 
malady can be mistaken; one of these being, 
practically, a hernia, namely, an extruded ovary; 
the other being an encysted hydrocele in the canal of 
Nuck, which is in every way similar to that found 
in boys under the name of an encysted hydrocele 
of the cord. These extruded ovaries do not, as a 
rule, give rise to much in the way of symptoms, 
especially in infants at this early age; and they 
certainly do not give rise to the ordinary symptoms 
of hernia, that is, impulse on coughing, nor in¬ 
crease in size when the patient cries or strains. 
As a rule you can diagnose them by the fact that 
you can generally find a small cord passing up 
from this oval or globular body which is most com¬ 
monly situated just external to the outer ring. 
These are by no means infrequent in girls; and I 
think that Englisch is right—for my experience 
coincides with his—when he says that in these 
cases of congenital ovarian hernia we nearly always 
find the Fallopian {tube in the same sac, whereas 
in acquired cases it is probably only the ovary that 
is extruded, the Fallopian tube lying completely 
free and in a fairly normal position within the peri¬ 
toneal cavity. 

We now come to the treatment of hernia ; and 
this, perhaps, is on the whole the most important: 
but still, the treatment must necessarily depend in 
great measure upon the correct diagnosis of the 
case. 

There are several orthodox methods of treatment 
which may be adopted. The first, is the prepara¬ 
tory one of curing patients of hernia, or prevent¬ 
ing hernia, by circumcision, if the statements of 
mothers is to be relied on. It is meet and right 
I have little doubt, to circumcise children, for phy- 
mosis gives rise to a considerable deal of trouble 
in connection with urination in infants and 
probably to still graver troubles in later life; and 
it may also be accessory to more radical measures 
of treatment The active part, however, which 
phymosis plays in the production of hernia, I 
confess, I am somewhat doubtful of, for we find that 
Jews, who are all circumcised, are especially liable 
to hernia. This, no doubt, may be partly ex¬ 
plained by the fact that nearly all pure races are 
much more liable to these forms of inherited 
disease than are the mixed ones; but this fact 
remains that in those races where this accredited 
active agent in the causation of hernia is removed, 
hernia is very prevalent. 

There remain two other plans of treatment, (i) 


by means of instrumental support, (2) by operative 
measures. The very fact that the child is boro 
with hernia, is sufficient reason that the disease 
should be treated at once. As an American 
surgeon says with regard to talipes of the foot in 
new-born babies, that when you have made the 
mother comfortable in bed, the first thing you 
should deal with is the club-foot, for the longer 
you leave talipes the greater progress will it make 
as the child advances in age : so I would say that 
directly you recognize the hernia in an infant, be it 
one or two days old, or whatever its age, commence 
treatment at once; and if you see the case early 
and treat it with mechanical support, I have little 
doubt that operative measures will not be needed 
later on. Thus the treatment resolves itself in my 
judgment, at any rate in this early age, into dealing 
with the malady by some mechanical support. 

The skein-wool truss is a plan of treatment now 
adopted in many children’s hospitals. It is, as you 
know, comparatively speaking, a new method; 
and was designed by the late Mr. Coates of Salis¬ 
bury. In his Hunterian lectures for 1884 it was 
alluded to by Mr. Lund. On turning back my 
notes, however, I find that about forty years ago 
Mr. Wood, then the resident apothecary of this 
hospital, was in the habit of treating children 
somewhat in this way. I wrote to him and asked 
him what his method was; and he sent me up some 
of the skein-wool which he had made specially for 
him at Lichfield in Staffordshire, and which he used 
in almost exactly the same way as the skein-wool 
truss is used now. I do not gather from his letter 
that he was altogether satisfied with the results of 
his treatment; but, at any rate, it was that which 
he used to adjust on the children prior to their 
being treated at some special institution for hernia. 
I have had a fair amount of experience of this 
form of application, and I confess that on the 
whole I am not satisfied with it First of all the 
mother hardly ever places the knot in the right 
place, which, for curative ends, must be placed 
over the inner ring, for nothing short of support of 
the inner ring can prevent the descent of the hernia 
through it. Moreover, the application is, I think, 
somewhat dirty and easily soiled. The child, es¬ 
pecially under the age of two or three months, 
constantly wets himself, so that the hank truss has 
to be either frequently renewed or washed. In the 
latter case it will sooner or later become somewhat 
harsh and lose its elasticity and resiliency upon 
which much cf the benefit of this application is 
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dependent. I have, consequently, used it more in 
private than in hospital practice; and latterly I have 
seen many patients from children’s hospitals coming 
with utter failure of this form of truss, so that I have 
now, practically speaking, given up its use. I see 
that my friend, Mr. Bull, in the “Annals of 
Surgery” for May, 1893, endorses this opinion, 
for he says (page 531), “ In children under the age 
of one year the worsted or so-called * hank truss ’ 
has been extensively tried. This truss has been 
very highly praised by some, and as strongly con¬ 
demned by others. During the past year an 
attempt has been made to give it an impartial trial, 
and alternate cases up to the age of one year were 
treated by the * hank * and the light spring truss. 
The results in 240 cases carefully followed up led 
us to discard the * hank ’ truss as a routine method 
of treatment, although there are sdll a few cases, 
very young and ill-nourished infants, where it 
fills a useful but temporary place.” 

With this expression of the value of this truss I 
most fully agree; and I think but little reliance 
can be placed upon its retentive capacity. I know 
that I am at variance with many who think that 
this form is a very useful one; but still I have seen 
both forms of mechanical support used, and I have 
formed this conclusion for myself. 

Then comes the treatment by means of trusses .. 
I have but rarely seen a child,—not more than 
three or four during thirty years experience,—where 
a truss could not be worn. It goes for the saying 
that it is essential that the truss should be properly 
made, that the spring should not be too strong, 
that it should be covered with india-rubber, that it 
should be of the proper size. And here is the 
mistake which is most commonly made. Mr. Owen 
in his book on Selected Subjects of the Surgery of 
Infancy and Childhood (the Lettsomian Lectures 
for 1890), has a passage which seems to me to 
touch this whole point. He says, “ As a rule the 
truss which the trussmaker chooses for the child is 
needlessly strong in the spring; ” and in that state¬ 
ment lies the condemnation of the manner in 
which instruments are fitted, for the trussmaker 
has not had the proper surgical training to form an 
opinion as to the kind or strength of what the truss 
should be. The treatment of hernia, whether in 
the infant or the adult, should be under medical 
supervision, which alone can recognize the varying 
conditions and needs of hernia. 

Trusses are nearly always adapted too large. 
The form of truss in use at the Truss Society 


is composed of light and well-tempered steel, weak 
but resilient in the spring, and covered with india- 
rubber. To this is attached a continuation cross 
strap of india-rubber, perforated with holes for 
attachment to the stud on the truss pad. An 
understrap should always be worn, for it is one of 
the means whereby the truss is maintained in 
position. 

For the proper measurement of the truss, a tape 
should be placed tightly round the body of the 
patient immediately below the crests of the ilia, 
and the number then read off; the truss should 
be worn day and night, and should be removed, for 
the purposes of cleanliness, three or four times a 
day. One great mistake which nearly all mothers 
make is, that they place the head of the pad over 
the part where they see the hernia, and not over 
the inner ring and canal. It thus presses with 
such force against the body of the os pubis, that 
the skin between the pad in front, and the hard 
bone behind, is so bruised that occasionally we 
find not only superficial but sometimes even deep 
sloughs as the result of pressure. Behind, also, 
where the sacral spines are prominent, there is 
liability to this trouble, due, firstly, to the fact that 
the truss has been maladjusted, and also to the 
child not having been properly cared for in the 
matter of cleanliness and subsequent drying. I 
have seen only three or four examples of this 
calamity, and rarely any irritation of the skin takes 
place when the truss has been properly applied. 
It is nearly always due to some maladjustment of 
the truss, or carelessness in the matter of cleanli¬ 
ness on the part of the mother. It is important 
that the child should be kept perfectly dry, for if 
urine gets between the skin and the truss, more or 
less irritation and excoriation must necessarily 
exist. 

It is well to warn mothers that grease coming in 
contact with india-rubber soon corrugates, and then 
cracks it, so that there is an uneven surface pressing 
on tender skin, and also permits urine to get 
between the rubber and the spring, causing the 
latter to rust. 

I very strongly urge the use of the ordinary 
spring truss. I have seen but few instances in 
which it was not applicable. The pressure must 
be just enough to retain the hernia within the 
abdominal cavity under all the conditions under 
which it may possibly come down, as in crying, 
straining, or coughing. With these precautions, 
and letting the pad rest upon the inguinal canal 


Digitized by 


Google 




108 The Clinical Journal.] 


MR. LANGTON—HERNIA IN INFANTS. 


[June 14,1898. 


and not on the bony prominences in front nor 
behind, not only does no harm result, but the 
greatest benefit is effected. We have further this 
advantage that we are enabled to treat the lesion at 
the earliest age, with the result that the child is 
nearly always cured, and thus no question of 
operation need scarcely ever be discussed. If the 
child is treated with the “ hank ” or “ skein-wool ” 
truss, or much worse still, if it is left without any 
support at all, the rupture in the majority of cases 
steadily progresses; but if the truss is applied as 
soon as the hernia is discovered, the patient is very 
often cured in a few months. It is a common 
statement obtained from the mother, that after the 
truss was first applied she never saw the hernia 
again. 

A great difficulty lies in answering the question 
which the mother nearly always puts as to the 
length of time the truss should be worn before 
discarding its use altogether. Mothers are only 
too glad to believe that their children are perfectly 
cured, and are therefore prone to leave off the 
truss at a very much earlier date than is well for 
the permanent maintenance of the cure. Often 
they will discontinue the use of the truss after it 
has been worn for four or five months. The child 
may not unlikely remain well for several months, 
it may be even for years, but with the probability 
that the rupture after so short a time of treatment 
will reappear. The instruction which I always 
give to the mother, therefore, is that whether she 
sees the hernia or not the child must wear the truss 
for at least three and a half to four years. By 
that time you may be nearly certain that the child 
is permanently cured. It is difficult, nay impos¬ 
sible, to follow out the history, of all cases in 
hospital practice, especially as there are many 
institutions for supplying instruments, so that they 
pass on from one to another, and are thus lost 
sight of. You must not always conclude that the 
child is cured because its mother fails to bring it 
again. One can, perhaps, give a more trustworthy 
account of the cases occurring in private practice, 
where, necessarily, they remain continuously under 
one’s own or another’s supervision for a prolonged 
period. I think I can with confidence say that I 
do know of few cases that have not been cured 
after the wearing of a truss for three or four years. 

My professional age has not been [sufficiently 
long to enable me to trace these children through 
middle life and old age, so that it may be they are 
only temporarily cured for a period of years, and 


that the disease has appeared later in life. I am 
not quite sure, but I have a suspicion that this may 
be the case, and that though patients may be cured 
for a certain number of months or years, yet recur¬ 
rence may take place later in life. Patients believe 
that they are the subjects of hernia for the first 
time, having been too young to remember their 
former history. 

The child then ought to wear the truss for three 
or four years, and even at the end of that time it 
is very difficult to be sure that the child is cured. 
The discontinuance in the use of a truss should 
be only a tentative experiment, and the child ought 
to be brought to you from time to time to ascer¬ 
tain if there is any recrudescence of the disease. 

With regard to operations for the cure of hernia 
in children they are occasionally not only 
advisable, but necessary; in the very large majority 
of cases, however, patients are cured long before the 
question of operation can possibly arise. But there 
are certain conditions under which if the child is 
not cured after four or five years of age, it is 
advisable that an operation should be undertaken 
for its cure. 

Thus it should be undertaken— 

(1) In cases of irreducible omentum, which is 

often adherent to the testis. 

(2) In cases of irreducible omentum with fluid. 

(3) In congenital hydrocele. 

(4) In operations for strangulated hernia. 

(5) In cases where it is impossible to retain a 

hernia by mechanical appliance. 

(6) In cases where the incompetence or the 

ignorance of the mother prevents proper 

instrumental treatment 

As in the making of books, so there is no end 
of the various forms of operation for the cure of 
hernia in children, but many of them are modifica¬ 
tions of well-known methods; on the whole I 
prefer Bishop’s, Bassini’s and Czerny-Riesel’s 
modes. 

The ligature which I am inclined to recommend 
is kangaroo tendon, which withstands destruction 
for at least four or five months after it has been 
inserted for securing the structures, and I am 
inclined to think that the silk is more likely to 
be septic than kangaroo tendon. Experience 
teaches us that although the wound may have 
healed for three or four weeks, some points of 
suppuration round the silk ligature have appeared 
which one cannot but feel is associated with some 


septic ligature or suture. 
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No operation for the cure of hernia could be 
undertaken much before 8 months of age, and 
if the child has been properly treated from the 
beginning, the necessity of performing any curative 
operation will but rare occur. 


A LECTURE 

ON 

LINGERING LABOUR. 

Delivered at the London Hospital, May 26th, 1893, by 
G. ERNEST HERMAN, M.B. Bond., F.R.O.P., 
Obstetric Physician to the Hospital. 

(Concluded from p. 94 .) 

I have spoken of the “ pains ” without differentia¬ 
tion of their component parts. The pains may be 
weak, either from the action of the uterus being 
weak, or from the auxiliary efforts of the abdominal 
muscles being absent or weak, or from both causes. 
It makes no difference as to the treatment which 
of these conditions it is that makes the parturient 
forces weak. 

It is hardly needful to say that the amount of 
suffering manifest is no criterion whatever of the 
force of the uterine contractions. In primary 
uterine inertia Ergot is most useful. It is a drug as 
powerful for harm in the wrong cases as it is for 
good in the right ones. It changes the natural 
intermittent contractions of the uterus, into power¬ 
ful tonic, that is continuous, contraction, and then 
if there is no obstruction delivery is quickly 
finished. It does this by its specific action on the 
nervous ganglia of the uterine muscle. If the 
nerve force of these ganglia is exhausted, Ergot 
will not act. Hence it is no use in secondary 
uterine inertia. If the labour is delayed not from 
weakness of the pains but from obstruction, Ergot 
will put the patient in imminent danger of rupture 
of the uterus. Further, the tonic contraction of 
the uterus hinders the circulation through the 
utero-placental vessels, this diminishes the supply 
of oxygen to the child, and, if its delivery is de¬ 
layed, causes its death by asphyxia. For this reason 
Ergot should not be given early in the first stage of 
labour, for then, even if there be no obstruction, 
the labour will be so long that the child will pro¬ 
bably die. The fact that the child is in peril from 
this cause can be found out by listening to the 
foetal heart. The natural changes which take place 


during a pain are, that as the contraction of the 
uterus is coming on, the foetal heart becomes 
quicker. At the height of the contraction it is 
slowed. As the pain is passing off it beats faster 
again, and when the contraction has quite gone 
returns to its natural rate. If Ergot is given, the 
contraction is continuous, does not pass off; and 
the foetal heart therefore does not return to its 
natural rate. The heart is first slowed, then made 
intermittent, and then stops. If you find the heart 
very slow and intermitting, you must deliver at 
once, or the child will be stillborn. If Ergot is 
given in the second stage of labour and the child 
is not quickly born, there is probably obstruction. 

The administration of Ergot is good practice 
only if it is certain that there is no obstruction. 
You may feel pretty sure of this (1) if the labour 
is premature. In labours before the end of the 
seventh month, it is always good practice (except 
when the pelvis is much contracted) to give Ergot 
in the second stage. (2) If the patient has had 
easy labours before, with children of full size and 
weight; examination shows that the presentation is 
normal, and the child not of excessive size; and 
there is no abnormal condition in the pelvis ob¬ 
structing delivery. The good rule is usually laid 
down that Ergot ought never to be given in first 
labours. This is because it is so difficult to detect 
the minor degrees of pelvic contraction, also 
because the soft parts in a first labour are so firm 
that they stretch slowly, and the powerful pro¬ 
pulsive force called up by Ergot is likely to tear 
them. You can form an idea of the size of the 
child by palpating the abdomen, and by ascer¬ 
taining that the child’s head has sunk down into 
the pelvis, so that its greatest diameter is not 
above the brim, and yet it is not impacted. If 
the head is impacted; if its greatest diameter is 
above the brim; if abdominal palpation gives the 
impression that the child is of unusual size, Ergot 
ought not to be given. And if Ergot fails to soon 
produce delivery, forceps should be used. 

Other Oxytocics. Other uterine stimulants 
beside Ergot have been recommended. Borax, 
Quinine, Pilocarpin, Digitalis, Cannabis Indica, 
warm baths, friction to the abdomen, electricity, 
have been said to be oxytocics. There is no drug 
which has any effect on the uterus anything like 
as great as that of Ergot. There are many* 
preparations of Ergot; but the ordinary Phar- 
macopceial liquid extract, obtained from a goo& 
chemist, and given by the mouth, is the best- 
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Quinine and warm baths act on the uterus 
indirectly, like food and sleep do, by refreshing 
the patient, but not so well. Friction and electricity 
stimulate the uterus a little. Pilocarpin, Digitalis, 
and Cannabis Indica only do harm. 

Hy dr amnios. —If the amount of liquor amnii 
is so great as to distress the patient by its bulk, 
rupture of the membranes is the way to give relief. 
If it is not so great as this, slowness of the labour 
is a less evil than the effects of premature rupture 
of the membranes; therefore, let the bag of 
membranes dilate the cervix, even though it do so 
slowly. 

Labour may be protracted, not because the 
pains are weak, or even relatively weak, but 
because there is a mechanical obstacle to delivery. 

This is obstructed labour . We are indebted to 
Dr. Braxton Hicks for first fully and accurately de¬ 
scribing the effects of the insuperable obstruction 
to delivery. When, either because the pelvis is 
too small, or the child too large or in a wrong 
position, the uterus is unable to expel it, the 
rhythmical pains occur at shorter and shorter 
intervals, until at last there is no interval at all, 
and the uterus is continuously contracted: there is 
tonic contraction of the uterus . When this stage is 
reached, the liquor amnii has all escaped, and the 
tonic contraction no longer tends to expel the 
child, by straightening it out, and pressing down 
the part at the fundus, but grasps it and becomes 
moulded to it. The uterus is a very large muscle, 
exerting great power in its contraction; its con¬ 
tractions therefore, even when intermittent, consume 
much nerve force, and in proportion exhaust the 
patient. When they become continuous, they 
exhaust the patient still faster. The length of 
time after which exhaustion comes on, differs in 
different women; the difference depends upon the 
nervous tone of the patient, not upon the muscular 
power, or the state of her tissues. As the uterine 
contractions do not generally follow one another 
with extreme rapidity, until they are excited by the 
reflex effect of the presence of the head in the 
cervix or vagina, tonic contraction of the uterus 
seldom comes on until the second stage of labour. 
It may occur in the first stage, but is then not 
only rarer, but more slowly produced. It most 
quickly comes on when the head is in the pelvic 
cavity, because then the surface pressed on is 
larger, therefore more nerves are compressed, and 
they are compressed more powerfully, being 
squeezed between the head and the pelvic bones. 


The result is exhaustion of the mother, not only 
by muscular exertion and pain, but by bruising 
and perhaps sloughing of soft parts nipped between 
the head and the pelvic bones. The fact that the 
symptoms come on just the same when the head 
is not presenting, and therefore the soft parts are 
not subject to destructive pressure, shows that the 
muscular effort and pain are the chief agents in 
prostrating the patient, and that pressure on the 
soft parts plays a minor part. The uterine nerves 
come mainly from the sympathetic, the system 
of nerves which most directly influences the vital 
processes. 

The symptoms of exhaustion which accompany 
tonic contraction of the uterus are slow and in¬ 
sidious in their approach. The first symptom is 
that the expression of the face becomes anxious; 
then the pulse gets quicker and smaller. The 
patient’s breathing is hurried in proportion to the 
pulse. The tongue becomes first creamy, then 
yellow, then brown. Her lips get parched. She 
becomes restless. There may be vomiting. If 
the patient is not delivered, these symptoms get 
more and more marked until she dies. Dr. Hicks 
has found the tonic uterine contraction persist up 
to within a few minutes before death. 

When the tonic contraction of the uterus has 
begun, immediate delivery is the only treatment. 
Every hour adds to the danger; and the danger 
of delay is greater the further the labour has 
advanced. Dr. Hicks estimates that the danger 
from delay when the head is in the pelvic cavity, 
is ten or twelve times greater, and when it is 
impacted at the outlet eighteen to twenty times 
greater, than when it is still in the uterus. 

Obstructed labour may end in rupture of the 
uterus, either before or after uterine contraction 
has become tonic. The mode of production of 
this accident I cannot describe in this lecture. 

One of the greatest practical mistakes that can 
be made is in the mistaking tonic contraction of 
the uterus for secondary uterine inertia, otherwise 
called temporary passiveness, and the reverse. 
Therefore I ask your careful attention to the 
diagnosis between tonic contraction of the uterus 
and secondary uterine inertia. Tonic contraction 
of the uterus and secondary uterine inertia present 
certain superficial resemblances. In both, regular 
pains have ceased. In both, the patient and her 
friends may think the labour has lasted too long, 
and be clamorous for delivery. But yet the 
diagnosis between them is of extreme importance, 
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for the treatment is diametrically opposite. In 
tonic contraction of the uterus immediate delivery 
is absolutely necessary : in secondary uterine inertia 
it is the worst possible practice, for it ensures post¬ 
partum haemorrhage. Therefore, I give the dif¬ 
ferential diagnosis in a tabular form. 

The points of difference are as follows: 

Secondary uterine inertia , 

otherwise called Tonic contraction 

temporary passiveness of uterus . 

and uterine exhaustion . 

A. As to the patient’s general condition. 

Expression placid: at moat Expression of face worn and 
snowing signs of fatigue: anxious, 

not anxious. 

Pulse not over 100. Pulse small and quick; 

generally 120 or over. 

Breathing not hurried. Breathing hurried in pro¬ 

portion to pulse. 

B. Abdominal examination. 

Uterus not tender. Uterus tender if condition 

has lasted long. 

Outline and limbs of child Outline of child cannot 
can be distinctly felt, and be felt, but only that 
child moved about. of hard and immovable 

uterus: limbs of child 
cannot be felt. 

C. Vaginal examination. 

Presenting part can be Presenting part cannot be 
pushed up easily. pushed up. 

Caput succedaneum small, If head in pelvic cavity , 
so that sutures can be great caput succedaneum, 
felt. so that sutures cannot be 

felt. 

Little or no swelling of If head in cavity vagina and 
vagina and vulva. vulva swollen. 

Remember also the contrast in 

D. Treatment. 

Give the patient sleep: do Deliver without delay, 
not deliver her. 

In tonic contraction of the uterus Ergot ought 
never to be given, because its effect is to cause this 
condition and increase it when present. 

You ought never to allow the uterus to get 
into a state of tonic contraction. The conditions 
which lead to insuperable obstruction ought to 
be found out quite early in labour: for they are 
easy to ascertain. Contraction of the pelvis, great 
enough to prevent the delivery of a living child, 
ought tojbe noticed when you make your first 
examination, and if suspected, the pelvis should be 
measured. A transverse position of the child ought 
to be found out and corrected early in labour. If the 
child, or part of it, be so large with relation to the 
pelvis that it cannot enter it, this ought to be found 


out early in the labour: and if it be certain that 
the child cannot pass through the pelvis, the alter¬ 
natives of embryotomy or Caesarean section should 
be put before the patient: and the mode of delivery 
upon which she, with the help of jour advice, 
decides, should be carried out without delay. 


THERAPEUTICAL NOTES. 


Ophthalmia Neonatorum, Veasey says, may 
be prevented by cleanliness of nails and fingers in 
making vaginal examination, assisting eyes to pass 
rapidly over perineum, cleansing them immediately 
after birth, not using same water for face and water, 
preventing soap from entering eyes, burning what¬ 
ever touches ophthalmic discharge, instructing 
laity, and using Cred£ or other method of cleansing 
eyes after birth.— (Med. Rec.) 


Calomel in Hypertrophic Cirrhosis of the 
Liver. —Dr. Sior advocates the Calomel treatment 
in this disease. He relates the case of a man, 
aged 30, who began to suffer nine months pre¬ 
viously from jaundice, which steadily increased and 
was accompanied by much loss of strength. On 
presentation he was deeply jaundiced. The liver 
was much enlarged. Its surface was regular, 
somewhat hard, and not tender. The spleen was 
also enlarged. There was no ascites or oedema. 
The urine was deeply bile-stained, but the stools 
were not completely colourless. The temperature 
rose slightly in the evening. There was no history 
of alcohol. Various forms of treatment, including 
Potassic Iodide, were tried for a month, but without 
the slightest benefit. The patient was then given 
Calomel, in doses of a little less than one grain, six 
times a day for three days, the drug being then 
omitted for the three following days. From this 
time the patient’s condition commenced to im¬ 
prove. The jaundice soon began to diminish, and 
the appetite was better. Eventually even the liver 
became less in size, as well as the spleen. After 
three months of such treatment, the jaundice had 
disappeared, there was no bile-pigment in the 
urine, and the stools were pale yellow in colour. 
The liver only extended one finger’s-breadth below 
the ribs in the nipple line, the upper limit of the 
dulness beginning at the sixth rib. The nutrition 
was excellent, and the strength good. 

(Berliner klinische IVochenschrift.) 
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Diet in Chronic Nephritis. —In a discussion 
on the most suitable dietary in chronic nephritis, 
which took place recently at the Acaddmie des 
Sciences, Dr. Dujardin-Beaumetz said it was not 
the albuminuria, but the accumulation of toxic 
substances in the economy that required attention. 
The indication, therefore, is to assist the elimina¬ 
tion of these poisons, and to prescribe such a 
regimen as will most tend to limit their production. 
To this end severe mental and physical exertion 
should be avoided. As toxines develop in 
meat three days after the death of the animal, 
he thought meats not absolutely fresh should 
be avoided; also, for the same reason, fish, 
game, oysters, and cheese. Milk should form the 
most important part of the dietary, but it should 
be sterilized. He never saw the albuminuria 
increased by the administration of eggs. Meats 
should be well cooked. Those which contain a 
considerable amount of gelatin are the most 
suitable. Among the starches he placed a high 
value on rice. He thought it also desirable to 
limit, if possible, the formation of toxic substances 
in the alimentary canal by the exhibition of such 
intestinal antiseptics as Benzo-naphthol and Salol. 

Dr. G. S£e advised a diet somewhat as follows: 
Milk, one litre; white bread, two hundred and 
fifty grammes; coffee or tea, five hundred grammes; 
macaroni, one hundred grammes. He thought 
drugs of little use to patients suffering from albu¬ 
minuria. With the exception of caffeine and 
lactose, which sometimes prove very efficient, 
diuretics should be avoided. The Digitalis group 
always proves injurious to the kidneys. Prepara¬ 
tions of Iron may add to the congestion present. 
Iodides and the Salts of Strontium and Lime 
may render some service. 

International Medical Magazine . 


Failure of the Cre&sote Treatment of 
Phthisis. —Dr. Alba brought this subject before 
the Berlin Medical Society. He said that the 
virtues attributed to it were by no means universally 
believed in. Patients, it was acknowledged by all, 
frequently improved greatly under its use, but the 
improvement was either accidental or at most a 
result of its good effect on certain symptoms. It 
had no specific influence whatever. The fact that 
the tubercle bacilli were in no way influenced by 
it lent support to this view. The author had ob¬ 
served numerous cases, but in no single one had 
he seen the tubercle bacilli diminish in numbers by 


its use, nor had he observed any lessened virulence 
in them. He was convinced from his own obser¬ 
vations that the action of Creasote was only a 
symptomatic one. The same improvements had 
been observed in cases where no drugs had been 
given, and the treatment had been only dietetic 
and hygienic. 

Dr. Fiirbringer also stated that he had not 
ordered Creasote for the last year or two. In one 
half of the cases in which it was given no effect 
was produced; in a fourth it was directly injurious, 
it injured the appetite; in the last fourth the 
disease process went distinctly backward, the 
patients recovered themselves, and even objectively 
a refreshing improvement took place. When, 
however, he compared these apparent Creosote 
successes with simple hygienic and dietetic results 
without Creosote he was unfortunately not in a 
position to detect any difference between them. 


Bromide of Strontium in Vomiting.— 

Coronedi, according to the Repertoire de Pharmacie t 
October ioth, 1892, has used this agent with great 
success for the relief of vomiting from various 
causes. Fifteen grains, before meals, relieves 
nausea more or less promptly; and this dose— 
thirty or forty-five grains a day—is efficacious even 
in the obstinate vomiting of pregnancy. 


FORMULA. 


Local Anaesthesia. —For minor operations the 
following, used as a spray, is recommended: 

R Mentholi . part j 

Chloroformi ... parts x 

iEtheris Fort ... parts xv 

M. Ft. solut. (Med. Rec.) 


A Stable Solution of Ergotine: 

R Ergotin. . gr.xv 

Acid. Carbolic (in crystals) gr.iss 

Aq. Destillat. Iftbcxv 

Dissolve and filter. 

(Now. Rem.) 


For Haemorrhoids: 

R Chrysarobin. ... 
Coca Butter ... 
Iodoformi 
Ext. Belladonnas 
Ft. suppositor. 


g*-j 

gr.xxx 

gr-i 

gr-Tff 

(Ther. Gas.) 
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A CLINICAL LECTURE 

ON 

CANCER OF THE STOMACH. 

Delivered at St. Bartholomew’s Hospital, May 19th, 1893, 
By SIB DYOE DUCKWORTH, 
Physician to the Hospital. 

I shall take as the subject of to-day’s lecture 
Cancer of the Stomach. In the last six months I 
have had four cases under my care in the wards, 
and that number of cases affords a sufficient 
number of facts whereon to comment on an occa¬ 
sion like this. 

Cancer of the stomach is a common disease all 
over the world. It is not confined to either sex, 
and is about equally met with in the two sexes, 
occurring chiefly between the ages of forty and 
sixty. It is always a fatal disorder. It is of the 
last importance to make a diagnosis of this disease, 
because it has to be distinguished from other 
morbid states of the stomach which do not kill, 
and which it may simulate in many respects. 

The first thing I have to say about cancer of the 
stomach, as a disease recognizable in patients, is 
this, that it may exist, and go on for a long time, 
without being recognized even by an astute and 
accomplished doctor. Such cases have occurred 
again and again, and probably will continue to be 
met with. It seems strange that such a serious 
disease as this should escape recognition; but 
there are cases on record which show that this is 
the case even where the disorder has made ad¬ 
vanced progress, and where, till within a few days 
of death, no very obvious symptoms have really 
appeared, perhaps a little vomiting for the last two 
or three days, with general break-up and loss of 
strength, and the patient dies from cancer which 
has not involved either orifice of the stomach. On 
the other hand, some cases are not at all difficult 
to recognize, especially when the disease is far 
advanced, and when it affects certain parts of the 
stomach. Some cases, for instance, are quite void 
of pain, while others are accompanied by extreme 
torturing pain. So that at once you will see we 
have a disease to deal with which does not always 
present the same symptoms. You require to know 
Voi* II., No. 8. 


the different varieties and peculiarities it presents, 
and to be prepared for them in practice. 

Of the four cases we have had during the last 
six months I shall draw your attention more par¬ 
ticularly to three to-day. The first case came 
in last December. He improved to a very 
great extent, feeling so much better under treat¬ 
ment that he insisted on going out, and I do not 
know at this moment what has become of him. 
If our diagnosis was right, it is too much to believe 
that he can be alive now ; and I do not suppose we 
were wrong in that case because the man had every 
symptom of cancer of the stomach, and we could 
feel a considerable tumour; but he got much more 
relief from remedies than these cases generally 
do ; and, finding hospital life irksome, he went out 
in January. 

About the same time another case came in, Eliz. 

D-, 65, admitted to Elizabeth Ward, 6th 

December. She was a hotel servant, a widow, 
having had six children. She had done her work 
up to within a month before her admission. Her 
symptoms only dated back seven months before 
that time, these being vomiting, loss of flesh, some 
pyrosis, and a general failure of strength. Her 
appearance was very remarkable ; her face was the 
colour of white wax, and she looked as if she had had 
a severe haemorrhage and had very little blood left 
in her body. But there was no history of any 
haemorrhage. Therefore it was clear that she was 
the subject of some disease that had either 
destroyed her blood or prevented its due forma¬ 
tion. In her case we discovered on examination 
a tumour of the epigastrium ; it was distinctly felt. 
She remained in the hospital month by month 
with singularly few symptoms up to the time of 
her death at the end of March, the whole course 
of the case being exceedingly short. Within ten 
months of the first onset of the symptoms she 
died. That is a short time for cancer of the 
stomach to destroy life; but it will kill in less time 
than that. It may kill in three months; in other 
cases the disease may last for three years; but 
generally within fifteen or eighteen months a 
patient with cancer of the stomach dies. 

The main facts about this woman’s case werfe 
the extreme anaemia, the prostration, the presence 
of a tumour in the epigastrium which we could 
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feel with the greatest ease, and which she could 
permit us to feel and handle because it gave her 
no pain. We watched that tumour grow month 
by month; we felt it getting larger week by week. 
I may say it grew distinctly from the pyloric end 
of the stomach towards the cardiac end, coming 
across the epigastrium from right to left, dll, just 
before death, there was a very large tumour, 
nodular and firm, and somewhat movable, as these 
tumours commonly are. That is one of the cha¬ 
racters of malignant growth in the stomach, that 
they are singularly mobile, descending with respira¬ 
tion, coming down on a full inspiration, as the liver 
or the spleen, when enlarged, comes down 
before the diaphragm. In health, you know, a 
natural stomach cannot be felt at all. No doubt 
it may descend to some extent on a full inspira¬ 
tion, but, at all events, it is not appreciable; 
whereas a gastric tumour on a full inspiration will 
descend in the middle line. The only event that 
took place during the period of four months for 
which this patient was in hospital, was the 
occurrence of thrombosis in the left axillary 
vein. 

In these cases thrombosis is apt to come on, 
especially towards the end of the disease. The 
conditions of cancer of the stomach strongly favour 
thrombosis in the veins of the body, these condi¬ 
tions being the gradual loss of strength, the en- 
feeblement of cardiac action, and the altered 
condition of the blood,—that is to say, the anaemic 
condition induced by the disease. Given these 
two factors, impoverished blood and impaired 
cardiac action, and you have the most favourable 
conditions for thrombosis in the veins. It may occur 
in the legs about the calf or in the femoral vein; 
or in the arms, or in other situations, as, for in¬ 
stance, in this case, in the axillary vein. That is a 
very serious place for a clot to occur. It is very 
difficult to keep the parts at rest. A block here 
leads to great difficulty and obstruction of the circu¬ 
lation ; and, too often, part of the thrombus breaks 
off and is shot into the heart, and gives rise to 
embolism of the pulmonary artery, causing rapid 
death. We took great care when this came on to 
keep the parts at rest by tying down the arm. In 
the meantime we increased the amount of stimulant 
and gave such food as would prevent blood-clotting. 
To our satisfaction the obstruction gradually passed 
away; the thrombus seemed to be absorbed, the 
circulation recovered itself, and the patient got over 
that difficulty, which was more than I expected. 


Gradually, however, she became weaker, and the 
tumour grew larger. 

Another feature of the case was the extraordin¬ 
arily low temperature that was present That you 
will find, when I have related the three cases to 
you, to have been a common factor in all. It is 
one of the features of cancer of the stomach. It 
is a disease without any febrile condition, the 
temperature varying from normal (98.6° or 98.4°) 
down to 95 0 . It was one of the triumphs—if one 
might call it so—of clinical thermometry twenty 
years ago, when the thermometer began to be 
freely used, to discover that cancer, as a rule, 
was an afebrile disease, that new growths, espe¬ 
cially carcinomatous growths, were unaccompanied 
by any febrile state in the body. The only 
exception to that is that of rapidly growing 
sarcomata which are apt to be accompanied by 
febrile conditions from time to time; but hard 
cancer, such as scirrhus, and ordinary medullary 
cancer, are, as a rule, unaccompanied by any 
febrile action whatever. On the contrary, there is 
frequently an abnormally low temperature. 

This woman suffered so little that her treatment 
was exceedingly simple. We encouraged her to 
take such food as she could. She required no 
anodynes to relieve her of pain, because she had 
none. She was a most saintly, uncomplaining 
woman, though, in truth, beyond the extreme weak¬ 
ness and exhaustion, she had no very great suffer¬ 
ing. She did not require Opium. I shall describe 
the diet these patients have had, and such as is 
necessary for such cases, before I have done. 

The next case was a man who came in a short 
time ago, on the 5th of May. He was only one week 
in the hospital before he died. He was 60 years old 
—the same age as the woman, and, by occupation, 
a porter. His symptoms had only lasted for three 
months before admission. His pain, which was 
his chief complaint, was across the belly. He had 
rapidly wasted, he said. His pain was intolerable, 
and nothing would relieve it but hypodermic in¬ 
jections of Morphia. He was a little, white-haired 
man. As we came to examine him we found the 
epigastrium covered by very rigid recti muscles 
which were on guard to protect the tender parts 
below. There could, however, be felt obscurely 
under the left rectus muscle a hardness. There are 
many such cases, in which, if there is pain, the 
abdominal muscles are on the alert and do 
all they can to prevent the inquiries of your 
fingers when you examine them. The patient 
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dreads being palpated; but with care, with a soft, 
warm pair of hands, a little coaxing of the abdo¬ 
minal muscles, and variation of position of the 
patient, you may at last gain some information as to 
what there is below. Of course to do that your 
hands must be familiar with what is to be felt in 
health. Therefore you must never lose an oppor¬ 
tunity of palpating and examining the abdomen of 
healthy people. In every case you, as pupils, have 
to deal with, try and feel whether any of the organs 
are palpable,—spleen, liver, pancreas, etc., and so 
your hands will come in time quite readily to re¬ 
cognize what may be abnormal. 

When you find a man who complains of pain in 
the epigastrium, over which the muscles are ex¬ 
tremely rigid, stiff, and on guard, you may suspect 
there is some good cause for that hardness. 
With a little coaxing you will find some lump, 
tender, or not tender, on pressure, which with gastric 
symptoms is always suspicious of new growth in a 
person of middle life or past middle life. That 
was felt in this case, though the pain was so great 
that we could not repeat the examination. Very 
often the attacks of pain come on spontaneously. 
Constant vomiting was another symptom this man 
had. He had only been in bed for about ten days, 
and he was constantly calling out for opiates and 
Morphia, so great was his pain. In his vomit we 
found a rather curious material. There fell to the 
bottom of the vessel in which he vomited a black 
powder. Of course in such a case we thought the 
man was vomiting up blood ; and you all know that 
blood which has been poured out into the stomach 
becomes almost black; but this material that he 
vomited was blacker than any black blood I ever saw. 
It was as black as powdered charcoal, and that, in 
fact, it was. It had been given him for his gastric 
trouble by some practitioner before he came in. I 
dare say he may have taken considerable doses of 
this, which had become lodged in various parts of the 
stomach, from which from time to time they were 
evacuated. At all events, this stuff was carbon, 
and not altered blood. Altered blood, although it 
is called black, is never really quite black. It is 
never blacker than tar; and generally it is choco¬ 
late-coloured. It has been likened to coffee- 
grounds, which, indeed, it very much resembles. 
The same may be said of material passed through 
the bowels. When blood has gone through the 
alimentary canal, pitchy or tarry stools are spoken 
of. These also are never absolutely black; they 
are never blacker than tar. 


This man, then, vomited up from time to time 
small quantities of charcoal. We saw no blood in 
anything he vomited. There was nothing in the 
family history of this, or of the preceding patient, to 
throw any light on this condition. There was, 
therefore, nothing to be done but to ease the tor¬ 
turing pain, and so we gave him full doses of 
Opium. 

The third case is now in hospital. It is that of 
a much younger man, a horse-keeper, aged 41. As 
in the other cases, he has only had symptoms for 
a short time—four or five months. There has been 
difficulty in swallowing solids for only two months, 
with a history of wasting. This patient has been 
very intemperate. He has no family history to 
throw light on the condition. There was a history 
of constant vomiting, with inability to swallow 
solids. Here, too, physical examination showed 
the recti muscles extremely rigid, and in this case 
also a tumour could be distinctly felt, more par¬ 
ticularly under the left rectus muscle. There was 
some pain in this case, but nothing like the severe 
pain felt in the last case. This patient has now 
been in for a little more than a month. Those of 
you who have seen him will know how greatly he 
has failed since admission, how he has lost flesh 
and wasted week by week, almost day by day; his 
cheeks have become hollow and haggard, he is 
losing his fat and muscle; and he is slowly and 
gradually dying. 

So much for the cases, then, that we have had. 
Post-mortem examination was made, I should have 
said, in the case of the first one, Eliz. D., the woman 
who was so extremely anaemic. I told you about 
the thrombosis in her case. There was found in 
the left axillary vein the remains of a firm old clot, 
the vessel being pervious above and below, the 
circulation having recovered itself in adjacent 
parts. It looked as if the blood had made its way 
by the side of the clot, between it and the vessel- 
wall. In the abdomen some translucent and firm 
masses were found. The pylorus and pyloric third 
of stomach were much thickened and infiltrated 
with firm new growth. There were small nodules 
in the omentum, diaphragm, and peritoneum over 
the broad ligaments. The liver contained no 
secondary deposits, nor were there any found in 
any other organs in that case. 

Cancer of the stomach is, as I have said, a 
common disease. Next to the womb there is no 
organ in the body that is more often the seat of 
primary cancer. The situation of it varies, so that 


Digitized by 


Google 



Il6 The Clinical Journal.] SIR DYCE DUCKWORTH—CANCER OP STOMACH. 


[June 21, 1896. 


it is described as occurring at the two orifices and 
between them: that is, you may have it affecting 
the cardiac orifice or affecting the pyloric orifice 
primarily and more particularly, and spreading in 
both directions from these points ; or it may occur 
on the anterior or posterior wall—more commonly 
on the posterior than on the anterior wall, more 
commonly on the lesser curvature than on the 
great, perhaps most commonly of all at the pyloric 
end, next to that on the lesser curvature, and next, 
with less frequency, at the cardiac end. 

We perhaps meet most commonly with medul¬ 
lary cancer : that is a form that is liable to soften, 
break up, and lead to haemorrhage ; with scirrhus 
which more particularly affects the pyloric end, 
giving rise to obstruction. Colloid cancer is met 
with, but rarely, occurring indiscriminately at any 
part of the stomach, invading the coats, and form¬ 
ing large alveoli. Probably all these forms originate 
in the gastric glands. They may spread directly 
by continuity. Thus you may have the stomach 
becoming adherent to the liver, to the colon, and 
to the spleen, and cancerous matter passing directly 
from one organ to the other. Cancerous material 
may spread by the lymphatics, in which case the 
first to be affected are those behind the stomach, 
the retroperitoneal lymphatics and glands; or it 
may be carried by the blood-current, in which case 
it is swept all over the body; or, yet, again, it may 
be carried along the coronary vein into the portal 
vein, and lead to secondary deposits in the liver. 
Many cases with cancer die without any secondary 
invasion of other organs at all. The glands may 
be quite unaffected. If they are affected the most 
commonly enlarged glands are probably the in¬ 
guinal glands, and the supraclavicular lymphatics. 
In any case of cancer of the stomach if any 
lymphatics are enlarged that is where I should 
look lor them. 

Two more accidents may occur in cancer of the 
stomach. 

(i) The formation of a fistulous opening be¬ 
tween the stomach and other organs. For instance, 
the stomach may be glued by peritonitis of can¬ 
cerous origin to the colon; cancerous material 
from the tumour may soften and break down, and 
so lead to perforation between the stomach and 
colon with a direct passage called a gastro-colic 
fistula. The same thing may happen by adhesion 
to the diaphragm, and an opening may occur into 
the pericardium,—a serious and fatal occurrence. 
Or you may have a fistulous opening into some 


other part of the alimentary canal, such as the 
duodenum or ileum ; or into the pleura. 

(2) Another accident is this, that by contiguity 
of cancerous growths peritonitis may be set up in 
some part of the peritoneal surface in the abdo¬ 
minal cavity, a localized peritonitis becoming 
purulent, and so you get a small purulent encysted 
peritonitis. When that happens you have the only 
exception to the cases of apyrexia in gastric cancer. 
Whenever you meet with fever in cancer of the 
stomach, and pain, you may suspect that this is 
going on, that a purulent peritonitis is occurring 
somewhere in connection with the new growth. 
There is hardly anything else that is likely to cause 
this, and although it may be very obscure you have 
good reason to suspect that that is going on. It 
used to be thought that pus and cancer were 
antagonistic in the body, just as tubercle was 
thought to be antagonistic to cancer, or emphysema 
of the lung to tubercle of the lung. But none of 
these antagonisms hold good. You may, and do, 
find emphysema and tubercle in the same body; 
you may and do find pus and cancer. If there is 
pus you may meet with fever, that is, suppurative 
fever, running up to a high degree; and the patient 
may die without having any obvious sign of pus. 
Otherwise, look for an abnormally low temperature. 

You must have noticed that in two of these 


cases there was the great contrast that one of 
them, the woman, had no pain in all her illness, 
while the other, the man who died last week, 
suffered torturing pain. Why is this? Every¬ 
thing depends as to the misery and suffering of 
the patient in cancer of the stomach upon the 
position occupied by the new growth. This is of 
the last importance. Obviously the symptoms must 
vary according as the new growth occurs at the 
cardiac or pyloric end. Supposing the obstruction 
to be mainly at the cardiac end, and to begin there 
—as is probably the case of the man now in 
hospital, his early symptoms being dysphagia,— 
difficulty in swallowing. In such a case that is 
just the symptom you would expect The food 
must either be rejected altogether and vomited 
up soon after it is swallowed, or else, with 
patience and perseverance on the part of the 
patient, the food taken, provided it is not solid, 
may at last trickle through to the stomach. The 
symptoms, then, occur very early after taking food 
if the new growth is at the cardiac end, just as in 
the case of new growth at the lower third of the 
oesophagus, which is the part most commonly 
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affected when the stomach escapes. On the other 
hand, if it is the pyloric end that is affected the 
food gets in quite easily, but it cannot pass out 
and is, therefore, retained. At first, indeed, it 
may go through very slowly, but from irritation 
there is congestion and gradual increase of the 
new growth, so that at last the stomach becomes 
a cut de sac . In that case the vomiting is late, 
not immediate, the food in some cases being re¬ 
tained many hours. It goes on accumulating 
and collecting, leading to gradual dilatation be¬ 
hind the obstruction, the stomach becoming 
enormously enlarged sometimes, thin-walled, and 
containing fluid food and a great deal of air, so 
that on shaking the abdomen of the patient there 
is a loud gurgling and churning sound. From 
time to time the patient gets relief by copious 
vomiting, and in the vomit are often found many 
kinds of bacteria, such as the yeast plant and 
sarcinae ventriculi. 

You see, then, how very different the symptoms 
may be, according to the position of the new 
growth. 

Again, if the new growth occurs upon the lesser 
or greater curvatures, or upon the anterior or 
posterior walls and begins there, there is no 
interference with the passage of the food into or 
out of the stomach. These cases are those which 
are generally most free of symptoms. They may 
be painless cases. The growth going on steadily 
gives rise to no pain, and for a long time 
is not recognized. The difficulty of swallowing 
and the suffering are generally in relation to the 
position of the new growth. But that will not 
entirely explain the difference between the painful 
and the painless cases. The new growth may be 
on the anterior or posterior wall and yet be 
attended with great pain. There the difference 
can only be that in one case the new growth has 
involved some of the nerves, some of the 
branches of the vagus, that have been nipped 
up and caught in the new growth producing 
extreme torture. Dissection of the growth in such 
cases has shown a vagus branch so nipped up 
and involved. I have Tittle doubt that was the 
case in the man who died last week. I think 
further dissection of the paits will show that some 
large branch of nerve has been involved in the 
growth causing the terrible pain. The same thing 
occurs in cases of ulcer of the stomach. There is 
great variation in the pain of gastric ulcer. It 
has in some cases been found where they have 


been exceedingly painful, that the ulceration has 
eroded and involved in its walls considerable 
branches of nerves, and thereby the excruciating 
pain has been explained. 

In Germany a good deal of attention has been 
paid in recent years to the removal and examination 
of the contents of the stomach with a view to 
assist diagnosis. It is found, and it is no doubt true, 
that in cases of cancer of the stomach hydrochloric 
acid ceases to be secreted. This has been used 
as a diagnostic method of distinguishing between 
cases of ulcer and cases of cancer. In ulcer the 
hydrochloric acid remains, in cancer it is absent. 
But in order to find out in any case you must 
examine the vomit of the patient, or else, as they 
do in Germany, give the patient a meal, and then 
make him vomit afterwards on purpose to as¬ 
certain whether hydrochloric acid is present or 
absent. 

Professor Ewald has a regular test-breakfast 
which he gives to his patients. It consists of a 
roll without butter and a glass of warm water, or a 
cup of tea without milk or sugar—a sorry kind of 
breakfast. After that has been ingested and re¬ 
tained for a short time, he proceeds to make the 
patient sick, and has the meal returned for examina¬ 
tion for hydrochloric acid. That may be a very 
feasible proceeding in Germany; it may be possible 
to do such a thing in a hospital; but in this country, 
and in private practice, it is certain such a proceeding 
cannot be adopted by you or me. If the diagnosis 
of cancer cannot be made without this proceeding, 
I think it is a great reflection upon the skill and 
power of observation of the medical attendant. It 
is very dirty, very unpleasant; I think it is very 
meddlesome; and, I venture to say, it is quite 
unnecessary. We will believe and accept the fact 
that hydrochloric acid is not secreted in cases of 
cancer; and, having learned that fact, I want to. 
know how much the wiser we are, and how much 
the poor patient is benefited by the knowledge. 
I do not decry researches and observations of 
this kind; they are necessary; but I do not see 
that this one helps us very much. It may suggest 
this, that in feeding such patients it may be 
hecessary to peptonize their food, a method of 
which I am not in favour unless it be absolutely 
necessary. Nowadays, I think it is resorted to 
too often. Everybody who has anything wrong 
with the stomach gets peptonized food. This 
is unnecessary and meddlesome. Give proper 
food, food that he can digest; feed him according 
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to his morbid state; and if that be cleverly 
and skilfully done, peptonizing will not be neces¬ 
sary; if this fails, you may try peptonized food. 
There is no doubt that as cancer begins in, and 
spreads by involving, the glands more and more, 
hydrochloric acid is not poured out; whereas in 
ulcer there is only a small part of the stomach 
wall involved, and the greater part is able to 
secrete hydrochloric acid. The tests for this you 
can find in the text-books. There are the general 
colour tests. We never practise them here. We 
do not wash out the patients’ stomachs here for 
that purpose. I am old-fashioned enough to think 
it is not necessary, and that a diagnosis can be 
made without it. It may even be a harmful 
practice, both in cases of cancer and ulcer. 

How are we to treat such cases, having made the 
diagnosis? If there is much pain, that must be 
relieved. Whatever we do, the whole treatment is 
palliative. There is no cure. But, therefore, are 
we to hold our hands? Not at all. If the patient 
is in misery and suffering we have a great deal to 
do to treat the case. It is too little remembered in 
these days that we can mitigate and relieve 
suffering. We throw up our hands too soon, feeling 
as if it mattered not what we do. But it does 
matter. If we ourselves were the victims of cancer 
of the stomach, we should insist on being treated 
very carefully and skilfully. And there is a great 
deal to be done for the comfort and relief of such 
patients. They may live for the rest of their lives, 
at least, in comfort, and die without excruciating 
suffering. 

The diet, first of all, is the important thing. 
Solid food in many cases cannot be employed 
because it gives rise to pain. But in those where 
there is no pain, solid food which is easily digested 
may be given. In the case of the woman whose 
case I first related, for instance, fish and well- 
pounded meat could be taken. But in other cases 
that diet would be quite impracticable; it could 
not be borne. If the patient can bear solid food, 
and does not vomit, by all means let it be given,— 
tender fish, tender meat, milk, farinaceous food 
(especially using milk), soups, strongly nourishing 
things, such as yolk of egg, custard pudding, etc. 
Give stimulants if the patients can take them and 
retain them. In moderation they are advisable. 
A little red wine and water or alcohol in milk are 
often useful. 

If there is much pain, you are entirely limited 
to the use of liquid food. Sometimes that cannot 


be borne, and even milk and lime water would be 
rejected. What is to be done then? It is best in 
such a case to let the patient’s stomach alone. 
Feed the patient for a day or two by enemata. 
Throw up"four ounces of a nourishing enema; or 
give nourishing suppositories, such as Slinger’s, 
two or three times a day, taking care to wash out 
the bowel first, so as to have clean mucous mem¬ 
brane to absorb them. 

After two or three days of that kind of treatment 
you must again resort to feeding by the stomach. 
Koumiss is useful in these cases; butter milk, too, 
if it can be had. Koumiss is very nourishing 
and pleasant, and can often be tolerated. In the 
case now in the ward the patient has to be very 
largely supported by nourishing enemata. 

For medicines, one of the most useful I know is 
Creasote. A minim of pure Creasote given in pill 
with bread crumb three times a day proves of great 
value. In the case of the man who went out very 
much relieved, much benefit was secured by the 
use of Creasote. He said it used to relieve him, 
warm him, and comfort him, and make him well 
for the time being. In other cases I have found 
it useful. It checks the tendency to nausea; it 
is locally anaesthetic. If you apply Creasote to 
your hand or tongue you will find this to be the 
case. At other times pure Carbolic Acid, one 
minim or grain, given in pill, acts very much in 
the same way as Creasote. According to the state 
of the tongue, and the degree of the catarrh that 
may be present in the stomach, you may use a 
combination of medicine containing alkali and 
bitters, such as Soda with Calumba, or Soda and 
Gentian, from time to time. 

For the pain you can do little more than resort 
to Opium in full doses. Attacks of pain, paroxysms, 
coming on in gastric cancer are sometimes relieved 
by a dose of spirit; a teaspoonful of pure brandy 
giving very marked relief to the pain of gastric 
cancer. That has been known and recognized, 
and is a thing to remember. It is a legitimate 
case for the use of raw spirit as a medicine. 
Many people take that medicine for other pur¬ 
poses, greatly to their damage and harm; but here 
is a case where alcohol, which is a good servant 
but a very bad master, may be legitimately em¬ 
ployed with immense relief to the patient. When 
Opium has to be given it must be administered 
here, as always, in doses calculated to produce the 
effect you want. 

Some people are stingy with Opium, as if harm 
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were going to come of it! The patient is going 
to die in a few weeks or months; you could not 
make him into an opium-eater if you tried. If 
the Opium given does not do good, it is because 
you have not given enough. The quantities that 
may sometimes be taken are quite astonishing. 
You must push on and on until you find the 
controlling dose. That is your duty and privi¬ 
lege; if you are not doing that you are not 
doing your duty. Therefore, though you may 
begin with five or ten minim doses you must be 
prepared to increase that quantity of Laudanum 
or Liq. Op. Sed. Or if you find it necessary 
to begin with a quarter or half grain of Morphia 
you may have to come to give several grains. 
That would kill the patient in the next bed; 
but you must find the controlling dose, and go 
on increasing the quantity until it is reached. 
You will not, of course, stupefy the patient, or keep 
him asleep, but you will endeavour to keep the 
pain at bay. You have a real factor to deal with. 
This is no miserable neurosis, as the term is, no 
neuralgia of the stomach ; it is no inorganic disease; 
it is a case of gross, coarse, organic disease: the 
patient is suffering agony from day to day from a 
tumour involving an increasing number of nerve 
branches. You cannot stop the growth of the 
tumour, but you can deaden the conductivity of 
the nerves, and so give the relief you are bound 
to afford. Therefore do not be stingy with Opium 
in these cases. 

Having done that there is really nothing else left 
for you to do. 

Lastly, I would remind you that these cases 
sometimes closely simulate in appearance cases of 
pernicious anaemia. That woman whose case I 
spoke of first might have been passed by in the 
ward as a case of pernicious anaemia, so extreme 
was her bloodlessness. The blood may be de¬ 
stroyed to the extent of half its quantity; 50 per 
cent, of the blood-globules may go. The blood is 
destroyed and not made up again. 

These are the main points, the main lessons, to 
be learned from cases of cancer of the stomach. 

The diagnosis is to be made from gastric ulcer 
on the one hand, and from cases of chronic gas¬ 
tritis or chronic catarrhal dyspepsia on the other; 
and in the absence of any tumour to be felt by the 
hand the diagnosis is easy. I have said there may 
be no symptoms at all of cancer of the stomach. 
If that be the case you will not mistake these cases 
for gastric ulcer, in which there are always symp¬ 


toms. There is commonly severe pain, pain 
aggravated by putting food into the stomach, sooner 
or later. There is very commonly vomiting of blood, 
more or less—sometimes clots of blood; large 
quantities of bright blood: sometimes streaks of 
coffee-ground stuff. These are not infrequently 
seen in gastric ulcer. But in cancer of the stomach 
there may be no vomiting, or only streaks of choco¬ 
late-coloured stuff which come up with mucus. 
You are not likely to get a large, copious haemor¬ 
rhage in cancer unless a softened new medullary 
growth has broken into a large vessel. 

That reminds me of a point 1 omitted. Some of 
these tumours of the stomach are pulsating. Some¬ 
times, on examination, you find a tumour pulsating 
rhythmically, keeping time with the pulse-beat. And 
before now it has been supposed that a new growth 
of this kind has been, not a gastric cancer, but an 
aneurysm of the aorta or coeliac axis. Now, on the 
whole, I should say that abdominal aneurysm is a 
less common disease than cancer of the stomach. 
The probability is against it. The probability is 
against aneurysm of the aorta in women at any age; 
in men, of four cases of pulsating tumour in the 
abdomen you will probably find that three of them 
are not aneurysmal. Therefore, when you find a 
pulsating abdominal tumour in the epigastrium, it 
is not the first thing to think of. Think of some¬ 
thing else than aneurysm, but, of course, do not 
forget it. 

It may be a gastric new growth which, lying on 
the aorta, receives a thud every time the impulse 
is given. Another way to explain the impulse, if 
it does not get a thump from the aorta, is that the 
tumour is large and very vascular; a large number 
of new vessels have been found in it, so that the 
tumour becomes like a sponge which fills with 
every injecting pulsation from the aorta, and so 
receives a throb proper to its own structure. 
You distinguish a true aneurysm not merely by 
the kick or thump, but by the expansion of the 
whole tumour with every impulse. 

Some of these tumours, then, may pulsate. In 
such cases if they break down suddenly there will 
be a large gush of haematemesis, or free bleeding 
into the stomach and intestines. 

Chronic gastric catarrh is to be met with in both 
sexes, chiefly in middle life, more particularly in 
those persons who eat and drink too much, and in 
gouty people. They may suffer a great deal, lose 
their appetite and have pain ; and in that way >ou 
may be led to suspect that they are becoming the 
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subjects of cancer. But as time goes on nothing 
happens; they do not get much worse even if they 
do not get much better. In particular, no new 
growth appears; and one thing is certain,—once 
cancer has begun to grow in the stomach it will go 
on and symptoms will soon appear. So if in any 
case of gastric disease you have no symptoms in 
twelve months you may conclude it is not cancer. 
If eighteen months or two years elapse in a 
patient with chronic gastric catarrh, or with a pain 
like that of ulcer, you may feel almost sure there 
is no new growth in the stomach. 


A CLINICAL LECTURE 

ON 

THE TREATMENT OF HYDATIDS 
OF THE LIVER. 

Delivered at St. Thomas’s Hospital, London, June 3rd, 1893, 
By H. H. GLUTTON, M.A., F.R.O.S., 
Lecturer on Surgery in St. Thomas’s Hospital. 


The subject I want to bring before your notice 
to-day, Gentlemen, is that of the surgical treat¬ 
ment of hydatids of the liver. My reason for 
doing so at the present time is that I have recently 
had a case in the wards which demonstrates fairly 
well the treatment which I think ought to be 
adopted. 

Those of you who are keen about the subject 
ought certainly to consult the Transactions of the 
Intercolonial Medical Congress for 1889, in which 
this subject is discussed, chiefly by Dr. Gardner 
and Dr. Davies Thomas. Hydatids of the liver 
are far more frequent in Australasia than in this 
country, and the experience they obtain there is 
much more extensive. One cannot really enu¬ 
merate a large number of cases here in the same 
way as they can in Australasia. 

There are four different methods of treatment 
which may be mentioned:— 

(1) Aspiration. (2) Electrolysis. (3) The 
introduction and retention of a large trocar. 
(4) Abdominal or thoracic section. 

(a) Aspiration .—The treatment by aspiration is 
that simply of introducing the needle of the 
aspirator and drawing off as much fluid as you 
can, the theory being that if the fluid is with¬ 
drawn the parasite dies, the cyst shrivels up, and 
there is nothing more felt of it by the patient. 


Personally I have had a good deal of experience 
of this mode of treatment from seeing Dr. 
Murchison’s practice in my student days, and 
afterwards, when I was Resident Assistant Surgeon. 
In every single case that I saw the results were 
really, at the time, very satisfactory indeed. But 
the cases were not seen and watched for many 
years. And then, if you take a very large 
number of cases, you will find that, firstly, there 
are certain dangers about the operation, and, 
secondly, that the treatment is not always suc¬ 
cessful; there are a certain number of failures 
recorded, that is to say, the treatment is not 
necessarily a radical cure, and the patient may 
have, subsequently, to be submitted to another 
operation. 

Under these circumstances most of us have 
come to the conclusion that the treatment by 
aspiration has been superseded by other and more 
radical measures. This is particularly well pointed 
out in the papers to which I have alluded in the 
Intercolonial Medical Congress of Australasia of 
1889. Until quite recently our colonial brethren 
had been strongly imbued with Murchison’s views, 
and had adopted his treatment by aspiration; but 
now, if one is to believe their statistics (all statistics 
are open to a shadow of doubt), aspiration should 
be dismissed. 

On the other hand, in this country, under 
Murchison’s hands, aspiration undoubtedly had a 
great success; and therefore I am not inclined to 
take these statistics absolutely for proof of the 
success or failure of aspiration. 

As regards fatality or dangers about it, the cyst 
when it had been partially emptied sometimes 
allowed fluid to escape into the abdominal cavity 
after the withdrawal of the canula, and peritonitis 
ensued and occasionally death. In hydatid of the 
lung, you know, it is almost a fatal operation. 
There have been two cases in this hospital of 
deaths from aspirating hydatids of lung. However, 
there is a good reason for this accident in the case 
of the lung, which does not apply to the liver; but 
still there have been deaths from aspirating hydatids 
of the liver; and therefore I am inclined to dismiss 
it at the present time, as it is not entirely satis¬ 
factory, and under modern surgical procedures the 
larger operation has been robbed of its former 
dangers. 

( 6 ) Whatever one may say with regard to aspira¬ 
tion applies to electrolysis. If you dismiss aspira¬ 
tion, you will also dismiss electrolysis. 
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(c) Then we come to the third variety of treat¬ 
ment, that, namely, of the introduction and retention 
of the canula of a large trocar. You may have 
seen something of this practice in the wards of one 
of the physicians to this hospital, and it is adopted 
still. I am bound to say it does not appear to me 
to be a good method of treatment. The same 
leakage may occur, and the same chances of 
peritonitis. There are dangers about it in addition 
which, to the surgical mind, would appear unsatis- 
fectory. 

Thus we have dismissed aspiration, electrolysis, 
and the introduction and retention of the trocar 
and canula as not desirable at the present time. 

(d) I come now to the fourth method, the 
method which I think is the right one to adopt— 
that, namely, of abdominal or thoracic section. 
You are aware that the liver lies midway between 
the abdomen and the thorax; and a hydatid cyst 
in the liver may project towards the pleural cavity 
pushing up the diaphragm, or it may present to¬ 
wards the abdominal cavity. In the latter case it 
would mean an abdominal section, whereas in the 
former it would mean a thoracic section. 

Before mentioning each operation I ought to 
tell you that there are two ways of operating, 
namely, by one or by two stages. The operation 
by two stages means that you make an incision, 
expose the cyst, stitch the wall of the cavity con¬ 
taining the cyst to the parietes, to the surface of 
the body, that is; and then, on a subsequent 
occasion, when adhesion has taken place, you pro¬ 
ceed to remove the cyst as you do in the one-stage 
operation. 

The one-stage operation is a free incision over 
the most prominent part of the cyst by a very care¬ 
ful arrangement which I shall mention in detail 
presently; and then, opening the cyst, you evacuate 
its contents, remove the cyst, and at once stitch 
the wall of the cavity in which the cyst lies to the 
parietes either of the abdomen or the thorax: put 
in a drainage tube and treat the case in the 
ordinary way. 

Granted that these are the modes of treatment 
that one should adopt, it behoves me to mention 
the operation somewhat in detail in order that you 
may appreciate the importance of the method of 
procedure. 

You would say that the two stages are easy; 
there is no visk about it, and so on. But there 
are some cases in which it would appear to be un¬ 
desirable to employ the two stages. When the 


cyst is partially adherent is one. Again, when the 
cyst is immediately below the surface and can be 
easily evacuated, it would not appear to me to be 
desirable to risk its rupture in another part in the 
interval between the first and second operation. 
And that would induce me in all cases to prefer 
doing it by one stage rather than by two, provided 
always the cyst is within easy access. 

Let me mention now the operation by one stage. 

I shall first describe the abdominal operation in 
one stage, and by that you will see the points on 
which we lay the greatest stress in the treatment. 

First of all you select the part which is most 
prominent. If it presents well below the liver and 
is towards the linea alba, you select the linea alba. 
On the other hand it may be lateral, and you have 
to incise there. In either case it is desirable to 
take the most prominent part because there you 
are likely to find adhesions between the surface of 
the cyst and the abdominal wall; and it will make 
the case rather resemble the operation in two 
stages, while you get it over in one. The incision 
being made over the most prominent part of the 
tumour at a definite spot, you expose the surface 
of the tumour and look out for adhesions. If you 
find adhesions fairly well formed you will feel com¬ 
fortable ; but, as a general rule, you will find no 
adhesions at all. This is the difficult part of the 
operation and the part you have to take the 
greatest care about, that, namely, of packing the 
wound all round underneath the incision between 
the abdominal walls and the surrounding parts of 
the cyst with sponges. Then by using the trocar 
or aspirator and emptying the cyst you avoid any 
extravasation of the contents of the cyst into the 
abdominal cavity. In all abdominal cases you 
have to exercise great care in counting your 
sponges which may sometimes slip out of sight 
and be difficult to find; so that faulty counting of 
the sponges, at first may result in a sponge being 
left behind. The sponges being well packed in all 
round and the surface of the cyst left exposed, use 
a trocar or aspirator. This is to relieve tension. 
If you do not do that you have great difficulty in 
dragging the cyst wall to the surface. Having 
drawn off the fluid you make an incision into the 
cyst or the cavity which contains the cyst; this in¬ 
cision being made only large enough to admit your 
finger. With your left forefinger you hook up the 
capsule towards the surface, and in that way pre- 
vent the remaining fluid from running towards 
sponges which you have packed in the abdominal 
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cavity. You then remove the cyst which you will 
find crumpled up at the bottom of the cavity. 
The best way to do this is first to apply a pair of 
forceps one on each side to the wall of the cavity 
from which the cyst is to be extracted. A large 
cyst of fairly thick substance will generally require 
a little manoeuvring to lift it out. In that case you 
have to enlarge the wound and draw again. Then 
look for any daughter-cysts that may be floating 
free in the fluid. That is done chiefly with the 
finger. Then, using boiled water or a Boracic 
solution, you flush the cavity and clean it out 
thoroughly. In doing that you will probably re¬ 
move a few more daughter-cysts. Then sweep 
your finger round again to make certain that every¬ 
thing has been removed. In addition to that you 
should feel carefully for any further cysts that may 
be outside the first one. In a case I shall after¬ 
wards mention there was undoubtedly a cyst out¬ 
side the primary one which I did not discover. 
That was a mistake on my part, but one very easily 
accounted for when you follow the description I 
give of the case. 

Having removed the cyst and proved to your 
own satisfaction that there are no other cysts, you 
then suture the walls of the cavity from which the 
cyst has been removed to the abdominal parietes. 
The cyst is surrounded by thickened connective 
tissue of the organ in which it is placed. It is 
in this case the displaced liver infiltrated by in¬ 
flammatory products forming a more or less thick 
connective tissue wall. The thicker it is the better 
for you, because it holds the sutures better and 
does not bleed; while if you have a thick layer of 
liver substance to cut through before you reach 
this connective tissue wall, you get a good deal of 
bleeding which is troublesome when you proceed 
to suture. 

Presuming that the cyst is fairly large and you 
have not a great thickness or depth of tissue to 
cut through, the sides of the cavity (to use that 
expression for want of a better) from which the 
cyst has been removed are now stitched to the 
abdominal wall. Push a sponge of a size varying 
according to circumstances into the cavity; then 
withdraw the other sponges and count them. 
This sponge in the cavity prevents the escape of 
any fluid during the introduction of the sutures. 

You cannot put in too many stitches. You 
stitch very carefully the walls of the cavity to the 
walls of the abdomen. As a general rule it is 
best to pull it up to the skin if you can,—but this 


is dependent upon the depth. Having removed 
the sponge a large drainage tube is introduced 
and the dressing applied. The best dressing in 
my opinion is the wood-wool tissue, which takes 
up a very large quantity of fluid. A cavity like 
this leaks very considerably, and in a short time 
saturates through any dressing you may put on. 

The after-treatment consists in changing the 
dressings, and washing out the cavity if there is 
any rise of temperature, and treating the case on 
ordinary surgical lines. 

In the case now under my care the discharges at 
first distinctly smelt. Under these circumstances I 
washed out the cavity frequently. By degrees the 
drainage tube is shortened and finally removed. 

With regard to the operation in two stages, as I 
have mentioned, the first consists in making an 
incision over the tumour, and attempting (not 
always very satisfactorily) to attach the capsule of 
the cyst to the abdominal walls. It is only in 


certain cases you can do this, and, to my mind, it 
is only in certain cases that it is desirable. The 
cyst is opened at the second operation, which is 
performed when the coverings of the cyst are 
adherent to the wound in the abdominal wall. 
Five or six days would, under ordinary circum¬ 
stances, be the interval allowed to elapse between 
the two stages of this operation. The method I 
have just described by one operation is by far the 
easiest and most satisfactory, and is accompanied 
with little risk. On the other hand, in doing it by 
two stages you run a risk of rupture, you are 
likely to get leakage from a prick of the needle, 
and sometimes there is a difficulty in keeping the 
aperture patent. These are difficulties not easy to 
describe without experience of the condition. 

Supposing, on the other hand, you have a cyst 
which is placed far back in the abdomen, it might 
be desirable not to attempt to do the operation all 
at once; but these cases appear to me to be rare 
and unusual. Generally we prefer the one stage. 

A few words about the thoracic operation, and 
then I shall mention the case I have now in the 
wards under treatment. By the “ thoracic opera¬ 
tion ” is meant the procedure in a case where the 
tumour of the liver caused by the hydatid cyst pre¬ 
sents rather towards the chest than towards the 
abdomen; or, it may be, presenting midway be¬ 
tween the two, bulging the ribs. In that case it 
certainly is undesirable to attack it from the 
abdomen. You must expose the most prominent 
part if you want to remove the cyst, and search 
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for any other cysts through the same opening, in 
order to produce a radical cure in a way which is 
satisfactory to you and for the patient. First of all, 
then, in order to do this you have to resect one or 
more ribs. It is impossible to do it in an inter¬ 
costal space. You can aspirate there, but you 
cannot take out a cyst through an intercostal space. 
In some parts you can resect portions of one or 
two ribs without going through the pleural cavity. 
Adhesions may have formed, and that portion of 
the pleural cavity which overlaps the liver may be 
obliterated. In that case the difficulties I have to 
mention will not be encountered; but, on the other 
hand, in the larger proportion of cases the pleural 
cavity will be opened. In opening the pleural 
cavity you feel you are adding to the risks of the 
operation; but I do not think, if you take precau¬ 
tions, that there is any greater risk in this than in 
abdominal section. Having taken away portions 
of one or two ribs, you see the bulging cyst with 
the diaphragm over it. That is what you expect. 
You have opened the pleural cavity, and you see 
the lung retreating from view. It is a mistake to 
suppose that the lung absolutely retires to the ver¬ 
tebral column; it does not go so far as that; it 
retires, at any rate, from your field of operation. 
I would adopt the same method as before: in the 
first place you ought to have a large enough open¬ 
ing to be able to protect the pleura from the escape 
of fluid into it by a sponge. Then use your aspirator 
and evacuate the cyst in part or whole, as the case 
may be, and so relieve tension. As the cyst is 
emptied you are astonished to find how easily the 
diaphragm and the cyst are drawn to the surface. 

This would appear, perhaps, to you not quite 
likely to be the case, but it is the fact. The dia¬ 
phragm is stretched by the long-continued growth 
of the hydatid cyst, and as a rule can be drawn to 
the surface. 

Having dragged the capsule, through which 
your puncture has been made, almost level with 
the skin wound or nearly so, you withdraw your 
aspirator, put forceps on each side of your punc¬ 
ture, make an incision, put your finger in and draw 
the capsule still more firmly to the surface, as in 
the case of the abdomen. It is exactly the same 
method, only perhaps a little more trouble should 
be taken to shut off the pleural cavity. The rest 
of the operation consists, after evacuating and 
flushing the cavity, in suturing most carefully, par¬ 
ticularly on the pleural side, the diaphragm to the 
parietal pleura beneath the ribs. 


The suturing of the pleural surface on the dia¬ 
phragm, and with it also the diaphragm, to the 
pleura under the ribs can be done if a sufficient 
amount of rib has been removed to expose the 
pleura satisfactorily. The pleural cavity can in 
this manner be well shut off; and the cases show 
as good results as after abdominal section. 

The other details consist in preventing the es¬ 
cape of fluid into the pleural cavity by careful 
packing, and putting in as many sutures as you 
can find room for to secure coaptation of the two 
surfaces. The drainage tube is then introduced, 
and the dressing applied in the same way as in the 
abdominal section. 

The case I have to record by way of illustrating 
the treatment is as follows:—A girl, «t. 18, was 
admitted under Dr. Sharkey’s care on March 28th 
of this year, looking to all intents and purposes an 
absolutely healthy girl. This is not uncommon in 
cases of hydatid cysts which have not suppurated, 
and have not by very excessive growth produced 
disturbance of the relation of viscera to one 
another. The patient had pain and swelling two 
years before she came to the hospital. It sub¬ 
sided in two months, and she thought she was well. 
In September, 1892, six months before she came 
to this hospital, she noticed a hard lump in the 
epigastric region which steadily increased in size. 
She was not laid up in any way until a few days 
before her admission. She scarcely thought it 
necessary to seek advice. But on examination she 
was found to have a large fluctuating swelling in 
the right hypochondriac and epigastric regions. 
This, for reasons which I need not detail, we 
diagnosed as a hydatid cyst in the left lobe of the 
liver. It moved with respiration, but still was 
somewhat fixed to the abdominal parietes. We 
thought that when exposed it would be found 
adherent to the abdominal wall. 

Adopting the method I have detailed as the 
most desirable way of treating such cases, on April 
4th an incision was made in the linea alba about 
four inches in length immediately over the most 
prominent part of the tumour; and I found, as I 
expected, that it was in the greater part adherent to 
the abdominal wall. Adhesions being found at 
the lower end of my incision, I had only to use one 
sponge to plug the upper part which was not ad¬ 
herent. I put a sponge carefully into that angle, 
and then proceeded to draw off the fluid from the 
cyst and to make an incision into the cyst wall and 
introduce my finger. The operation in the rest of 
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its details was exactly as I have described just now; 
but there are one or two interesting points in rela¬ 
tion to the case. I was keen to find, if I could, 
another cyst There were no daughter-cysts in the 
primary cyst I had removed, and I thought it 
possible, from the irregular character of the swell¬ 
ing, that there might possibly be another. 

I hunted, however, unsuccessfully. I thought 
at one moment I had found it. I put in a pair 
of forceps and pulled out what looked like the 
wall of another cyst. I used my scissors to open 
it, and then, to my astonishment, I found it was 
not another cyst, but that I had opened the peri¬ 
toneal cavity behind. The left lobe of the liver, as 
you know, is very thin. This tumour, the hydatid 
cyst, had probably formed in the very thin part of 
the left lobe, so that, in cutting through the liver 
and capsule, I removed the cyst and then hooked 
up the opposite portion of the cavity from which 
the cyst had been removed, thinking, from its 
glistening aspect, I had another cyst to deal with. 
I found I had opened the peritoneal cavity be¬ 
hind. I stitched up that little hole and returned 
it. I did not hunt any more. The patient was 
sent back to bed with a drainage tube. Her 
temperature at the highest was, at first, 101. 
The fluid smelt a good deal, so it was washed 
out frequently. The case went on very well with¬ 
out pain or discomfort till April 21st, seventeen 
days after the operation. On that date the ward 
had been turned out, and, whether due to the 
jolting of the patient in the removal from one 
ward to another or not, I cannot say, but, at any 
rate, that same night there occurred a sudden 
escape of fluid from the wound, soaking through 
the dressings into the bed, and even into the 
mattress. The house surgeon put on a fresh 
dressing. When I came the next day and 
found that the temperature had rim up to 103, 
while there was still a large quantity of fluid 
coming away, I thought it probable that another 
cyst had ruptured into the cavity from which 
the first cyst had been removed. Having washed 
my hands carefully I introduced my finger into 
the opening in the abdominal wall. I thought 
I could feel in the upper part, stretching towards 
the stomach, another cyst. The patient was, there¬ 
fore, taken to the theatre, and a more careful 
examination made. I then found an aperture 
leading from this large cavity in the left lobe and 
surrounding tissues, towards the stomach, between 
it and the diaphragm. I introduced a pair of 


forceps, and pulled out a large cyst and a few 
daughter-cysts. On further exploration of this 
cavity I was astonished to find its size. It was 
quite eight inches in diameter, and stretched right 
away to the other side of the abdomen, towards 
the spleen, behind the stomach, so that it oc¬ 
cupied the upper part of the lesser peritoneal sac. 

The first hydatid cyst was in the left lobe of the 
liver; this second one must have been in the 
lesser peritoneal sac between the stomach and the 
diaphragm. I put a drainage tube of over six 
inches in length into this cavity, and left it to be 
dressed and treated as after the first operation. 
The temperature immediately fell, and from that 
time to this she has gone on without a drawback of 
any kind. The drainage tube was withdrawn a 
few days ago, and now the discharge from both 
these large cavities is quite insignificant. Thus 
at the end of six weeks she is practically well. 
There is still a little discharge, and, no doubt, if I 
probed it I should find the sinus still patent for 
some distance; but the patient is practically safe. 

You will now appreciate the points with regard 
to the surgical treatment of hydatid cysts. But 
I have not mentioned the fact that sometimes we 
have to deal with a suppurating hydatid cyst of 
the liver, which is somewhat like a hepatic abscess. 
I purposely left it out because the treatment differs 
very slightly from the ordinary surgical treatment 
of pus anywhere else. You recognize it from the 
occurrence of much more pain than in the other 
case, by the temperature and by the ordinary 
symptoms of inflammation. You should treat it 
in the same way as I have already mentioned—by 
the one-stage operation. An incision is to be 
made over the most prominent part. You are 
almost certain to find adhesions all round, and the 
case is rather easier from the manipulative point 
of view than in the other. The prognosis, of 
course, is not so satisfactory. 

At one time I saw a great many of these sup¬ 
purating hydatids, under Dr. Murchison, as I 
was then Resident Assistant Surgeon, and had the 
surgical treatment of most of his cases. His treat¬ 
ment for suppurating hydatids consisted in using 
the trocar and leaving the canula in situ . We 
had rather a fear of extensive operation in those 
days. Even abscess of the liver was treated by 
trocar and canula. In both hepatic abscess and 
suppurating hydatid this method has been super¬ 
seded by the knife, and the treatment is now 
shorter and has less complications. 
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The trocar was unsatisfactory because both 
mother and daughter cysts had to be removed 
through the canula, and instruments had to be 
introduced to find them; whereas with your finger 
through an incision they are found and removed 
quite easily. 

I have omitted saying much about suppurating 
hydatids, because the treatment, it appears to me, 
is much the same as that of abscess of the liver, 
in which you make an incision, and expose the 
parts, when if you do not find adhesions you make 
them, or you pack all round the incision, open the 
abscess, and hook up the wall of the cavity with 
the finger; and then subsequently, after thorough 
washing out, pack the cavity, and stitch the walls to 
the surface of the abdomen. But in a very large 
proportion of cases adhesions have already formed, 
and you have no difficulty of this kind. 


A LECTURE 

ON 

ATRESIA OF THE VAGINA; 
Its Causes and Treatment. 


Delivered at the Westminster Medical School, 
May 30th, 1893, 

By J. B. POTTER, M.D., F.R.O.P., 
Obstetric Physician to the Hospital. 


Atresia of the Vagina may occur in two prin¬ 
cipal forms, and it may be either congenital or 
acquired. The two principal forms are (1), where 
it affects the lower portion of the vagina and 
hymen—cases that we know of as imperforate 
hymen; and (2), where the vagina itself is closed 
lugher up, generally speaking from an inch to an 
inch and a half from the vulvar opening; so that 
although there is an apparent , yet there is no real 
vaginal opening. 

This condition of atresia, as I said, may be con¬ 
genital or acquired. It is congenital in those 
cases where, as far as we can judge, the hymen 
being imperforate, or the vagina imperforate, there 
has never been any opening of any kind. In some 
few cases it occurs from adhesion of the tw9 labia 
from want of cleanliness and proper management 
in childhood; so that by and by they have so come 
together that they may be described as aggluti¬ 


nated. That form seldom gives rise to much 
trouble. 

The other principal acquired forms of atresia are 
those connected with a traumatic condition—the 
result of a blow or kick, or, as it sometimes happens, 
a fall in early childhood upon the edge of a chair 
or on the end of a paling—anything which may 
cause injury to the part. In the process of cica¬ 
trization the vagina closes at its lower part, and 
hence we get this condition of atresia. 

Another cause is sloughing and cicatrization 
after labour; and consequently we often meet with 
it in cases where we have that horrible complica¬ 
tion of vesico-vaginal fistula, where we find the 
vagina more or less contracted with bands, with 
cicatrization from the results of sloughing after 
labour. 

Another connection in which we find this is in 
the acute exanthemata. In childhood it occasion¬ 
ally happens that after an attack of scarlatina or 
some of the acute exanthemata this condition 
appears. 

It has been said that congenital atresia of the 
vagina is usually associated with imperfect develop¬ 
ment of the uterus; and it is possible that in some 
cases where there is congenital closure of the 
vagina higher up that this may be the case; but 
the converse is by no means true. You may have 
the most perfect development of the vagina with 
an imperfect uterus. We have from time to time 
had cases in which the uterus was absent or ill- 
developed, the vagina and external parts being yet 
well formed. 

Atresia of the vagina gives rise to two principal 
troubles. One is that, where it is complete, it 
causes retention of the menses; the menses are 
not able to escape; and secondly, where almost 
complete, impregnation taking place, child-bearing 
is prevented. In some cases also there is the further 
trouble that married life is impossible. These are 
the cases that come before you sometimes medico- 
legally, where there is an action for nullity of mart 
riage on account of the impossibility of intercourse 
taking place between the husband and wife. 

It is very seldom you are called upon to give an 
opinion on this subject before puberty; and then 
it is, generally speaking, brought to your notice on 
account of the difficulty with regard to menstrua¬ 
tion. It used to be set down as one of the forms 
of amenorrheea. This is absolutely incorrect, 
because we know as a matter of fact that menstrua¬ 
tion does take place, although the blood cannot 
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escape. What happens is illustrated by a case we 
have at present extremely well. This patient had 
no particular pain or discomfort, no particular 
symptom ; but she noticed, and her mother noticed 
also, that her abdomen was getting large, and 
although nearly twenty years of age, she had never 
menstruated. Further than this, there was a little 
pain in the back, and general malaise, but other¬ 
wise no symptoms. She was then taken to a doctor 
for examination, who found an abdominal tumour 
extending just above the umbilicus. Proceeding to 
make an examination of the vulva he found a pro¬ 
jecting swelling at the vulvar opening. This we 
verified when she came into the hospital; and, at 
the same time, passing the finger into the rectum, 
we found a big swelling bulging into it. On ex¬ 
amination of the vulvar swelling with the eye we 
found it was of a purplish cast, projecting forwards, 
and semi-elastic, and doughy to the touch. Taking 
into account the age of the patient, the non-men¬ 
struation, and the feeling of the tumour, we con¬ 
cluded it was probably a case of atresia of the 
vagina, imperforate hymen, and retained menstrual 
fluid ; and this ittturned out to be. 

But before coming to the question of treatment, 
let me say a word more on the subject of symptoms. 
There is one symptom which is by no means un¬ 
common : in fact, in most cases this has been the 
first symptom to call attention to it, namely, reten¬ 
tion of urine. It seems as if the amount of fluid 
retained became greater and greater until the 
Diadder was so much pressed on that urination 
became more or less difficult, and at last impossible. 
The doctor, when called to relieve this condition, 
finds that instead of the vulvar opening being 
patent, there is a swelling protruding from it. 

There is sometimes trouble with regard to the 
rectum from pressure in the same way; and in 
other cases there may be a condition of pain in the 
back, more or less malaise, associated with the 
swelling in the abdomen, and no doubt due to 
retention and absorption of the menstrual products. 
In some cases there seems to have been a monthly 
molimen, a feeling of malaise, more or less pain 
and discomfort, lasting a few days, and naturally 
assumed to be coincident with the menstrual flow. 
This is what one would expect to take place; but, 
in most cases, if you inquire carefully you will find 
the patient has not felt this, that the menstrual 
molimen has been small. But the main symptom 
is pressure in some form or other. 

In these cases be especially on your guard. 


When speaking of pregnancy I told you how im¬ 
portant it was to eliminate this in all cases of 
abdominal tumour; but here I speak of it from the 
other side. Be careful in these cases not to accuse 
a woman of being pregnant In a case like this 
you have a slowly forming abdominal tumour, a 
certain amount of irritation in the breasts, and 
absence of the menstrual function. Those who 
live in the neighbourhood of the patient are apt to 
conclude that the patient has misbehaved herself 
and become pregnant. This accusation is a very 
cruel one, adding as it does the burden of a false 
charge to that which is a very troublesome com¬ 
plaint. But these things are very apt to cause this 
idea; therefore it is very essential to be able to 
discriminate between them and cases of pregnancy. 
In talking to these patients the great point is to 
ascertain truly that there has been no menstruation. 
Sometimes they will tell you this has not been, 
although really it has. On the other hand, you 
must remember that certain cases of pregnancy 
have occurred where there has been no previous 
menstruation, or in which the first advent of 
menstruation has occurred after pregnancy. 

Generally speaking, in these cases when you 
your hand over the abdomen you find the 
swelling, and you separate this as far as you can 
from that which is due to distension. You empty 
the bladder and a certain portion of the tumour 
disappears. In the breasts there is nothing like 
the characteristic enlargement of pregnancy. The 
gland is not enlarged, and there are no little addi¬ 
tional glands formed round the areola. In fact 
there are none of the ordinary signs of pregnancy; 
and although, owing to the distension of the ab¬ 
domen, there may have been nausea and vomiting, 
it is not the same as the habitual vomiting of 
pregnancy. On examining the external parts you 
find no opening. That is the first great point, 
finding no opening, but in place of it a bulging 
swelling. You may then be tolerably certain that 
you have to deal with a case of atresia of the 
vagina and retained menstrual fluid. You can 
pass your finger into the rectum and verify its 
connection with the swelling in the abdomen. 

Remember, then, to be careful on the subject of 
pregnancy, and that from both sides. 

With regard to this first form, this atresia due 
to congenital imperforate hymen, its treatment is 
extremely important. In former years, although 
this is a comparatively simple matter, operation 
was frequently followed by unpleasant results. In 
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certain cases death ensued, in others considerable 
fever, rise of temperature, and other symptoms of 
septic poisoning. And hence it is that in the 
present day antiseptics have stood us in good stead 
in the management of these cases. It is a curious 
fact, but a very real one, that as long as air is not 
admitted, so long the retained fluid remains sweet; 
but as soon as ever air is allowed entrance more 
or less putrefaction occurs, and we have then 
septic poisoning. Therefore our great aim is to 
prevent in every possible way the admission of air. 

This has been proposed to be done by three 
different methods. One method has been by 
making the opening with a hot iron instead of 
cutting, thereby simply burning away an opening, 
and allowing the fluid exit, at the same time 
cauterising the surface with the iron. 

Another way has been by having attached to 
the trocar used for puncture an india-rubber tube 
which is passed into a solution of Carbolic Acid and 
water, which enables the fluid to drain straight into 
the disinfectant. 

The third way, that which I consider the best, 
and which I have generally adopted in this hos¬ 
pital, is by doing the operation under the antiseptic 
spray. We have the parts carefully washed first 
with an antiseptic solution, and then the spray is 
played upon the hymen while the operation is 
going on. After the operation an antiseptic pad is 
applied, and the possibility of the entrance of any¬ 
thing like germs entering with the air thus pre¬ 
vented. The result of this has been that instead 
of having more or less rise of temperature and 
sometimes very unfortunate results, we have now 
no rise of temperature whatever. In the last two 
cases, one of which was only recently operated on, 
and is now convalescent, the temperature never 
rose above 99 during the whole time, whereas in 
a case the temperature chart of which I came 
upon, and which was operated on a few years back, 
before these precautions were taken, there was a 
considerable rise of temperature to 104 on the 
fourth day, which lasted for some time (this was the 
evening temperature for nine days) and made the 
patient very ill. The case went very well for the 
first three days, and then occurred the rise of tem¬ 
perature showing septic absorption. 

(To be concluded.) 


To Deodorize Iodoform: 


Iodofonni. 

... 97 parts 

Acid Carbolici . 

... 1 part 

Essen. Menth. Pip. 

... 2 parts 


{PJiarm. Zeitungf) 


CLINICAL NOTES. 

(Specially reported for The Clinical Journal . Revised 
by the Author.) 

-*- 

WITH DR. GAYAFT IN THE SKIN DE¬ 
PARTMENT OF ST. GEORGE’S HOSPITAL. 


A Case of Herpes Zoster. 

This boy is of interest, as he presents the 
typical clinical appearance of Herpes Zoster. 
You observe crops of vesicles, on red inflamed 
arese situated on the right side just above and 
below the clavicle, on the anterior deltoid region 
of the shoulder, and on the back of the neck. 
That is to say, they follow the course of some of 
the right brachial and cervical nerves. The erup¬ 
tion is strictly unilateral. Some of the vesicles are 
recent and some dried up. They first appeared 
four days ago, and have come out in successive 
crops until yesterday. They have not been preceded, 
accompanied, or hitherto followed by pain . As a 
rule some pain precedes or, more rarely, follows 
the eruption. An important point to remember is 
that when this affection occurs in old people, the 
pain is apt to last a long time and be a most 
obstinate and troublesome symptom. In the 
young, as a rule, it passes off fairly quickly. As 
to recurrence of the affection, that in my opinion 
is exceedingly rare ; indeed, practically unknown. 

Another point to remember is this, that in 
severe cases more or less ulceration may occur 
in the corium at the base of the vesicles, leading 
to cicatrization and pitting; and so your prognosis 
should be guarded, if asked as to risk of sub¬ 
sequent deformity. 

The course of such a case as this is very short, 
and very little need be done in the way of treat¬ 
ment. Protect the parts from irritation, and give a 
tonic if necessary. Where the vesicles are very 
recent I paint the patch with Collodion; where 
they are drying up, I dust them over with some 
simple powder such as equal parts of Starch 
Powder and Oxide of Zinc. 


A Case of Multiple Warts. 

This girl, set. 17, has a large number of warts 
on the back of both hands. They are also present 
more sparingly on both forearms, extending over 
the lower third only, and occurring on the flexor a s 
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well as the extensor surfaces. She has touched 
them with Nitrate of Silver, but has obtained no 
benefit by this. My experience is, that though 
local treatment is efficacious in cases of isolated 
warts, yet in such a case as this it is less useful. 

A short time ago a somewhat similar case came 
here, differing, however, from the present one in 
the fact that the face was affected as well as the 
hands and forearms, and the warts not so prominent 
and hard (Verruca plana). I showed her at the 
Dermatological Society, with a view of obtaining 
an opinion as to the best treatment. Sir Dyce 
Duckworth and Dr. Radcliffe Crocker advised that 
she should be given Sulphate of Magnesia in doses 
sufficient to produce two or three actions of the 
bowels every day. This treatment was followed 
out, all local treatment being given up, and the girl 
made a perfect recovery, the warts disappearing 
completely in about a month. I shall do the same 
in this case. The patient must judge for herself as 
to the requisite dose by the effects produced. The 
Sulphate of Magnesia should be combined with 
some carminative to prevent griping or discomfort. 


A Case of Ringworm. 

This child, set. n, we are told, is suffering from 
scurf, and her mother wants to know if it is 
catching. 

On examination we find one or two “ scurfy ” 
circumscribed patches, which to the naked eye are 
not very suggestive of ringworm. It is true that 
the hair is thinned, but is this appearance due to 
the pale, thin hair of the patient ? On taking a 
magnifying-glass, however, we can see that many 
hairs in these patches are broken, flattened, and 
swollen, that they are twisted and irregular in 
direction of growth, and also that they are opaque 
and dull in contrast to the glistening unaffected 
hairs. 

To examine for the fungus a stump may be ex¬ 
tracted and treated in the ordinary way with 
Potash before microscopical examination. But 
stumps are often very difficult to find, especially 
when broken off very short, and mixed with long 
hair; let me advise you in such a case to take 
hold of a cluster of scales with the forceps. These 
scales form a covering of the hair follicles, and 
when pulled off you will find on their under¬ 
surface fragments of diseased hair stumps. 

You see in this case several isolated foci, but 
remember that when chronic the condition becomes 


diffused. Whenever you find a widely-diffused 
pityriasis of the vertex, think of chronic long- 
existing ringworm as a cause, and search for the 
fungus, and inquire carefully into the history of 
the case. 

The treatment is often very disappointing; re¬ 
lapses continually recurring. These are I believe 
partly due to fresh infection, and therefore the treat¬ 
ment must be twofold, to cure the existing condition 
and prevent any fresh inoculation. For this case, 
therefore, the treatment will be firstly to have the 
hair cut quite short so as to expose all the affected 
patches; and then she will be given Salicylic Acid 
Ointment (grs.x ad gj) to rub into the affected parts 
night and morning, the head being thoroughly 
washed with soap and water every other day. To 
prevent any fresh inoculation she must have the 
lining removed from her hat, and have a fresh 
paper one inserted every day, or even every time 
she wears it. She must not use any hair-brush. 
This is an important point often overlooked, and 
is of especial importance in those private cases 
who will not submit to the hair being cut close. 
A brush will harbour the diseased stumps even 
more readily than the ordinary hat-lining. Of 
course when the hair is cut short a brush is not 
even thought necessary by the patient or her 
friends. 

A Case of Alopecia Arcatic. 

This girl is interesting to compare with the one 
we have just seen. The hairs all grow in the 
normal direction of hair growth; near the margins 
of the patches you see that many short hairs are 
of the so-called clubbed variety. That is to say, 
they are thicker at the free than at the attached 
ends. The patches are smooth, completely bald, 
and some are present in the occipital and lower 
parietal regions,, which are far less frequently 
affected in ringworm. 

These cases almost always end in recovery, and 
treatment is not a matter of much consequence in 
my opinion, except to encourage the patient. I 
order, as a rule, Oil of Turpentine to be rubbed 
in, which acts as a rubefacient, and if the patient’s 
general health is bad, attend to that as well 

Some cases do not recover until after many 
years. Dr. Liveing told me of a case which did 
not recover for seven years. I have never known 
one quite so long, but have known of several in 
which the condition lasted for one and a half to 
two years. 
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Gentlemen, —Our subject to-day is Haemoptysis. 
We have had several cases in the hospital lately, 
and this is one of those subjects—there are not 
many of them—which we may advantageously con¬ 
sider apart from the patient. There are perhaps 
few questions about which we are more often asked 
to express an opinion than as to the significance of 
an attack of blood-spitting. Blood-spitting almost 
invariably alarms the patient and his friends ; and 
this is owing to the frequency with which it is 
symptomatic of pulmonary phthisis. The patient 
fears that he is tubercular. 

I propose in the first place to say a few words 
on diagnosis—the source of the blood, whether it 
comes from the lungs or from the mucous mem¬ 
brane of the pharynx or nose; in other words, 
whether it is true or spurious haemoptysis ; then, as 
to the significance of true haemoptysis; and lastly, 
we shall consider more fully the haemoptysis which 
is symptomatic of pulmonary phthisis. 

The first question is the source of the blood . 
If a patient spits blood does it come from the 
lung or from the mucous membrane of the pharynx 
or nose—is it true or spurious haemoptysis ? You 
will remember that haemorrhage from the naso¬ 
pharyngeal mucous membrane is exceedingly com¬ 
mon, that it may deceptively simulate true haemo¬ 
ptysis. Such cases often cause much unnecessary 
alarm, and occasionally lead to rather hard treat¬ 
ment of the individual at the hands of our in¬ 
surance offices. We considered on a previous 
occasion the clinical history of cases of spurious 
haemoptysis, and I would now only remind you of 
their frequency and importance. 

Now the answer to the question whether a case 
of blood-spitting is true haemoptysis or spurious is 
often quite easy; in other cases it is difficult, and 
occasionally it is impossible at once to express an 
You. n. t No. 9 . 


opinion. In endeavouring to answer it, we are 
guided, of course, in the first place, by the cha¬ 
racter of the blood. If the blood is seen there 
will often be no difficulty in settling the question. 
You are familiar with the characters of true haemo¬ 
ptysis—the frothy, aerated, florid blood. If you see 
this blood you may have no doubt as to its source. 
But in the majority of cases we do not see it, and 
we have to depend upon the statement of the 
patient. The patient comes to us because he has 
coughed up some blood, and we are asked to ex¬ 
press an opinion as to the significance of that 
symptom. 

Here there are two things that will help you in 
coming to a conclusion. First, Early morning 
blood-spitting —I mean by that blood-spitting which 
occurs whilst the patient is getting up—usually 
indicates pharyngeal haemorrhage. If patients tell 
you they have coughed up blood on various occa¬ 
sions, and that on each occasion the haemorrhage 
has occurred whilst they were getting up in the 
morning, the great probability is that the blood did 
not come from the lung. It is one of the most 
important distinctive features of pharyngeal haemor¬ 
rhage, which we considered on a previous occa 
sion, that the blood is most likely to be coughed 
up with the early morning cough. 

Another point which will help you in forming 
an opinion is a history of blood-stained expectoration 
continuing for some days after the attack . If the 
patient expectorates blood-stained sputum for two 
or three days after the more active bleeding has 
ceased, this points very strongly to the haemorrhage 
coming from the lung, to its being a case of true 
haemoptysis. 

With regard to the quantity of blood, do not be 
misled by statements of the patient. Women, as 
you know, are apt to exaggerate, and the amount 
may be considerable even in cases of spurious 
haemoptysis. Be careful, therefore, how you let 
quantity influence you in coming to a conclusion. 

In the next place, we examine the chest for 
evidence of disease of the lungs or heart. This 
may practically settle the question. Our examina¬ 
tion, for example, discovers obvious disease of the 
lungs or disease of the heart, such as mitral disease, 
and we may have no difficulty in saying that the 
blood-spitting was true haemoptysis. It is when 
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our examination of the chest yields a negative 
result, when we discover nothing abnormal or find 
only what appears to be quite inadequate to 
account for the bleeding, such as a little general 
bronchial catarrh, that we are placed in difficulty. 
In such a case we shall remember that haemoptysis 
may be the first symptom of pulmonary tubercu¬ 
losis ; that it may precede by considerable periods 
all other reliable symptoms or physical signs. We 
shall carefully consider the family history, and 
subject the previous medical history and the 
existing symptoms to a most careful scrutiny before 
venturing an opinion as to the significance of the 
haemoptysis, not omitting the daily use of the 
thermometer to discover evidence of afternoon or 
evening pyrexia, and the use of the microscope to 
hunt for the bacillus of tubercle. 

True haemoptysis, in the great majority of in¬ 
stances, is the direct or indirect outcome of pul¬ 
monary tuberculosis; and, although admitting that 
haemorrhage occasionally occurs from the bron¬ 
chial mucous membrane (perhaps most frequently 
in the alcoholic, the gouty, and in the subjects of 
chronic renal disease), we shall be wise in dealing 
with our patients to exercise the utmost caution 
before we exclude the possibility of a tuberculous 
factor. 

Phthisical Hemoptysis. 

We will now consider phthisical haemoptysis— 
the haemorrhage due to pulmonary tuberculosis. 
This is Capillary and Arterial. In the former the 
blood comes from the pulmonary capillaries, in the 
latter from vessels of larger size. It is not always 
possible to distinguish between these two kinds of 
haemorrhage, but inasmuch as they differ patho¬ 
logically and clinically, we must remember their 
most important features. These we may thus 
summarise:— 

Capillary Hemoptysis. 

1. This is due to hyperaemia and rupture of the 
pulmonary capillaries, or to their destruction in 
the tuberculous process. 

2. The amount of blood is usually less than in 
arterial hemoptysis; but it may probably be as 
much as several ounces. 

3. This form of hemoptysis usually occurs in 
early phthisis, at all events from recent lesions; 
and although it commonly succeeds other signs 
and symptoms of the disease, it may be the first 
symptom. 

4. It rarely endangers the life of the patient 


5. It is usually associated with activity of the 
disease, and is liable to be followed by the impli¬ 
cation of fresh areas of the lung. This is probably 
due to the insufflation of blood rendered infective 
by admixture with tuberculous material. 

6. At and after the occurrence of capillary 
haemoptysis the activity or quiescence of the disease 
is the all-important question. In considering it we 
can place little reliance on physical signs during 
the first few days after the occurrence of the bleed¬ 
ing, because the presence of blood in the small 
bronchi gives rise to crepitant sounds which may 
easily mislead us. The most reliable guide is the 
thermometer. The existence of pyrexia after an 
attack of hemoptysis is the most reliable indication 
of the activity of the disease . 

We pass now on to the other variety of haemo¬ 
ptysis. 

Arterial Hemoptysis. 

1. This occurs almost exclusively from cavities, 
and most frequently from the old cavities of chronic 
phthisis. 

2. The source of the haemorrhage in the great 
majority of cases is an aneurysm of a branch of the 
pulmonary artery, much less frequently an artery 
which has been eroded in the ulcerative destruc¬ 
tion of the lung.* 

These aneurysms are situated on the wall of the 
cavity, or on trabeculae crossing it. They vary in 
size from a pin’s head to a cherry—sometimes 
larger. They are usually single, but sometimes 
multiple. Two or three may be found in one 
cavity; and the total number in the lung is occa¬ 
sionally greater. They usually rupture on the 
unsupported side of the sac. Repair may take 
place by thrombosis within and around the sac. 

3. This form of haemorrhage is usually, but by 
no means always, more profuse than capillary 
haemoptysis. Profuse haemoptysis is almost always 
of this variety; but one cannot conclude because 
the haemorrhage is small in amount, that therefore 
it is capillary. 

4. It very often endangers the life of the patient, 
partly from the loss of blood, but mainly from its 
coagulation in the respiratory passages and conse¬ 
quent interference with respiration. 

5. This form of haemoptysis is often associated 
with quiescence of the disease. In cases of a limited 
and localized lesion it may be almost the only 


• Some specimens were here passed round, illustrating 
very well the condition of pulmonary aneurysm. 
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symptom. The insufflation of the blood is less 
liable than is that of capillary haemorrhage to lead 
to the implication of fresh portions of the lung, 
probably because the chronic cavities in which the 
aneurysm is situated are often free from all tuber¬ 
culous material: the cavity may be simply the 
residuum of the tuberculous process. 

Treatment of Phthisical Hemoptysis. 

And now we proceed to the treatment of 
phthisical haemoptysis. 

There is no class of cases in which more judg¬ 
ment is required, and few perhaps in which treat¬ 
ment is more apt to be empirical and unwise. 

In the first place it is important to endeavour 
to form an opinion as to whether the haemorrhage 
is capillary or aneurysmal. This, as we have seen, 
is often impossible; but if the haemorrhage is 
profuse, we may assume that it is the latter, and 
if we know that our patient has a chronic cavity, 
we may suspect that it is. We shall remember 
that it is the arterial haemorrhage which so often 
jeopardises life, and which hence calls especially 
for interference. The capillary may do little harm, 
and is often best left alone. Above all, remember 
the natural mode of the arrest of hamorrhage ,— 
the formation of a thrombus and closure of the 
vessel. Thrombosis is favoured by slow circula¬ 
tion and by reduction of the blood-pressure in the 
pulmonary artery, hence the loss of blood favours 
the arrest of the bleeding. The importance of 
remembering this in attempting to control dan¬ 
gerous haemoptysis it is difficult to over-estimate. 
In prescribing your drugs keep the picture of the 
ruptured aneurysm before your mind. 

In every case of haemoptysis, whether profuse or 
slight, the following non - medicinal treatment 
should be adopted. 

First of all, endeavour to reassure your patient. 
Nothing is so valuable in quieting the patient and 
so favouring that quiescence of the circulation 
which tends to arrest the bleeding, as the assurance 
of the doctor. The mental disquiet and unrest 
which almost invariably accompanies an attack of 
blood-spitting has in itself a most unfavourable 
influence on the bleeding. 

Secondly, complete rest is all-important. The 
patient should be kept in bed in the semi-recum- 
bent position, with the shoulders more or less 
raised; and if you know which is the diseased side, 
this is best uppermost. 

Thirdly, as to the temperature of the room—this 


should be kept cool: there should be free ventila¬ 
tion of fresh air. It is too much the custom—in¬ 
fluenced by the prejudice of the friends—to allow 
these patients to occupy hot, ill-ventilated apart¬ 
ments. 

Fourthly, the surface of the body should be kept 
warm,— for this reason, that by keeping the surface 
warm you tend to dilate the superficial vessels and 
so to diminish the blood-pressure in internal organs. 
You take especial care that the extremities are 
warm. Hot bottles to the feet and legs are often 
most useful in helping to arrest the bleeding. 
When I was house-physician at Brompton many 
years ago it was the custom in these cases to use 
dry cups. The chest was skilfully cupped all 
over. This was eminently rational treatment: it 
dilated vascular areas outside the lung, and so 
tended to diminish the blood-pressure in internal 
organs. Its obvious disadvantage was that it dis¬ 
turbed the patient, and so prevented that quiescence 
of the circulation so essential for the occurrence of 
thrombosis. The practice has long been discon¬ 
tinued. 

Fifthly, the dietary. The food must be con¬ 
siderably restricted in quantity, given cold, and in 
as concentrated a form as possible. With the 
object of diminishing the liquids, substitute some 
meat essence for beef tea. Iced milk in small 
quantities, and an occasional teaspoonful of some 
concentrated meat food is usually sufficient for the 
first few days; but if the case be protracted, 
some increase and variation in the dietary will be 
called for. Alcohol must be carefully excluded, 
although its occasional use in exceptional cases 
may be necessary. 

Sixthly, give the patient some ice to suck. This 
relieves the thirst and tends to check the cough. 

We come now to the medicinal treatment of 
phthisical haemoptysis. The necessity for supple¬ 
menting these measures by the exhibition of drugs 
will depend upon the extent of the haemorrhage, 
and the condition of the patient. I need scarcely 
warn you against the mistake of giving the patient 
ergot, because he has haemoptysis. It is very 
much like giving a patient digitalis because he 
has a cardiac murmur. It is too commonly the 
practice at the present day to prescribe ergot or 
some similar drug at once if a patient coughs up 
blood. 

In all cases it is desirable to consider two 
things:— the advisability of giving a purgative , and 
the advisability of checking the cough. 
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The exhibition of a purgative is almost in¬ 
variably indicated; although obviously much 
more so in some cases than in others. Those 
which cause hyperemia of the intestinal mucous 
membrane—the hydragogues—are usually to be 
preferred, as they are more powerful depressors 
of the circulation. It is often wise at the com¬ 
mencement of the attack to give a dose of 
Calomel or of Colocynth and Blue Pill, followed 
by a saline; or you may keep up a more regular 
action of the bowels by small doses of Sulphate 
of Magnesia with Sulphuric Acid, given more fre¬ 
quently. The judicious use of such remedies con¬ 
stitutes the most important part of the medicinal 
treatment of haemoptysis. 

The second point which you will consider in 
every case is, relieving the cough. Cough tends to 
disturb the patient, and to prevent that quiescence 
of the lung and circulation which is so essential 
to the natural arrest of the bleeding. It is usually 
desirable to check the cough in a case of phthisis 
where the patient is spitting blood much more 
than you would in the absence of haemoptysis. 
In treating the cough of phthisis you know we 
usually restrict our cough remedies to the night. 
We do not allow our patients to take their cough 
medicines during the day time, but only during 
the night, our object being to secure a sufficient 
amount of freedom from cough to permit of sleep. 
If the patient is coughing up blood let the cough 
remedies be taken during the day as well as during 
the night. A mucilaginous linctus containing 
Morphia, Chloroform, and Vin. Ipecac., is usually 
the best for this purpose; a linctus or lozenge is 
better than attempting to check the cough by 
sedative inhalations. 

When the haemoptysis is slight no further treat¬ 
ment may be required ; but if the loss of blood is 
considerable we consider the advisability of giving 
some haemostatic. Now, the exhibition of hae¬ 
mostatics is the least important part of the treat¬ 
ment of haemoptysis; and, as you are aware, there 
is no class of remedies about which greater 
difference of opinion obtains as to their value; 
“ fashion ” here is an important factor. The last 
remedy used, like the last doctor called in to the 
case, is apt to get the credit of curing the patient; 
whereas, the arrest of the bleeding is really due to 
the loss of blood:—the patient loses so much 
blood that the blood-pressure is sufficiently re¬ 
duced to allow the natural process of thrombosis 
to take place at the seat of rupture. This makes 


the estimation of the value of drugs exceedingly 
difficult, and we should be influenced largely by 
rational therapeutics. 

The haemostatics which are used in the treat¬ 
ment of haemoptysis fall into two groups—the 
styptics and the cardio-vascular depressants. 

The Styptics , which are supposed to act by 
producing contraction of the small vessels and 
favouring blood-coagulation, include Tannin, 
Gallic Acid, Alum, Acetate of Lead, the mineral 
acids, and Ergot These drugs are very generally 
employed in the treatment of haemoptysis, and in 
large doses are said to be useful. In the capillary 
haemorrhage we can understand that they may be 
so, but this is just the form of bleeding which is 
comparatively of little import, and is often best 
left alone. In the dangerous aneurysmal haemor¬ 
rhage such drugs can be of no use, and owing to 
their irritating effect on the stomach and the con¬ 
stipation so many of them produce, they have 
obvious disadvantages. On the whole, I cannot 
recommend you to make use of them. To Ergot 
I will allude again later. 

Of much greater value are the haemostatics 
which depress the heart and circulation—Opium, 
Tarter Emetic, Turpentine, the Nitrites, Ipe¬ 
cacuanha, etc. These favour coagulation by 
diminishing the blood-pressure. 

Of these Opium is by far the most important. 
Opium or Morphia in moderate doses reduces the 
frequency and force of the heart and dilates the 
vessels. It thus tends to lower the blood-pressure, 
and by so doing favours that thrombosis at the seat 
of the rupture, which is the only means by which the 
haemorrhage can be arrested. Not only so, but it 
quiets the restlessness of the patient and checks 
the cough; and so again, it is an eminently rational 
mode of treatment Used with care and judgment. 
Opium is, I think, by far the most valuable remedy 
we possess in the treatment of dangerous (aneu¬ 
rysmal) haemoptysis. The best way to administer 
the drug is by hypodermic injection of Morphia:— 
About a quarter of a grain should be given at the 
outset of the attack, and it may be repeated if 
necessary. Obviously this treatment has its draw¬ 
backs. The Morphia tends to interfere with die 
respiratory function; and, when we remember 
that one of the dangers of profuse haemoptysis is 
the coagulation of blood in the trachea and larger 
bronchi, we understand that we may dangerously 
interfere with the power to expectorate. Still, in 
spite of such disadvantages this is by far the most 
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valuable remedy we possess; and I may say that 
at the Brompton Hospital for Consumption the 
usual medicinal treatment of dangerous haemo¬ 
ptysis is a purgative and a hypodermic dose of 
Morphia. When I was there some five and twenty 
years ago the routine treatment was a Gallic Acid 
powder—the “bleeding powders” as they were 
called. 

I must now allude to certain other drugs which 
are used as haemostatics in the treatment of 
haemoptysis, not because I think they are of much 
value, but because some of them are so generally 
employed that it is necessary I should say a word 
about them. First of all, Ergot. Perhaps no 
drug is so largely used in the treatment of haemo¬ 
ptysis as Ergot The clinical evidence of its utility 
is, I think, extremely doubtful. It is supposed by 
some to be useful by acting as a styptic, contracting 
the small vessels; and in capillary haemorrhage 
it may, perhaps, be so; but in the aneurysmal 
bleeding any such explanation is obviously unten¬ 
able. In an aneurysm like this (specimen shown) 
if you contract the small vessels you tend to in¬ 
crease the pressure in the ruptured aneurysm. 
Others say that Ergot reduces blood-pressure by 
producing active dilatation of the veins. If this 
be so, its employment is rational. But, for my 
own part, I must confess to have lost all faith in 
Ergot, and at Brompton our resident medical 
officer, Dr. Allden, tells me the drug is rarely 
used; one of the physicians occasionally prescribes 
it in cases believed to be capillary. 

Other remedies which have been used in 
haemoptysis are Turpentine and Tartar Emetic . 
These both act probably by depressing the heart 
and circulation. The latter, at one time a favourite 
drug, is too powerful a depressant to be a safe 
one. 

The Nitrites —Nitrite of Amyl and Nitro¬ 
glycerine are very powerful dilators of the blood¬ 
vessels, and so valuable reducers of blood-pressure; 
but they accelerate the heart’s action, and so are 
of doubtful utility in haemoptysis. At the same 
time their employment is deserving of further 
trial; and Nitro-glycerine given with some Digitalis 
has appeared to me sometimes to be of use; the 
Digitalis counteracting the accelerating action of 
the Nitrite on the heart. 

Venesection is a rational but heroic mode of 
treatment. When a patient is losing large quan¬ 
tities of blood from one of these aneurysms, the 
danger is due not so much to loss of blood, 


as to loss of blood in the wrong place, the blood 
coagulating in the air-passages. One can under¬ 
stand that by opening a vein in the arm and 
withdrawing some blood, the blood-pressure might 
be reduced sufficiently to lead to the arrest of 
the bleeding from the ruptured aneurysm. For 
obvious reasons such treatment can only in very 
exceptional cases be admissible. 

Lastly, I would say a word on the use of the 
Ice-bag. The application of an ice-bag to the chest 
in cases of haemoptysis is now very common. It 
originated in Germany. Its utility, however, is 
extremely doubtful. It has this disadvantage— 
that by cooling the surface of the body it tends to 
increase the blood-pressure in internal organs; and 
it is difficult to conceive how an ice-bag applied 
over the chest could possibly influence bleeding 
from one of these aneurysms. It may sometimes 
be of use in helping to keep the patient quiet. I 
do not employ it myself, but if, when called to a 
case, I find an ice-bag on the patient’s chest, and 
he likes it, I do not advise its removal. The wise 
course to pursue is to be guided by the effect it 
has on the patient. 

In the after-treatment of haemoptysis, owing to 
the liability to a recurrence of the haemorrhage, you 
will remember the great caution that is necessary 
in returning to a more liberal dietary, and in allow¬ 
ing the patient to get up. Abstinence from alcohol 
should be insisted upon, and only the most gentle 
exercise permitted for several weeks. Chilling of 
the surface must be prevented by warm clothing, 
and any tendency to constipation carefully guarded 
against. An occasional purgative is desirable to 
diminish blood-pressure. 


Muoous Patches in the Mouth. —A certain 
amount of relief may be afforded by the frequent 
use of a gargle and mouth wash, as follows: 
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A CLINICAL LECTURE 

ON 

THREE CASES OF GANGRENE. 

Delivered at the Middlesex Hospital, June 13th, 1893, 
By J. W. HULKE, F.R.S., 

Senior Surgeon to the Hospital. 

Gentlemen, —There are now about to leave the 
hospital two convalescents after amputation for 
gangrene—one in Bird, the other in Founder 
Ward. You all have had an opportunity of watch¬ 
ing their progress, and I am glad to know that 
some of you have availed yourselves of it, for, 
without under-estimating the value of reading, it is 
especially by close study at the bedside you will 
best become good surgeons. To a review of the 
cases of these two patients, and of a third some 
time since in Founder Ward, I purpose to devote 
this lecture. Each case presents some features of 
considerable interest. 

The record of the first case is substantially as 
follows:— 

S. W., aet. 65, during the last twenty years 
butler in an affluent family ; white-haired, healthy- 
looking, with ruddy cheeks and clear complexion, 
admitted into Founder Ward 27th March, 1893, 
for gangrene of his right foot. The foot is dis¬ 
tinctly cold, notably the toes; the sensibility of 
its surface is blunted, that of the toes most so, the 
hallux and the second toe being quite insensitive 
to tactile stimuli. The ends of these toes are 
shrunken, and of a deep mahogany-brown colour. 
Their bases, as also the other toes, and the distal half 
of the upper surface of the foot are purplish ; the 
discoloration is almost continuous near the toes, 
but it occurs in the form of blotches towards the 
instep. Some of these blotches disappear under 
pressure, the discoloration returning slowly when 
the pressure is discontinued; but other blotches 
are persistent, and these, which are nearly black, 
are obviously areas of thrombosed capillaries. The 
cutaneous veins on the upper surface of the foot 
are very conspicuous, not through distension, for 
they are somewhat small, but owing to the black¬ 
ness of the blood they carry. This in all the 
larger veins is still fluid, but in the clusters of 
veinlets connected with the black blotches it is 
clotted. At the base of the hallux, and also on the 
outer border of the foot are blebs. The lividity 
of the under-surface of the foot is rather less ex¬ 


tensive than that on the upper. The toenails are 
greenish and brittle. He complains of tingling, 
stinging pains in the foot, and of aching in the leg. 
Pulsation in the tibial arteries at the ankle is, if 
present, extremely feeble, but, indeed, its presence 
there is doubtful. His arterial system, so far as its 
condition is inferable from that of all the arteries 
accessible to touch, does not present any un¬ 
equivocal evidence of degenerative changes; per¬ 
haps the right femoral artery in Scarpa’s triangle 
is slightly dilated, and its walls are a little wanting 
in suppleness. The heart appears normal. Cer¬ 
tainly no signs of valvular disease are discoverable. 
His urine is add; its Sp. gr. is 1022 ; it contains 
a trace of albumen, and it deposits urates on 
cooling. He is compelled to rise several times in 
the course of the night to micturate, and usually 
he strains much. In the helix of each ear is a 


chalk-stone. 

He attributes the condition of his foot to injuries 
sustained in a fall down several steps, by which his 
right shoulder, side, and foot were hurt. This foot, 
he said, was, he thought, twisted. His chest was 
bandaged by the family doctor, who said his ribs 
were injured. He was, however, able to keep at 
work. One month afterwards, having gone to bed, 
as he thought perfectly well, he was awakened by 
severe pain in the foot, which continuing, he was 
seen in the morning by the doctor, who considered 
him to have an attack of the gout. His foot was 
then bluish and cold. No relief following the use 
of the gout remedies prescribed for him, his 
employer procured his admission into the hospital. 
He had had several attacks of renal colic, and he 
had voided small calculi, which, from his descrip¬ 
tion, were probably of uric add. 

You have now, Gentlemen, heard the facts we 
ascertained when the patient entered the hospital; 
and the circumstances of his personal history, 
including those preceding, and those following the 
onset of his disorder. The signs of this latter 
were unmistakable—the stoppage of the blood- 
circulation in the toes, the discoloration, the 
coldness, the insensitiveness, the blebbing of the 
cuticle, collectively formed a picture of gangrene 
which none of you could fail to recognize. But it 
was not sufficient for us merely to know that we 
had before us a case of gangrene, we desired also 
to know its cause. Its occurrence in winter, in a 
man whose circulation was naturally less active than 
in earlier life, suggested to some the possibility of 


the gangrene being due to frost-bite. But the patient 
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was an indoor servant, therefore not particularly 
exposed to cold; besides, the weather was then 
exceptionally mild. This justified us in excluding 
that form of frost-bite gangrene, in which the frozen 
member is directly killed by long exposure to a 
very low temperature. The reactionary form which 
contributes so large a proportion of instances of 
gangrene from frost-bite, the form in which on the 
cessation of severe cold reaction occurring in a 
part, the vitality of which has been enfeebled, 
proves excessive and kills, was excluded by the 
mode of the attack. The patient’s age, his 
goutiness, lending probability to the existence of 
arterial degeneration, coupled with the absence 
of signs of cardiac valve-disorder, so frequently 
causally associated with embolism, favoured the 
supposition that the gangrene might be senile , i.e. f 
gangrene arising from a combination of morbid 
processes essentially degenerative, incidental to 
advanced life, in which those of the vascular system 
play an important role. Senile gangrene, however, 
usually begins in a very restricted area from which 
it extends slowly; whereas, here at its very incep¬ 
tion, the area of the gangrene was relatively exten¬ 
sive. This latter fact and the suddenness of its 
onset, occasioned the suspicion that the cause of 
the gangrene might be embolism. At first, then, 
we were not able to differentiate in this case 
between these two forms of gangrene. Its slow 
progress, the absence of any trace of a line of 
demarcation notifying its arrest, and the absence of 
all evidence of septic intoxication, justified an 
expectant line of treatment. The foot, thickly 
dusted with finely powdered Boric Acid, and the 
leg and thigh were wrapped in a sheet of cotton 
wool. Small doses of Extract of Opium were 
given when pain—never very severe—made him 
restless; and he was ordered a light, nourishing, 
easily-assimilated diet. 

In the course of the next four weeks the gan¬ 
grene slowly extended until, at the end of this time, 
the front half of the foot had died, and become 
shrivelled and horn-like. On the 29th April a 
rise of temperature, for which no other cause could 
be discovered, hinted at the supervention of 
blood-poisoning. Upon this, on the same day, 
the limb was removed by circular amputation, the 
skin being divided at the knee, and the femur three 
finger-breadths above the condyles. The main 
artery and vein where severed were found plugged, 
and this obstruction seemed to extend i£ inches 
upwards above the point of severance. A very 


considerable number of small vessels required to 
be tied, many more than is usual in an ordinary 
amputation where the main vessels are pervious. 

He rallied well from the shock. Next day, his 
tongue being found slightly dry and a little 
brownish, Jij of whiskey were ordered daily. 
From this time his recovery was uninterrupted. 
The stitches were removed on the fourteenth day, 
when union was found nearly complete. He will 
soon be able to leave his bed. His general con¬ 
dition and that of the stump are quite satisfactory. 

The examination of the amputated limb by the 
Surgical Registrar disclosed that not only the pop¬ 
liteal, but also the tibial arteries to within three 
finger-breadths of the ankle were blocked by firm 
decolorized adherent clots, below which the tibials 
were empty and contracted: further, a small part 
of the clot in the popliteal artery, corresponding to 
the point where a large muscular branch was givtn 
off, seemed from its appearance to be older than 
the rest. The accompanying veins were also 
blocked, but their clot was less firm, and it was 
less decolorized than that in the arteries, circum¬ 
stances which suggested its being of later origin. 

(The foot was not dissected, as it was desired to 
preserve it for a Museum specimen.) 

This additional evidence proved untenable the 
provisional diagnosis of senile gangrene to which 
we had at one time inclined, and it spoke strongly 
in favour of the gangrene having been embolic. 
Can we, however, regard this evidence as perfectly 
unequivocal and conclusive of embolism. I scarcely 
go as far as this, for the supposition of embolism 
is slightly weakened by the absence of cardiac 
valve disease—so fertile a source of embolism ; and 
by the location of the supposed embolus in a 
situation where no marked decrease of the lumen 
of the main artery was observable, at a point, 
therefore, where the arrest of any solid mass swept 
along by the blood current would be unlikely. 
An alternative hypothesis is that clotting began in 
the large muscular branch (possibly in consequence 
of its having been injured in the fall), that in¬ 
creasing centrally the clot projected through the 
mouth of the muscular branch into the lumen of 
the main artery, where continuing to enlarge it 
formed a bar, which finally completely arrested the 
current, after which occurrence clotting extended 
rapidly upwards into the femoral, and downwards 
into the tibial arteries. The plugging of the veins 
was presumably a consecutive phenomenon, in¬ 
duced by the lessened vis a tergo , aided by * 
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diseased state of the coats of these vessels, in 
which were apparent opaque whitish patches, to 
the unassisted eye not unlike those of arterial 
atheroma. 

The “notes” of the second case describe the 
patient as a married woman, set. 43, of medium 
height and figure, with florid cheeks, of reputed 
alcoholic habits, admitted into the hospital on the 
4th April, 1893, for an alleged injury to the arm 
sustained in a fall on the preceding day. Her 
right hand and forearm were mottled with dark 
purplish blotches, separated by interspaces of 
tallowy whiteness. These parts of the limb were 
distinctly cold, and the sensibility of their surface 
was nearly extinguished The flexor muscles, in 
the forearm, were hard and swollen as if rigidly 
contracted; and the fingers and thumb were tightly 
flexed in the palm. The condition was not unlike 
that occurring in rigor mortis . From the forearm 
extending upwards upon the tendon of the biceps 
muscles, and also at the inner side of this was a 
puffy oedematous swelling, not very distinctly 
limited. Above the collar-bone the third part of 
the subclavian artery pulsated forcibly, and pulsa¬ 
tion was distinctly felt in the upper part of the 
axillary artery, but pulsation ceased at the level of 
one inch above the lower border of the anterior 
fold of the axilla, beyond which neither in the 
course of the brachial artery, nor in the arteries 
of the forearm, was any pulse discoverable. Signs 
of mitral valve disease were present. 

The patient being in liquor at the time of the 
accident could not give a clear account of what 
befell her. She said that at about five o’clock in 
the afternoon she fell down, but she was able to 
get up without assistance, and she occupied her¬ 
self with her domestic affairs till nine o’clock, when 
she went to bed. She undressed herself without 
aid, and she used her right hand to unhook and to 
unbutton her dress. Then her hand began to 
“ tingle,” the tingling increased, it prevented her 
sleeping, and in the course of the night it became 
“ excruciating pain.” When the day dawned she 
saw that her hand was black, a doctor was called 
to her, and he sent her to the hospital. 

In this, as in our first case, the local signs 
present at the time of the patient’s reception 
were unmistakably those of gangrene—in an early 
stage. By the woman herself, and by those who 
first saw her, this had been causally connected 
with the injury. Was this idea tenable? Ob¬ 
viously such injury, if any, had its locus in some 


part of the arterial system of the limb, and the 
situation of this was. accurately fixed by the point 
where pulsation ceased in the axillary artery. 
The presumed injury could certainly not have 
been a complete rupture of the artery, since this 
is always attended with some extravasation of 
blood causing swelling and ecchymosis about it, 
both which signs were absent here. Partial 
rupture implicating only the inner and middle 
coat of the artery—a kind of injury having 
small instant effect on the blood-current which 
is slowly weakened, and may not be completely 
arrested until some hours later by clot forming 
on the inturned edges of the tom coats—partial 
rupture, I repeat, appeared also improbable, 
because this form of injury is usual in situations 
where an artery is more exposed to relatively 
acute flexures and tension: whereas, here the 
injury was in a part of the artery relatively pro¬ 
tected from violence. Upon a careful review of 
the verified facts and history of her case a 
directly traumatic origin appeared to us so un¬ 
likely that we rejected it. The sudden mani¬ 
festation of the gangrene, and its instant impli¬ 
cation of so large a portion of the limb disproved 
its being senile , and at the same time suggested 
its being due to embolism. In favour of this 
latter was the existence of mitral valve disorder. 
Opposed to it was the situation of the block in 
a part where normally no very great abrupt re¬ 
duction of the lumen of the artery occurs. 
There was, however, the possibility of a high 
division, the radial artery coming off in the axilla 
instead of, as usual, at the level of the elbow. 
Such high division of the arterial trunk is not 
infrequent, and it was actually verified in the case 
I shall shortly recount If present here also, the 
explanation of the locus of the blockage was given. 
We regarded, then, the gangrene as embolic. 

As to the treatment, this was precisely on the 
same lines adopted in the first case—protection 
of the whole limb by wrapping it in cotton wool, 
prevention of putrescence by thickly powdering 
it with Boric Acid, and the administration of 
Extract of Opium whenever pain was so severe 
as to prevent sleep. Amputation was deferred, as 
her temperature varied very slightly from the 
normal datum and her general condition was in 
other respects satisfactory. The gangrenous parts 
became shrivelled, dry, brown, and horny. No 
line of demarcation formed, but the gangrene did 
not spread. The oedema of the lower part of 
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the upper arm decreased, and the whole upper 
arm remained warm and of natural appearance. 
On April 22nd, eighteen days after she entered 
the hospital, and nineteen days after the oc¬ 
currence of the embolism and inception of the 
gangrene, the patient complained of feeling “ not 
at all well”; her temperature rose to 100.2° F. and 
her pulse to 94 ; and her tongue was found coated. 

Looking on this accession of fever as an indica¬ 
tion of the supervention of septic intoxication the 
limb was immediately removed by a circular ampu¬ 
tation, the humerus being divided just above its 
condyles. In the normal position of the brachial 
artery no pervious vessel was recognizable but a 
strand of condensed tissue, in which a contracted 
empty artery was discernible. An exceptional 
number of small vessels required ligaturing, in 
none of these was the blood-pressure sufficiently 
forcible to spirt. 

The patient made excellent progress. Her 
feverishness at once disappeared. When, at the 
expiration of a week, the dressings were changed, 
union appeared complete, except at the inner 
angle of the wound where was a drain-tube. This 
was then removed. On May 8th, a fortnight after 
the amputation, she left her bed, and a few days 
later she was able to take exercise in the garden. 
Soon after this she left the hospital convalescent 

An examination of the limb by the pathologist, 
Dr. Voelcker, proved that the brachial artery 
divided normally in the usual situation, so that the 
idea that the arrest of the embolus in the axillary 
artery jnight be due to the reduction of calibre 
incidental to the giving off of the radial artery in 
this situation was no longer tenable. 

Our third case. Gentlemen, is that of a jeweller's 
case-maker, at. 55, admitted with gangrene of the 
right upper limb, the sequel of a fracture of the 
lower end of the radius sustained three days pre¬ 
viously, for which the forearm was still enclosed 
between a front and a back* wooden splint, tightly 
secured with broad straps of adhesive plaster. 

The hand was extremely swollen, it was cold, 
and of a lead-grey colour. When the splints had 
been taken off their pads were found soaked with 
stinking ichor, which had oozed from broken blebs 
and from a breach of surface near the wrist, initi¬ 
ally perhaps a graze. The forearm was swollen, 
blebbed, discoloured, and emphysematous. Just 
above the bend of the elbow was a deep indenta¬ 
tion in the front of the arm, plainly caused by 
pressure exerted by the upper end of the anterior 


splint. The whole upper arm also was oedema- 
tously swollen and emphysematous, crepitation 
being present at its outer side as high as the inser¬ 
tion of the deltoid muscle, and at the inner side 
nearly as high as the armpit. The surface of the 
arms was mottled with greenish and purplish 
blotches; its cuticle was blebbed, and in the lower 
third of the arm it was widely detached. Sensi¬ 
bility was nearly lost. He was sweating profusely. 
Temp. 98° F. His pulse was small, weak, and 
rapid. He was delirious, and his prostration 
was extreme. The history given by those who 
brought him to the hospital was to the effect 
that at 9 a.m. three days previously he had 
fallen and hurt his wrist. Taken to the casualty 
department of a hospital he was there told a bone 
was broken, and splints were applied. It was 
elicited that he was directed to return in two days, 
but earlier if suffering. In the afternoon of the 
same day his hand became very painful, and by 
the evening the pain was so intense that a neigh¬ 
bouring doctor was called to him, who removed 
the bandages, slightly loosened the straps of 
plaster, and prescribed medicines. The night was 
passed in extreme suffering, and by the evening of 
the second day he had become delirious. The 
doctor then advised that he should be taken to the 
Middlesex Hospital, but this the patient's friends 
delayed doing until the noon of the third day, 
alleging as their reason that “ he was too delirious 
to be moved.” Before the accident his health, it 
was said, had been excellent, and his habits were 
regular and temperate. 

Immediate exarticulation of the gangrenous 
limb at the shoulder appearing the only prospect 
of saving the patient's life, and his wife sanctioning 
it (his own mental condition made it useless to 
ask his consent), this was at once done. A large 
external flap comprising most of the deltoid muscle 
and a minimum internal one were taken, this plan 
being best suited to the exigencies of the con¬ 
dition. All the divided tissues, especially those at 
the inner side were infiltrated with a greenish 
serosity. Instead of one principal artery, two of 
nearly equal size lying side by side were present. 
These were twisted, but as their coats seemed 
softened, they were also tied with rather stout 
catgut. After well flushing the surfaces of the 
wound with hot water, the edges were brought 
together with waxed sutures placed at wide in¬ 
tervals, and three drain-tubes were inserted as 
additional outlets for the large quantity of serut** 
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present in the tissues. The dressings consisted 
essentially in a large cushion of absorbent Boric 
charpie. Mr. Gould efficiently controlled the 
subclavian artery and very little blood was lost. 

An extremely copious leakage of serum satur¬ 
ating the dressings made it necessary to change 
these on the following day, when the wound 
looked well. He had slept, he said he felt 
better, he had taken nourishment freely, and he 
was no longer delirious. On the second day 
after the amputation he vomited shortly after 
taking some bread and milk, and his strength 
appeared to flag. His tongue was then rather 
dry, and his temperature 97 0 F. He was then 
given whiskey gss every three hours, after which 
he rallied. A large leakage of foetid serum con¬ 
tinued during several days but at the end of a 
week this had so diminished that the drain-tubes 
were withdrawn. By this time also the edges of 
the wound were found united throughout the 
greater part of their extent, and his general con¬ 
dition had manifestly improved. His convalescence 
was then interrupted by a sharp attack of gout in 
the hallux, but this passed off, and three weeks 
from the date of the amputation he was able to 
leave his bed. Three weeks later he went home; 
and when last seen, a few months afterwards, the 
wound was soundly cicatrized, and the man’s 
general condition was excellent. 

It will not have escaped your notice how strongly 
this last case contrasts with the first two. These 
were instances of dry gangrene, in the first slowly 
progressive, in the second stationary. In both, 
signs of septic intoxication from the gangrenous 
part were long absent, and when this at length 
supervened, its manifestations were relatively slight. 
Here, whilst it was obvious from the first that 
amputation would be necessary, no risk was in¬ 
curred by delaying it, whereas there were good 
reasons for so doing. Assuming the gangrene in 
both these cases to be due to obstruction of a 
main arterial channel by an embolus, delay afforded 
opportunity for the establishment of a collateral 
circulation sufficient to render unlikely gangrene 
of the stump; and in both instances it was interest¬ 
ing to observe how kindly the stumps healed. In 
the first case some degree of uncertainty whether 
the gangrene might not be embolic but senile, 
induced me to amputate above the knee; and the 
fact, undiscovered untiLthe amputation, that the 
entire popliteal artery was plugged, as also the 
tibials for a considerable part of their extent, made 


me very satisfied that I had selected this level. 
In the second case, had immediate amputation 
been compulsory, this must have been exarticula¬ 
tion at the shoulder, since no arterial pulsation was 
discoverable below the anterior axillary fold; 
whereas delay allowed a much less severe amputa¬ 
tion to be done, and it gave the patient a stump 
to which a useful artificial substitute for the lost 
member may be fitted. 

What a strong contrast to these does the third 
case present? Moist gangrene spreading with 
frightful rapidity from the hand almost to the 
shoulder within three days. Note, too, the extreme 
gravity of the constitutional disturbance. Here, 
I repeat, instant exarticulation offered the only, 
and this a slender prospect of snatching the patient 
from death; and I venture to think that the delay 
of a very few hours would have made the patient’s 
condition absolutely hopeless. Here, the gangrene, 
presumably initially static , induced, I submit, by 
the compression of the vessels just above the bend 
of the elbow by the thin hard upper end of the 
anterior splint, and accelerated by the compression 
of the swelling forearm between two splints attached 
to it by wide straps of unyielding material, easily 
became a severely infective process, induced, per¬ 
haps, by the entrance of septic matters into damaged 
tissues through the abrasion at the wrist. 

And now, Gentlemen, to sum up, the lesson 
these cases teach is that in dry gangrene (originated 
usually by arterial obstruction) amputation may be 
prudently and safely deferred until the course of 
events indicates when and whereabouts it should 
be done; but that with moist, rapidly spreading, 
infective gangrene the patient’s only chance of 
surviving is in very early high amputation; here 
each hour’s delay is dangerous. Another lesson 
the third case teaches is the necessity of care in 
putting on splints to see that they are so arranged 
as not to embarrass the circulation in the limb; 
for a fracture of the forearm the anterior splint 
should never be so long, that when the forearm is 
flexed for placing it in a sling, the upper end of 
this splint presses into the arm,—and, further, 
splints should never be attached with such un¬ 
yielding materials that if the part swells dangerous 
pressure is produced. For this reason I never 
allow splints to be fixed with sticking-plaster, except 
where the patient is retained under observation, so 
that the straps of plaster can be cut directly 
necessity aiises. These cautions may appear 
trivial, but in reality they are not so. 


Digitized by 


Google 



The Clinioal Journal.] 


DR. POTTER—ATRESIA OF THE VAGINA. 


[June 28,1893. 139 


A LECTURE 

ON 

ATRESIA OF THE VAGINA; 
Its Causes and Treatment. 

Delivered at the Westminster Medical School, 
May 30th, 1893, 

By J. B. POTTER, M.D., F.R.O.F., 
Obstetric Physician to the Hospital. 


(Concluded from p. 127.^ 

One word as to the size of the puncture on 
operation. In books you will sometimes find very 
foolish things written; and it has always struck me 
that this is so with regard to imperforate hymen. 
You will remember the peculiarity of the fluid in 
a case of this sort. That fluid was like treacle— 
tarry, thick fluid. You will find that you are 
sometimes recommended to remove this fluid by 
aspiration. How you are going to bring such a 
treacly fluid through an aspirator needle beats my 
comprehension, even though you were to use the 
aspirator for a week. I consider, therefore, that it 
is better to make an opening of fair size. I gener¬ 
ally pass a scalpel through the swelling and make 
an opening of a quarter of an inch, allowing the 
treacly fluid to come out with more or less of a 
stream, so that when the patient coughs or makes 
an effort of sickness when under the anaesthetic it 
comes out like a small fountain. In an ordinary 
case it simply runs out, and you can get rid of a 
pint or two pints of fluid in about five or ten 
minutes. We do not want the fluid to come away 
too rapidly, because if it does a reverse action 
occurs and some of the fluid may be regurgitated 
through the Fallopian tubes into the peritoneum. 
The fluid is allowed to come out fairly quickly, 
but not too quickly. After the bulk of the fluid 
has come away we enlarge the opening a little 
more, and with a pair of scissors cut a piece out 
of the hymen on each side so as to leave a good- 
sized opening, not only that the fluid may run 
away, but that the menstrual secretion may be 
permitted afterwards to flow away naturally. 

Whenever you do anything in the way of cutting 
in this neighbourhood, the opening never remains 
anything like the size you make it; there is always 
contraction afterwards, and especially after the use 
of the cautery. It is better, therefore, in these 
cases always to tear rather than to cut, and not to 
use the cautery; or as, in this particular case, to 


get hold of the edge of the incision with a pair of 
forceps and cut a piece out of the hymen on each 
side so as to leave a permanent opening. 

Now come two very practical points. One is— 
shall we facilitate the flow of the fluid by pressing 
over the hypogastric region, and shall we en¬ 
deavour to get rid of all this treacly stuff thoroughly 
by washing out with an antiseptic solution ? The 
answer to both of these questions should be, I 
think, in the negative. Certainly do not make 
pressure from above; if you do, you are apt to set 
up uterine action and cause regurgitation back¬ 
wards, and possibly set up peritonitis. Simply let 
the fluid run away, but make no pressure from 
above. 

With regard to washing out, the same thing 
applies. Do not wash out* at the time; better let 
the fluid run away gradually, reserving your 
washing out until two or three days have elapsed; 
otherwise the injection of the fluid may set up 
some action, and so give rise to disagreeable 
symptoms. 

This condition of retained menses has received 
the very long name of hamatokolpos ; and a great 
many things, fortunately very rare, have been 
similarly named, giving rise to still further com¬ 
plications in nomenclature. It has, for instance, 
sometimes happened that there has been a double 
vagina, and one portion has been occluded, the 
other patent. This is called unilateral hcema - 
tokolpos . Further, we sometimes get the accumu¬ 
lation in the uterus; and this condition has been 
called hcematometra; or it may occur further up 
still, namely, in the tube, giving rise to hematosal¬ 
pinx . These I just mention here; but, of course, 
it makes a very great difference in the treatment 
of these cases whether the accumulation extends 
or not. In the great bulk of cases the menstrual 
fluid collects in the vagina as in a closed sac, and 
gradually pushes up the uterus; consequently, it 
has been said that the uterus can be felt as a little 
lump at the top of the abdominal swelling. I do 
not know that this is easy always to make out, 
or whether the amount of manipulation necessary 
is beneficial to the woman. But instead of this 
you may have the haematometra in connection with 
the haematokolpos; instead of the uterus being 
pushed up you have the cervix widely dilated, and 
the uterine cavity enormously distended. Of 
course, those cases are much more serious where 
there is dilatation of the uterus than where there 
is simply retention in the vagina. 
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The great points to remember then are the anti¬ 
septic precautions, to allow no air with germs to 
enter and contaminate the treacly fluid; to make 
the opening sufficiently large to allow the fluid to 
come out, and to use no pressure to accelerate the 
flow of fluid, and to let the remainder of the fluid 
come out into the pads; do no washing out till two 
or three days after the operation; then using an 
antiseptic solution two or three times in the day. 

In some of these cases, and notably in that now 
in the hospital, you find an interesting condition 
on examination per vaginam. On passing the 
finger through the opening that has been made 
you find the uterus high up still, although there is 
nothing peculiar in regard to the neck of it: but 
immediately in front the vagina is like a board, 
due to the long retention of the fluid. This hard¬ 
ness of the anterior vaginal wall depends very 
much upon the length of time during which the 
menses have been retained, those retained a few 
months not causing such trouble this way as those 
that have been retained for two or three years. 

This is the more congenital form. 

Now let me say a word or two with regard to the 
acquired form. These are cases you will from time 
to time meet with in practice. Generally speaking, 
the atresia is not absolutely complete. You gener¬ 
ally find that the finger enters an opening into the 
vagina and passes for about an inch, an inch and a 
half, or two inches, and that there it comes to an 
end; in other words, the vagina has become a cul 
de sac; and only careful examination with the 
finger enables you to make out a very small 
opening. In the great bulk of these cases there 
is no great retention of menses. There is sufficient 
opening to allow it to come away. It is of small 
extent and only gives rise to subacute inflammation 
from partial retention. Such cases are interesting 
from two points of view. First, as giving rise to 
mere discomfort from time to time; and, secondly, 
where it has acted as a bar to labour. As a rule, 
there is generally a very small opening to be felt, 
it may be like a little dimple in one corner. 
Directly we feel even so small an opening it gives 
us considerable hope as to the management of the 
case. Sometimes, in these cases, there is no vagina 
at all; merely a membranous tube dividing the 
rectum from the bladder, in which case, as a rule, 
the uterus is also absent. But in all other cases 
it is simply that the closure is below; the vagina 
is practically imperforate at a distance of from one 
to two inches from the external opening. It makes 


a great difference with regard to treatment, because 
our object in one case is to open up this imperfor- 
ation and thereby restore the vagina; but in the 
other if we make an attempt to do this it sometimes 
proves a very sorry failure,—to make a new vagina. 
Of course, what will help us very much in this 
matter is an examination with the finger in the 
rectum, and the sound in the bladder. If the 
finger and the sound come together in such close 
contact that there is little felt between them we 
shall have little hope of making the vagina: if, on 
the other hand, there is a fair dilatation of the 
vagina at the lower end, and we can feel an open¬ 
ing, and there is uterus above, we shall have con¬ 
siderable hope. 

The best procedure is by a combination of 
cutting and tearing. In the first instance we find 
this little dimple-like opening and pass the sound 
or probe through it. Having found the opening 
thus we introduce a pair of fine scissor-shaped 
forceps through it; and then separating the blades 
cause by that means a small tear so as to enlarge 
the opening. When there is sufficient room to 
introduce the finger, by a cautious process of tearing 
in various directions we tunnel, as it were, a passage 
until we come into a cavity, and we know then 
we are in the upper part of the vagina. Especially 
if we can reach the uterus we know we are on 
tolerably safe ground. Otherwise we have to be 
careful not to tear, on the one hand, into the blad¬ 
der, nor on the other, into the rectum. These 
dilatations and tears have to be carefully made. 
Generally the finger is the best instrument until we 
get sufficient space to reach the uterus itself Next 
we stuff with lint, dipped in Carbolic Oil, the cavity 
formed, using a good-sized pleget to keep it open. 
After the first day or two we introduce a rest, plug, 
or small speculum, and keep it in so as to allow of 
healing round it, and so prevent contraction of the 
opening. We must always be prepared for a cer¬ 
tain amount of contraction even then; but the 
more tearing and the less cutting, the less the 
liability to contraction. 

This, of course, is the kind of thing you have 
to do where the patient is in strong labour; and 
you have to do the best you can to deliver her by 
forming the passage in this way. Of course, we 
can do nothing then to keep the passage per¬ 
manent, and the opening generally closes again. 
After delivery we undertake the operation, and by 
means of putting in a rest a permanent cure is 
brought about. 
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I said that you ought to be careful not to 
mistake pregnancy for retained menses; but it so 
happened in a case I saw some years ago that it 
was rather to be regarded from the other point of 
view. I was called by the doctor on account of 
atresia of the lower portion of the vagina which 
had interfered so seriously with marital relations 
between husband and wife that the husband had 
left her. When I was called to the case it was 
on account of an abdominal swelling, with a good 
deal of pain; and, on account of there being 
atresia of the lower part of the vagina the doctor 
thought that it probably was a case of retained 
menses. After examining the case I came to the 
same conclusion. These cases of imperforate 
vagina are very different from those of imperforate 
hymen. In the latter you get considerable bulging 
forwards; in the former the bulging is not nearly 
so marked; it seldom bulges outwards. On ex¬ 
amining the case, then, I found it was as the 
doctor had stated, and with a good deal of 
difficulty I could feel a sort of depression or 
dimple on the posterior part of the vagina. I, 
therefore, decided to open and let out the retained 
menses. I did so with much difficulty; but, 
rather to my surprise, nothing came away. In 
fact, there were no retained menses; and I soon 
found by my finger when I reached the uterus 
that that organ was heavy and enlarged. There 
was little doubt, although I did not like to say so 
at the time, that the woman was pregnant; and so 
it turned out to be. In spite of the difficulty, nay, 
impossibility of marital relations, I suppose some 
other risk had been run, thinking there was no 
possibility of impregnation ensuing. As events 
turned out, the patient was some four or five 
months afterwards delivered of twins, the darkness 
of whose complexion gave little room for doubt as 
to the paternity—a coloured gentleman living in 
the house at the time. A very small deposition in 
the vagina caused impregnation. Here was preg¬ 
nancy, and not retained menses. 

In some of these cases, therefore, the diagnosis 
is obscure; and especially, as in this case, where 
the patient does not necessarily wish to tell us 
all the truth. 

These atresias of the lower end of the vagina 
differ, therefore, somewhat both in practical 
management and in their symptoms and signs 
from the atresia of the vagina which is due to 
imperforate hymen. 


CLINICAL NOTES. 

(Specially reported for The Clinical Journal. Revised in 
each case by the Author.) 

-*- 

WITH HR. REGINALD HARRISON 
AT ST. PETER’S HOSPITAL, LONDON, 
JUNE 12th, 1893. 


Treatment of Urinary Fistulse. 

This patient, aet. 53, was admitted at the end of 
May suffering from multiple urinary fistulae situ¬ 
ated in the scrotum and the perinaeum as far back 
as the anus, through which almost the whole of 
his urine escaped during micturition. There were 
about a dozen of these false routes. His history 
was of an old standing attack of gonorrhoea and 
gleet, followed three years ago, by abscesses com¬ 
municating with the urethra. As it was obvious 
that these openings could not heal so long as 
urine found its way into them under the expulsive 
force of the bladder, a soft catheter was passed 
into the bladder after dilatation of the stricture, 
through which the urine was drained. This plan 
was tried for some days, but had to be abandoned 
in consequence of the irritation it provoked and 
the high temperatures which were caused. I 
therefore adopted the following course. The pa¬ 
tient having been aetherized, the stricture was first 
divided internally by Teevan’s urethrotome; this 
allowed the introduction of a full-sized median 
grooved staff into the bladder, upon which the 
membranous urethra was opened by a perinaeal 
puncture sufficient to permit the introduction of a 
gum-elastic drainage tube, made specially for this 
purpose, which by means of metal eyelet openings 
was tied into the bladder. In this way one ample 
and direct opening was made for urine drainage in 
place of the dozen circuitous ones which existed. 
In consequence of the great thickening of the 
perinaeum in this case the tube was somewhat 
longer than usual, measuring seven inches in 
length and of a diameter corresponding with 
No. 22 of the English guage. I use a gum-elastic 
tube at first on account of its moderate rigidity; 
this enables it to be passed easily, and in case 
there is any oozing afterwards to stand the pres¬ 
sure of some antiseptic gauze packing by the side 
of it. The wound should be made to fit the tube, 
and, if necessary, either a suture above or belo^ 
may be introduced so as to make such an accurate 
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adjustment as to render haemorrhage almost impos¬ 
sible. In the course of three or four days a soft 
rubber tube with depressed or velvet openings 
either at the side, or the end, or both, is substi¬ 
tuted, and drainage is thus continued until all the 
sinuses are filled with granulation, or are healed, 
and then it may be withdrawn. The perinaeal 
wound usually heals without trouble, and if a stric¬ 
ture has also been divided, it is as well, as healing 
proceeds, to pass a fair-sized metal bougie occa¬ 
sionally along the whole length of the urethra. 
This plan, which I have now practised for some 
years, has given me the best results in the treat¬ 
ment of urinary fistulae complicating stricture, 
where other methods for bringing about repair 
have failed. A word may be added in reference 
to the drainage tubes. 

If the calibre of these tubes does not exceed the 
united area of the bladder or urethral orifices of 
the various fistulae, it is impossible to get the latter 
to close, as there will be some escape of urine into 
them, and this is the reason why the mere reten¬ 
tion of an ordinary catheter so often fails. I seldom 
use a drainage tube of a calibre less than double 
the size of the normal urethra, and this, I believe, 
is the main feature in the success of this procedure. 
Whilst the urine drainage is being carried on vari¬ 
able temperatures are not uncommon; this is 
generally due to the retention of a little matter in 
the old fistulae, which previously were flushed with 
urine. It is seldom of any consequence such as to 
necessitate the washing out of the sinuses. As 
repair proceeds the temperature keeps tolerably 
steady upon the normal line. It is astonishing how, 
under a system of drainage of this kind, an in¬ 
durated and swollen perinaeum and scrotum soften 
down, and the textures assume a normal condition 
even after these sinuses have, as in the present 
case, existed for several years. This is the fourth 
day after the operation I have described; the 
drainage is perfect, being both free and continuous, 
and the patient’s condition is in every way satisfac¬ 
tory. In regard to the pathology of urinary fistulae 
connected with the deep urethra and the parts 
behind, it should be remembered that there is often 
no correspondence between the internal openings 
and those which appear on the surface of the skin. 
The former frequently merely open into a suppu¬ 
rative urinous area between the prostate and the 
rectum, from which outlets radiate, by preliminary 
abscesses and sinuses, in various directions about 
the anus, perinasum, scrotum, groins, and supra¬ 


pubic region. This is very apparent in opening 
the deep urethra for drainage, as I have described, 
and explains the futility of such methods of treat¬ 
ment as do not provide a sufficient and dependent 
exit. 

Hydrocele associated with a Tubercular 
Testis. 

Here is a young man, whose case illustrates a 
point in practice of some importance. Some 
weeks ago I tapped him for a hydrocele of con¬ 
siderable size, where before doing so it was quite 
impossible to form an opinion as to the condition 
of the testis or epididymis, whatever, from the 
history of the case, the anticipations may have 
been. Several ounces of clear hydrocele fluid 
being withdrawn by means of a trocar, the testis 
was found distinctly tubercular. With this con¬ 
dition I cannot say that I am in favour of inject¬ 
ing with Iodine or any similar irritant. If, on the 
other hand, nothing further is done, fluid is again 
poured out into the tunica vaginalis for the pur¬ 
pose of protecting the somewhat roughened and 
tender testis, and the inconvenience of a large 
scrotal mass is continued. I have had some very 
good and permanent results in cases of this kind 
by opening the sac by a free vertical incision, and 
then draining the cavity for some days by a drain¬ 
age tube. By this means I believe the cavity of 
the tunic may be obliterated, and a further collec¬ 
tion of fluid prevented. Where the tubercular 
deposits are in the course of softening down I am 
of opinion that the wisest course is at once to 
remove the testis. If left under such conditions 
infection of more vital portions of the urinary 
apparatus, as high up as the kidneys, is, in most 
instances, merely a matter of time. There is much 
to be said in favour of opening the tunic where 
the state of the testicle is at all doubtful. 


Removal of Testis. 

This patient, aet. 32, came to the hospital on 
May 1 st, with his right testicle riddled by suppura¬ 
tion of many months’ standing, which proceeded, 
from the history of the case, as far as can be ascer¬ 
tained, from a broken-down syphilitic gumma. As 
his general health was evidently failing from the 
long-continued discharge, I removed the testis, 
and the wound is now healed. Treatment by 
Iodide of Potassium is still being continued, having 
regard to the origin of the disorder, though no 
indications of syphilis are now to be observed. 
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After removal it was pointed out that the normal 
structure had entirely disappeared, and the organ 
was beyond repair, and must have been useless. 
In removing it, as some of you saw, I did not in¬ 
clude the cord in the ligature, but merely tied the 
three vessels within it with fine catgut. Where the 
whole cord is included in a ligature, which is some¬ 
times done, the pain afterwards is often very severe 
and continuous. 

A Case simulating Renal Calculus. 

The diagnosis of impacted renal calculus is not 
always easy, particularly when some important 
symptom, such as hsematuria, is absent. Here is 
a case in point, in a man of over 40 years of age, 
who came a few weeks ago with a fixed lumbar 
pain in the region of the left kidney, and with some 
other symptoms which would naturally raise the 
suspicion of calculus. On abdominal examination 
the spleen was found greatly enlarged, and there 
was a distinct history of his having resided in a 
malarial country some years ago, and suffered from 
intermittent fever. I believe the pain referred to 
the kidney, is due to the pressure of the spleen on 
the part. I ordered him the Liquor Arsenicalis, 
and you hear from him his symptoms are already 
disappearing. Besides the splenic dulness is con¬ 
siderably less. 

Some Cases of Contraction or Stricture 
of the Meatus of the Urethra. 

There happen, I see, to be here to-day, some 
cases illustrating varieties of this form of urethral 
stricture. This patient, aet. 30, has evidently re¬ 
cently suffered from a phagedaenic sore, which not 
only has destroyed the greater portion of the glans 
penis, but has involved the meatus within the 
contractile cicatrix that has naturally resulted. 
The patient is now suffering from obstructed 
micturition, and you will see that only a fine 
probe-like metal bougie can be made to enter 
the urethra. I should advise the patient to come 
into the hospital for a few days, and have the 
contraction divided, otherwise his difficulties will 
rapidly increase. It is not very easy to find the 
orifice of the urethra, as it is concealed in the 
puckerings of the scar. It would be quite likely, 
in a case of this kind seen for the first time, 
should urgent retention of urine occur, for the 
practitioner to give up in despair looking for the 
orifice of the urethra, and at once puncture the 
bladder above the pubes. Contractions of this 


kind, where all around is scar tissue, are not 
adapted for dilatation of any kind; they should 
be freely divided in a downward direction by means 
of a tenotomy knife. 

Here is another instance of a meatal stricture in 
a middle-aged man. The last half inch of the 
urethra is involved in a cicatricial mass which 
will barely admit a No. 5 English bougie. Behind 
the stricture the urethra is dilated, and as the 
canal is never free from urine, some urethritis is 
now showing itself. These cases are most com¬ 
monly caused by a chancre just within the meatus, 
which leaves a thick circular scar of the kind felt 
here. The patient, however, denies that be ever 
had a sore on his penis, or an injury of any kind. 
I do not attach much importance to "the former 
statement from a diagnostic point of view, as sores 
in this position are often overlooked, unless pointed 
out by the practitioner. In this way we may 
sometimes explain the presence of secondary 
symptoms without being able to get any history 
of the initial or infecting lesion. Many cases of 
presumed meatal strictures turn out to be recent 
chances involving the last half inch of the canal, 
and are followed by indurated glands and secondary 
symptoms. Of course for this there is no other 
treatment applicable than that appropriate for 
primary syphilis. We, however, have merely to do 
with this particular effect of the specific infection, 
and here again the best treatment is the division 
of the annular scar. 

The next patient is also a middle-aged man, 
with a worm-eaten appearance of his meatus which 
has a striking resemblance to an epithelioma. I 
think, however, the appearance is a deceptive one, 
and that the contracted and rugose look of the 
orifice is due to, or connected with, the frequent 
use of instruments which this patient has had to 
employ, or have passed, in connection with a 
second stricture in the deep urethra. As this 
patient can now introduce a full-sized bougie along 
his urethra, and only complains of a little splutter¬ 
ing at the close of micturition, which perhaps is 
somewhat inconvenient, I think further measures 
are hardly called for. 

The Fuller Dilatation of Strictures. 

The degree of dilatation to which some strictures 
should be submitted cannot be determined by any 
arbitrary rule. Some patients do very well with the 
No. 12 limit of the English guage and resent further 
interference. On the other hand, instances occa- 
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sionally occur where only a large size is of any avail. 
This man gets no benefit from a No. 12, whilst by 
using a No. 14 English, which is about an equivalent 
of a No. 24 French, he may practically be said to 
be free from all the other inconveniences connected 
with having some degree of stricture in the deep 
urethra. This is a point of importance to deter¬ 
mine in persons who, by reason of a urethral 
stricture, are more or less dependent upon the 
occasional use of a bougie. The case shown 
illustrates that we should not invariably remain 
content with the conventional No. 12, with which 
instrument makers are in the habit of supplying us. 
There is, as Otis has demonstrated, an individuality 
about urethras relative to size, which should always 
be respected. 

The Use of the Whip Bougie. 

As a rule a soft instrument passes, so far as the 
patient is concerned, more easily than a metal or a 
rigid one. Adaptability may be said to be natural to 
the former, whilst with the latter it has to be acquired 
in the matter of directing its course along the 
urethra. I almost invariably either in sounding 
or in using metal instruments, first pass one of 
those long tapering bougies which we call whips, 
where feasible, as a preliminary. They serve the 
purpose of a pilot, and by opening and lubricating 
the urethra in their passage to the bladder render 
the use of the more rigid instrument easier both 
to the patient and practitioner. Further, by their 
tapering form they at once indicate the probable 
size of what has to follow. 


Boric Acid relative to Urethral Fever. 

This drug is freely used here, in conjunction with 
other antiseptics, as a prophylactic measure both 
before and after operations involving contact with 
the urethra, against urethral fever. It is generally 
given in from five to ten grains in water, every 
four hours, for forty-eight hours previous to a 
urethral operation, and afterwards. Amongst local 
antiseptics a solution of Corrosive Sublimate in 
the proportion of 1 in 6000 is probably the most 
efficacious for use; for instance, in connection 
with an internal urethrotomy, it is well to leave 
an ounce or so of such a solution in the bladder, 
so as to offer some protection to the wound when 
urine is spontaneously passed for the first time 
after the operation. In addition, I generally give 
immediately after a urethral operation five grains of 


Quinine in a tablespoonful of brandy and an ounce 
of water. Measures such as these are of much 
service in preventing rigors and fever after instru¬ 
mental interference with the male urethra. It used 
to be the practice of many surgeons to give two 
minims of Fleming’s Tincture of Aconite imme¬ 
diately after passing a catheter in persons who were 
liable to have rigors under these circumstances. 
This precaution is a good one, and is, I think, 
rather forgotten. 


FORMULAS. 


Concentrated Solution of Boric Acid.— 

A saturated aqueous solution of Boric Acid, pre¬ 
pared at ordinary temperatures, contains, as is 
known, approximately four per cent of the acid. 
To prepare more concentrated solutions, Scholtz 
and Mansier recommend the addition to the mix¬ 
ture of Boric Acid and water, before boiling, of 
1 £ gm. of Calcined Magnesia for every 10 gms. or 
fraction thereof beyond the normal quantity of 
40 gms. per 1,000 gms. of water. The Calcined 
Magnesia may be replaced by the Carbonate of 
Magnesium, according to Ploux, who suggests the 
preparation of a stable solution—containing 100 
gms. of Boric Acid in a litre of solution—as 
follows: 

R Boric Acid . 100 parts 

Magnesium Carbonate n „ 

Water ... 1,000 „ 

Even a twenty per cent, solution of Boric Acid can 
be prepared, thus: 

R Boric Acid . 200 parts 

Magnesium Carbonate 35 „ 

Water.1,000 „ 


For Whooping-Cough: 


R 


M. 


Pulv. Belladonnas. Rad. gr.} 

Pulv. Ipecach. Co. ... gr.£ 

Sulph. Sublimat. ... gr.iv 

Pulv. Sacch. Alb. ... gr.x 


Ft. pulv. Sig. To be taken as a dose 
from two to ten times a day, according 
to age of patient and effect produced. 
(Germain-S^e, Lancet Clinic.) 
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By T. BUZZARD, M.D., F.R.O.F., 
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Gentlemen, —It was formerly supposed that the 
knee-jerk was sometimes absent as a physiological 
peculiarity, and some observers examined a large 
number of persons with a view of finding out 
what the proportion of this absence was. Various 
observers estimated this proportion differently; the 
percentage of what they called the “natural” 
absence of knee-jerk varying from to 5 per 
cent., evidencing, as I think, such an amount of 
fallacy as to render the observations valueless. 
The mode of examination of the knee-jerk intro¬ 
duced by Jendrassik, of Buda-Pesth, a few years 
ago, has reduced die chance of this fallacy of 
observation to a minimum. I propose to show 
you the ordinary method of eliciting the knee-jerk, 
and then the advantage of the method introduced 
by Jendrassik. You see here that a blow of the 
ordinary force, in the case of the patient before us, 
fails to elicit any knee-jerk, but now if we bid him 
link his hands together and pull as if to pull them 
violently asunder, there is at once an alteration, 
and the knee-jerk becomes well-marked. A plan 
which I introduced a good many years ago, has an 
advantage which is perhaps worth pointing out. I 
direct the patient to plant the foot very firmly 
down on the floor, at a little more than a right 
angle with the femur, pressing the ground with his 
foot, and while he is doing this I strike the patellar 
tendon just below the knee-cap, resting my other 
hand lightly at the same time upon the situation 
of the vastus intemus. The muscle can be felt to 
contract, and the foot itself is often moved very 
unmistakably. In both cases the increase of the 
reflex is probably due to the state of muscular 
tension introduced throughout the body by the 
methods described. I find this plan very useful 
as regards females. When you are examining a 
Vol. II., No. 10. 


lady, you do not want to be exposing the limbs, 
and my method enables one to avoid doing so. 
When she has put herself in the position described, 
place your hand lightly on the situation of the 
vastus internus, and through the dress strike on the 
ligamentum patellae; if the knee-jerk be present 
you will feel the contraction of the vastus internus, 
and there is no necessity to proceed any further. 

I show this case as an example of the importance 
of the knee-jerk in diagnosis. The patient is a 
man of 42, who has been exposed to a great deal 
of mental worry, and also to a certain amount of 
alcoholic excess. His symptoms are like those of 
an early stage of general paralysis. You have 
already seen that his knee-jerks are distinctly less 
than they should be; and I may tell you, as regards 
the pupils of his eyes, that they are small, the left 
contracting very sluggishly to light, and the right 
so little that one cannot be sure there is any con¬ 
traction at all. The pupils, too, are of different 
sizes. He has no delusions, no exaggerated ideas, 
but he has great loss of memory. The combination 
of the distinctly lessened knee-jerk with the pu¬ 
pillary changes I have described, and the mental 
condition, leave one in practically no doubt that he 
is in an early stage of general paralysis. 

Now, I feel sure that in every case, supposing 
you do not find, as you think, the knee-jerk 
present, before giving it up you should employ 
the Jendrassik method. If it is absent, as we 
have reason to believe that there is no such 
thing as a physiological absence of knee-jerk, but 
that this is always pathological, then we are in 
possession of an important clinical fact. I say it 
is very important now that we should avoid any 
error of observation, for such an error may lead 
us far astray in diagnosis. 

It is, therefore, a good plan to try several 
different processes before you give up a case as 
one of absent knee-jerk. But, supposing you find 
that it really is absent, that absence may perhaps 
be unattended by any other symptoms of disease; 
the patient may complain of nothing, and you 
yourself may be unable to find anything wrong. 
Under these circumstances, absent knee-jerk may 
be of a temporary character , as in the sequel of 
diphtheria, or it may be of a permanent character, 
as in a case of Friedreich’s ataxy. After an attack 
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of diphtheritic paralysis the patient may practically 
recover, as far as regards the power and sensi¬ 
bility of his limbs; he may complain of nothing 
at all, and yet there may be no knee-jerk. It is 
sometimes some months before knee-jerk returns 
after recovery from diphtheritic paralysis. 

This absence may be of a permanent character . 
A very instructive case came before me some years 
ago, when I examined a brother and sister who 
were under the care of my colleague, Dr. Ormerod. 
There were several brothers and sisters, and the 
family were affected with what is called Friedreich’s 
or hereditary ataxy. The brother presented the 
usual symptoms—absent knee-jerk, ataxy, peculiar 
articulation, nystagmus, lateral curvature of the 
spine, and so on. The sister presented nothing, 
save and except absence of knee-jerk. It was to 
be expected that the other symptoms would follow 
in due course, and that this girl would be affected 
with characteristic Friedreich’s ataxy like all her 
brothers and sisters before her ; but at the time of 
examination there was literally nothing whatever 



to be observed except absent knee-jerk. Now, it 
occurs to me that if absent knee-jerk may thus 
stand alone without any other symptom of disease 
after an attack of diphtheria, and if it may stand 
alone in a child just beginning to have Friedreich’s 
ataxy, so you may possibly have it alone in other 
conditions, and it may in certain cases, for all we 
know, stand alone as the solitary symptom of tabes 
dorsalis, probably, but not necessarily, to be 
followed later on by other signs of the disease. 

Here I should like to say that I have never 
known an instance in which hysteria caused 
absence of knee-jerk. (I assume, of course, that 
the knee-joint is not disorganized.) This is a 
matter of grave importance, as tending to save a 
considerable amount of error in diagnosis. 


Let me draw your attention to this diagram 
which may help you in considering some of the 
points connected with the knee-jerk in diagnosis. 
I will not ask you to accept it as a correct repre¬ 
sentation from the physiological side. We are not 
yet certain as to what conditions the knee-jerk is 
dependent on, but the diagram may help to ex¬ 
plain some of its clinical features. We have here, 
then, a segment of the spinal cord at the height of 
the second lumbar nerve, with the anterior horns, 
the posterior horns, and the ganglion on the 
posterior root. This (p) represents the lateral 
column, but instead of the sheaf of fibres, of 
which it is composed, a single one has been put 
for the sake of clearness. 

A blow upon this tendo-muscular structure (a) 
produces an impulse which is conveyed by the 
posterior sensory root (s) to the spinal cord, and 
there produces an effect upon the ganglionic cells 
of the anterior horn, which is carried out by the 
motor (efferent) nerve (m) to the vastus internus 
and crureus muscles, which Dr. Sherrington has 
shown to be those concerned in the production of 
knee-jerk. This forms a sort of arc—the reflex arc 
as it is called—the impulse going by the sensory 
root into the cord, emerging by the anterior root, 
and going into the muscle. Upon the integrity of 
this arc the preservation of the knee-jerk depends, 
and if there is any flaw in any portion of it, absence 
of the knee-jerk may be the result The pyramidal 
tract (p) appears to hold the reflex arc in check to 
a certain extent, and when it is sound and acting 
properly—when there is no disease in the pyra¬ 
midal tract—impulses are sent down in the direc¬ 
tion of the arrow, which control to a certain extent 
the mechanism of this reflex arc. If you cut 
through the pyramidal tract or—which amounts to 
much the same thing—if the fibres constituting it 
are disorganized by sclerosis (l in diagram), the 
reflex arc is allowed unlimited freedom, with the 
result that there is very much exaggerated reflex 
movement when a blow is struck on the patellar 
tendon. It is necessary, therefore to bear in 
mind two things essentially concerned in the knee- 
jerk—there is the reflex arc and there is the con¬ 
trolling influence which is propagated downwards 
from the cerebral cortex by means of the lateral 
column or pyramidal tract. 

Absence of knee-jerk means, in most cases, a 
lesion either of (1) muscle, or of (2) peripheral 
nerve (which you know is composed of the com¬ 
bination of both motor and sensory fibres), or ot 
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(3) roots of the nerves, either the anterior root or 
the posterior root, or (4) of the grey matter at the 
level of the second lumbar segment of the cord : 
in any of these points a lesion will interfere with 
the knee-jerk. You may sometimes find it absent 
for a very short time as a temporary or functional 
disturbance; for instance, after an attack of epi¬ 
lepsy it may be absent for a few minutes; it may 
be absent for hours or days after a fit of apoplexy; 
or it may be absent as a result of some narcotic 
agents. I have seen it absent as a result of 
Arsenical poisoning, and it has been observed to 
be absent in poisoning by Bi-Sulphide of Carbon ; 
it is also absent in patients strongly anaesthetized 
by Chloroform. 

Now, first of all, as regards lesion of muscle. 
There are many forms of progressive muscular 
atrophy: two of them being recognized as depen¬ 
dent on disease of the spinal cord. The anterior 
horn is the seat of disease in muscular atrophy 
dependent upon disease of the cord. But there 
are also some five or six forms of progressive mus¬ 
cular atrophy in which the horn itself and the 
motor nerves are not diseased at all; the disease 
lies in the muscular fibre itself; the latter are 
called myopathic and the others myelopathic . 

I show you now a little boy—a case of myopathy; 
in him there is probably no lesion of the cord, the 
disease being confined to the muscle. Three 
years ago he began to get thin; he did not bring 
his heels to the ground, but went upon his toes. 
Meanwhile, his father noticed that he had splendid 
calves. He gradually got weaker, and in January 
last he became unable to stand. Since then he 
has got thinner; his calves, which were extremely 
large and hard, have become softer, and his present 
condition you see. Here the knee-jerk is entirely 
absent. The muscles of the thigh are much 
wasted, and so are the calves; the wasting involves 
the muscles of the body generally, and is rapidly 
progressive, and will before very long terminate 
his existence. This is a case of the disease called 
by Duchenne “ pseudo-hypertrophicparalysis” which 
is rather a form of muscular atrophy; it is a disease 
of the muscles in which overgrowth of fatty and 
connective tissue causes the apparent enlargement 
of the muscles. 

Now, as regards the myelopathic forms , that is to 
say, the forms depending on disease of the cord, 
especially of this portion, the large ganglionic cells 
of the anterior horns. There are two forms; in 
one, called the Duchenne-Aran form, the lesion 


begins in these ganglionic cells. The atrophy is 
first seen in the small muscles of the hand, and 
slowly involves others over the body; there may be 
in the later stage some sclerosis of the lateral 
columns of the cord. In this particular form the 
knee-jerk is generally absent, not indeed at first, 
but after the disease has gained a certain way, if 
the extensor muscles of the thigh should become 
involved. The other form begins in sclerosis of 
the lateral columns of the cord, and extends from 
these later on, so as to involve the anterior horns. 
In this form there is not absence of, but a great 
exaggeration of the knee-jerk. I have a case here, 
belonging to my colleague, Dr. Ramskill, who 
kindly allows me to show him, in which there is 
great wasting of the upper extremities and a spastic 
condition, though no wasting, as yet, of the leg, 
and as you will see, the knee-jerk is greatly 
exaggerated; he has also the phenomenon which 
is called ankle-clonus. The disease in the lateral 
columns, by obstructing downward impulses, inter¬ 
feres with the normal control of the reflex arc, 
which becomes, therefore, excessive. 

Now it is very difficult in dealing with a case of 
muscular atrophy to say whether the disease is one 
primarily of the muscle or of the cord. In the 
boy whom I showed to you just now, the disease 
is one that we know to be of the muscle; but 
supposing that you have a case of the progressive 
muscular atrophy of the Duchenne-Aran type, 
there under certain conditions the knee-jerk is 
also absent. You cannot tell, therefore, by that 
symptom alone whether you are dealing with a 
case of primary disease of the muscle or of the 
cord. But if you have, as in the case last brought 
before you, muscular atrophy associated with 
exaggerated knee-jerk, you will be absolutely sure 
that you are dealing with a disease of the cord; 
for disease of the muscle alone does not occasion 
exaggerated knee-jerk. 

Let us pass on now to the peripheral nerve, 
the next portion of the arc. The knee- 
jerk is almost invariably lost in multiple neuritis 
affecting the lower extremity. It is very important 
to remember that it is absent in diphtheritic 
paralysis, a form of multiple neuritis, and also in 
alcoholic paralysis, also a multiple neuritis; and 
there are probably other forms, of septic origin, in 
which the knee-jerk will be found absent. It is 
particularly important to remember this last fact, 
because the symptoms may be slight, and the 
patient able to go about. The symptom which 
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obtrudes itself upon observation is very likely a 
marked ataxy, and the case is very likely indeed to 
be put down as one of tabes dorsalis. An instance 
in point occurred not long ago: a young man 
was sent to me having a staggering gait, absent 
knee-jerk, and some lightning pains. He was sent 
as a case of tabes. He had never had diphtheria; 
he had committed no alcoholic excess, and there 
did not at first appear to be any explanation of his 
condition; but I found that he had been under¬ 
going an operation, and thought that with an open 
wound he had probably been exposed to septic 
influence. As his was a condition of septic neuritis 
I was glad to be able to speak with tolerable con¬ 
fidence of complete recovery, an expectation which 
has since been fully realized. 

The absence of knee-jerk as a sequel of diph¬ 
theria is another important point. A convalescent 
patient may really have nothing to complain of, 
yet you find the knee-jerk absent; inquiry elicits 
that he has had a sore throat, and you are enabled 
to say that the sore throat was diphtheritic. In 
alcoholic neuritis the absence of knee-jerk has 
very often led to the condition being mistaken for 
tabes dorsalis. The knee-jerk is also frequently 
absent in diabetes. I remember an instance in 
which a lady was sent to me from the country, 
who had absent knee-jerk and ataxic gait, and I 
certainly thought at first that it would prove to be 
a case of alcoholic neuritis. Fortunately for me I 
did not suggest such a cause; I did not think 
from her appearance that she was a person who 
was addicted to alcohol, and I examined the urine 
and found it full of sugar. It is obviously useful 
therefore, to remember that point. 

Here is a case of old alcoholic neuritis of four 
years standing. The patient was admitted not long 
ago into the hospital, and was found to have 
paralysis of the lower extremities, which was said 
to have been present for the last four years. You 
see the characteristic appearance of the dropped 
feet, owing to paralysis of the muscles in front of 
the tibia. These muscles give no response to 
electrical currents, and there is a total absence of 
knee-jerk. 

Let us pass on now to the roots of the spinal 
nerve. In spinal meningitis these roots may be 
involved in inflammatory exudation, and in that 
case there is an absence of knee-jerk which, how¬ 
ever, will return on the patient’s recovery. The 
knee-jerk may also be absent, as pointed out by 
Dr. Hughlings Jackson in cases of cerebral 


meningitis, and you may use this circumstance to 
aid you in distinguishing a particular case from 
enteric fever; if in a doubtful case you find it 
absent, the evidence makes for cerebral meningitis. 
In cerebral meningitis the absence of knee-jerk 
may, I think, depend upon the extension of the 
disease downwards, and the action of inflammatory 
products upon the roots of spinal nerves. When 
the cauda equina is involved in the spread of 
cancer in the sacral and lumbar vertebrae, so that 
the anterior nerve roots are invaded, you may 
have absence of knee-jerk. 

In the spinal cord itself absent knee-jerk may 
depend upon transverse myelitis, anterior polio¬ 
myelitis, compression myelitis, or simple softening 
of the cord involving the second lumbar segment. 
As regards chronic spinal affections it is absent in 
tabes dorsalis, in tumour of the cord, and, as I 
have said before, in one form of progressive mus¬ 
cular atrophy. 

Let us suppose that in a patient you find the 
power of extending the knee-joint is absent; this 
may depend upon three different causes. There 
may be lesion in the anterior crural nerve ; there 
may be lesion in the anterior horn of the cord; 
or it may depend on disease in the lateral column 
of the cord, on that side, preventing impulses pass¬ 
ing down from the cerebrum to stimulate the action 
of the anterior grey matter of the cord. How does 
the knee-jerk help to distinguish these three con¬ 
ditions ? To take the last first, if the disease be in 
the lateral column of the cord, instead of absence 
there would be a great exaggeration of the jerk. As 
between the other two contingencies, that is to say, 
as between disease of the nerve trunk itself and 
anterior polio-myelitis, which is an inflammation of 
the anterior horn of the cord, observation of the 
state of the knee-jerk does not help us, for in either 
case it will be absent. In these circumstances we 
have to proceed to examination on the sensory side. 
If there be impairment of sensation we know at 
once that the disease is not simply one of the 
anterior horn of the cord, because the ganglionic 
cells of that structure have to do entirely with 
motion, not with sensation at all. Supposing that 
there is no sensory disturbance—only absent knee- 
jerk, with inability to extend the knee-joint, and 
wasting of the quadriceps muscle—this combination 
will point to disease in the anterior horn. Anterior 
polio-myelitis, which is so apt to appear in children, 
is the cause of what is called infantile paralysis. 
No sensory disturbance is present, but there is 
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wasting of the muscles, loss of electrical excitability, 
or, at any rate, loss to induced currents, and absent 
knee-jerk in case the muscles on the front of the 
thigh are involved. I show you two little patients 
who have an affection involving in one case one 
lower extremity, in the other case both extremities 
of one half of the body, and I will contrast with 
them another little patient under the care of my 
colleague, Dr. Beevor, who is good enough to 
permit me to show him. 

Four months ago this little child (who is three 
years of age) had a febrile illness, and could not 
sit up in bed, and was unable to move its left leg. 
Now, as you see, there is flaccid paralysis of this 
left lower extremity, the muscles are greatly wasted, 
and I may tell you there is no re-action to the 
faradic current. He has no sensory trouble; he 
has lost all movement of the lower limb, and his 
knee-jerk is absent on that side, whilst it is present 
on the other. This other one is 2\ years old; 
nine months ago she had an acute febrile attack; 
she now has flaccid paralysis of the left lower limb, 
with absent knee-jerk; she has also lost all move¬ 
ment in the shoulder, and suffers from much im¬ 
pairment of movement below the elbow and wrist. 
There is atrophy of muscles and loss of faradic 
excitability. While pointing this out I may as well 
mention the interesting fact that in many cases of 
infantile paralysis, where complaint is made of only 
one lower extremity, I have found absence of 
knee-jerk also on the side which was supposed to 
be sound. 

It is evident that the disease occupied a much 
larger area to begin with than it left affected to any 
great extent: it receded, leaving only one part 
much damaged. We know that in such cases the 
more extensive symptoms must have passed off in 
a few days, or a week or two, leaving one of the 
lower extremities more severely and, perhaps, per¬ 
manently affected. I will also say this, that the 
return of knee-jerk in a case of infantile paralysis 
where it has been absent is of very great importance 
to note, because you may with perfect certainty 
promise the mother of the child that the power 
of extending the knee-joint will be absolutely re¬ 
covered. But supposing that the knee-jerk should 
not return, is the gloomy converse therefore equally 
certain? I think not As I have said just now, 
in reference to a case in which the mother points 
out only the one lower extremity as affected and 
yet I find the knee-jerk absent in the other, an 
apparently sound limb, the mere absence of knee- 


jerk ought not to make you give a gloomy pro¬ 
gnosis, for there may be a practically complete 
recovery of the power of the leg, and the knee- 
jerk yet never return, because it is very delicate 
and very easily lost. 

Now this boy—Dr. Beevor’s patient—is para¬ 
lyzed in the right limbs. In place of absent, there 
is exaggerated knee-jerk. You observe a scar at 
the left side of the vertex in front of the coronal 
suture. That was a scar left, as I understand, as 
the result of pressure produced by the blade of a 
forceps during the delivery of the child. This 
then is a case of hemiplegia, from lesion of the 
brain, not of the spinal cord. I merely bring it 
before you as a contrast to the two others, to show 
a case in which the loss of power of the lower 
extremity is due to lesion of the cortex cerebri 
with descending degeneration down the lateral 
column. Now the reason why this little boy can¬ 
not move his leg properly is because he has right¬ 
sided paralysis due to a cerebral lesion, and in this 
case as the reflex arc is intact, but there is disease 
of the lateral column, the integrity of which is 
essential for the proper control of the reflex function, 
you get not absence, but exaggeration of knee-jerk. 

The knee-jerk will also be absent in myelitis 
affecting the transverse section of the cord at the 
second lumbar segment, but then, along with the 
motor symptoms due to interference with the 
anterior horn, you find sensory symptoms also, and 
in this way you can distinguish the condition. 

In Potts’ disease the knee-jerk is practically 
always exaggerated, and there is almost always 
ankle-clonus. I say practically always , because it 
now and then, but very rarely indeed, happens 
that instead of being exaggerated it is absent, and 
I will tell you presently under what circum¬ 
stances this may occur. First of all, let me 
show you this patient. He is 17 years of age. 
Two years ago his back began to grow out, 
and this was followed by increasing weakness 
in the lower limbs and loss of sensation. He lay 
up, and three months ago there was a gradual 
return of power to a certain extent in the left lower 
extremity; two months ago there was also a gradual 
return of power in the right. He cannot as yet 
sit up in bed without support; he has the power 
of feebly flexing the toes, and the other movements 
of the leg are good of their kind though weak, 
but sensibility remains diminished below the iliac 
crests. This patient has still considerable exag¬ 
geration of the knee-jerk. 
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His knee-jerks have probably been still more 
active than they are now that he is advancing 
towards recovery. We see, on examination, that 
his posterior curvature involves the 6th, 7th, 8th, 
and 9th dorsal vertebrae. 

Now, I have shown the case to you especially 
for two reasons. One is this, that you should 
understand that great exaggeration of the knee- 
jerk and the presence of ankle-clonus are not of 
themselves to justify a gloomy prognosis in Potts 1 
disease. This lad is rather rapidly recovering, and 
I believe in no very long time will be able to get 
about again, though he has still, as you see, some 
ankle-clonus and exaggerated knee-jerk. The 
second point is this, the lesion here, the compres¬ 
sion myelitis, involves the dorsal region of the cord, 
not the lumbar enlargement; it interferes, there¬ 
fore, with the impulses coming down the lateral 
columns. Supposing that the lesion were a little 
lower, low enough, that is, to disintegrate, or, at all 
events, to disorder greatly the function of the 
second lumbar segment of the cord, and especially 
the anterior horns at that point: instead of exaggera¬ 
tion of knee-jerk you would have no knee-jerk at 
all, because the reflex arc itself would be disordered 
(not the structure requisite for its control), so that 
you see, as a result of Potts’ disease, you have 
usually exaggeration, but sometimes absence of 
knee-jerk. This is a matter of some importance to 
remember, for every now and then a case of 
paraplegia has been supposed to be due to myelitis 
or tabes on account of absent knee-jerk, when it 
has really been one of Potts’ caries of the spinal 
column, at an unusually low level. 

Here are two cases of tabes dorsalis. One of 
the patients is suffering from optic atrophy. There 
is no knee-jerk. In the other palient there is 
insecurity of gait, but no characteristic ataxy. 
There is no knee-jerk. The pupils contract to 
light, and he does not suffer from lightning pains. 
In the other the pupils do not contract to light, 
and this is a characteristic of tabes dorsalis. They 
can both, by voluntary effort, forcibly extend their 
knee-joints; neither of them has any wasting of 
the quadriceps extensor muscle, and there is very 
good contraction of the muscle to light percussion, 
three points which combine to prove the integrity 
of the muscle itself. Let me here remark that in 
cases of tabes, as I pointed out many years ago, 
you very often get an exaggerated contraction on 
direct percussion of the muscle, and here you 
have it. You can see that whereas a blow on 


the ligamentum patellae produces no effect, a blow 
on the vastus internus, the plump of muscle above 
and to the inside of the knee-cap, will cause the 
foot to be jerked up. 

Now, I want to show you what I think is 
characteristic of tabes dorsalis in reference to the 
question of knee-jerk. I dare say it will be 
remembered that when the study of knee-jerk was 
first introduced into England—now about fifteen 
years ago—the absence of knee-jerk would 
frequently cause an observer to jump to the con¬ 
clusion that the patient in whom this occurred 
was affected with tabes dorsalis or locomotor 
ataxy. I need not say that this was very 
erroneous. What, then, is peculiar about the 
absence of knee-jerk in tabes? I think the 
question comes very pertinently in reference to 
these two patients. The first especially showed 
no ataxy. Now, what doctors used to look for 
in a case of tabes or locomotor ataxy was ataxy 
of gait; that was the first thing that attracted the 
eye, and was formerly considered the essential 
symptom; but that man is a case of tabes 
dorsalis without any ataxy of gait How, then, do 
we know it ? We chiefly know it in his case by 
the absence of his knee-jerk, and obtain proof of 
the seat of his disease by a process of exclusion, 
as I will show you. You observed the contrac¬ 
tion on direct percussion of the patient’s vastus 
internus, and that he could also forcibly extend the 
knee ; the muscle, therefore, is sound. The flaw, 
therefore, is not here; it is not in the peripheral 
nerve, because, if it were there, we should not 
only have wasting of the vastus internus, but 
also some sensory disturbance. For the same 
reason it is not in either of these roots, anterior or 
posterior. Is it in the anterior horn ? Certainly 
not, because if it were there would be muscular 
wasting, loss of electric excitability and loss of 
power. So that, by exclusion, we come to the 
part of the cord (t in diagram) where the 
posterior root enters. We know that the posterior 
root, as it reaches the cord, divides, a portion 
entering directly into the posterior horn, and 
another division passing through this point where 
I have placed the arrow. (The letter t points 
to sclerosis in this situation on the other half of 
the cord.) We have come, therefore, by ex¬ 
clusion, to the postero-extemal column of the 
spinal cord (a continuation, in the cord, of the 
posterior root), and anatomical examination shows 
that sclerosis of posterior root fibres is the 
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essential element in the disease called tabes 
dorsalis. 

We pass on now to a case of disseminated 
sclerosis, for the opportunity of exhibiting which 
I am indebted to Dr. Jackson. Here, so far from 
being absent, the knee-jerk is greatly exaggerated. 
To a rough examination there is not any very extra¬ 
ordinary difference between the gait of this patient 
and that of those whom we had before us just 
now. But closer observation shows that the man 
has a spastic, not ataxic condition of his lower 
limbs. He is 36 years of age, and his history is, 
that after an attack of acute rheumatism seven 
years ago, his legs became weak. He got the 
better of this till last year, when he was attacked 
with so-called colic; he kept his bed for several 
weeks, vomiting most of the time. On recovery 
his legs were found to be very weak. After some 
improvement he again fell back, and at the present 
time he has weakness in both legs, with some 
rigidity in the left. The knee-jerks are excessive; 
there is no pupillary change, but marked nystagmus, 
the globes being in a constant state of oscillation. 
He has also atrophy of the left optic disc. I 
should say that in all probability he has some 
disseminated sclerosis affecting especially, though 
not exclusively, the lower part of the spinal cord. 
Considering the nystagmus, the atrophy in the 
optic disc, the presence of greatly exaggerated 
knee-jerk in this case of paraplegia, I should 
certainly give the opinion that the disease is 
disseminated sclerosis. 

I have said that the knee-jerk is always ex¬ 
aggerated in these cases: there is just now and then 
an exception. In disseminated sclerosis you are 
dealing with patches or spots, or islets of intersti¬ 
tial myelitis destroying the myelin of the nerve 
tubes and damaging their conductivity, sometimes 
temporarily, often permanently. But supposing 
that an islet of this kind encroaches upon the 
anterior horn of, the spinal cord in the lumbar 
segment, you might then find loss of knee-jerk on 
that side, as I pointed out might occur in Potts* 
disease, if the lesion happened to be in the lumbar 
enlargement. I have, indeed, seen in a case of 
disseminated sclerosis—owing to a patch of inter¬ 
stitial myelitis invading the anterior horn—an ab¬ 
sence of the knee-jerk, with ankle-clonus on the 
same side, the nervous mechanism which subserves 
ankle-clonus being situated lower down than that 
which presides over knee-jerk. 

In bilateral sclerosis there is great exaggeration 


of the knee-jerks. The disease is symmetrical— 
affecting both lateral columns (l in diagram). 
Sometimes the disease appears to be of primary 
origin, in other cases it is a sequence of transverse 
myelitis higher up in the cord, and producing de¬ 
scending changes. In many of these latter cases 
it is remarkable to what an extent the disease may 
clear up; the patient has been very paraplegic, 
with enormously exaggerated knee-jerks; after a 
time he may recover a considerable amount of 
power. 

In neurasthenic cases you are very apt to find 
great exaggeration of knee-jerk; but as I began by 
saying, so I will conclude, you never meet with 
loss of knee-jerk as a result of hysteria. 


A CLINICAL LECTURE 

ON 

INTESTINAL OBSTRUCTION AND 
HERNIA, INCLUDING A 
CASE OF TRAUMATIC HERNIA 

Given in the Liverpool Royal Infirmary, June 7th, 1893, by 
RUSHTON PARKER, M.B., B.S., F.K.O.S., 
Professor of Surgery in University College, Liverpool. 


Gentlemen, —There are three cases to which I 
invite your attention, on subjects of the highest 
importance, liable at any moment to be met with 
by any member of our profession, and requiring 
prompt and decisive treatment. They were all 
under treatment in the same week, and two were 
under your own notice. 

The first case was that of a sailor, set. 55, ad¬ 
mitted into my ward on 23rd May suffering from 
faecal vomiting, abdominal pain, and constipation. 
He was a vigorous weather-beaten man who had 
never had any previous serious illness, but about 
four weeks before, was taken ill on a voyage to 
New York with pain in the bowels and vomiting, 
followed by diarrhoea, on which the vomiting 
stopped. 

Eight days before admission he had griping ab¬ 
dominal pain and his bowels had not been open for 
a week; flatus, however, had passed. No abdo¬ 
minal distension was present on admission, and no 
evident cause of the pain and vomiting was appa¬ 
rent. He had a left inguinal hernia which pro¬ 
truded slightly on coughing, but remained reduced 
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as he lay; and in the right scrotum was an irre¬ 
ducible omental hernia, with narrow neck. But 
neither of these had any apparent concern with 
the symptoms, which were relieved speedily after a 
subcutaneous injection of Morphia Sulphate, be¬ 
tween £ and £ grain, tea and brandy and water 
only being allowed by the mouth. 

The temperature the day after admission was 
below normal, and he never had any more vomit¬ 
ing or abdominal pain. 

But he continued restless, and his tongue be¬ 
came dry and brown, and he was very thirsty, while 
on the fourth and subsequent days after admission 
the temperature rose to ioi° each evening, and 
once to 102°, falling each morning to 99 0 . He 
became delirious, was noticed to have bronchitis 
on the eighth day, and died on the ninth day after 
admission. 

Unfortunately, no post-mortem examination 
could be obtained, so the exact pathology of the 
case remains unexplained. 

The point to which I desire to draw attention is 
that the urgent abdominal symptoms were relieved 
by very simple treatment, and never returned. 
Flatus passed the day after admission, and his 
bowels were open three days later, both evidences of 
this. If he had had acute internal obstruction or 
even strangulated hernia, his condition would not 
have been aggravated by treatment of this kind, 
which in the latter event no one would think of 
resorting to except temporarily, as for instance, if 
for some reason or other operation could not be 
immediately undertaken; whereas in the former 
event the absence of complete relief would favour 
diagnosis. As it was, I did not exactly know 
whether or not some intra-abdominal form of intes¬ 
tinal obstruction were present, but in the absence 
of abdominal distension thought it was probably 
something that would subside on withholding all 
nourishment, and narcotizing with Morphia and 
Alcohol. The case was a medical one apparently; 
but I am more and more convinced that if all 
practitioners would adopt early the same course as 
I did here, in every case of intestinal obstruction 
where the cause is not obviously mechanical,—that 
is in all doubtful cases, which are the most 
numerous,—the necessity for proceeding further by 
abdominal section or what not, will be so much 
easier to decide, on the failure of the above treat¬ 
ment to relieve. Whereas, in a fair proportion of 
such doubtful cases relief comes, and the patient 
gets well; with the result that one has to consider 


that “functional obstruction” of some kind had 
existed. What this functional obstruction may be 
is another matter, that I do not attempt to explain. 
All I ask for is proper gentle treatment, blind 
though it may be, but prompt and effectual as it 
undoubtedly is. 

The second case is that of a man, aet. 53, ad¬ 
mitted into my ward on June 2nd, 1893, suffering 
from a large inguinal hernia that he could not 
reduce, and from vomiting. In my absence from 
town, Mr. Thelwall Thomas, assistant-surgeon, was 
called to him, and under chloroform reduced the 
hernia, on which the symptoms ceased. It seems 
that the man had had a left inguinal hernia for 
twenty years, due, he thinks, to over-lifting. Four 
or five years ago he had been advised to wear a 
truss, which he procured, but neglected to wear for 
more than a few months, as he found it incon¬ 
venient in his work as a miller, carrying sacks of 
flour. 

The day before admission he had been drinking, 
and his tongue was dry and furred, but the bowels 
had not become constipated, and he could pass 
wind easily. Still the intestine was down, and could 
not be returned by himself, and the first com¬ 
mencement of what would 'eventually have proved 
symptoms of strangulation had already become 
manifest; but he was relieved before any real 
damage had occurred. He lies in hospital quite 
well, and now wishes to have the operation for 
radical cure, in order to stave off further accidents. 
I mention this case to you to emphasize the facility 
with which the cause and remedy for intestinal 
obstruction can be indicated in the presence of 
visible and tangible hernia, when that hernia con¬ 
tains unreduced and occluded intestine. When 
the obstruction is intra-abdominal the symptoms 
may be the same as in this case, or may be more 
severe, and yet the cause not evident. How dan¬ 
gerous, therefore, and foolish on the part of all 
who may know better, does it not seem to prescribe 
purgatives, enemata, or copious libations of milk 
and other nutritious food, in such cases, where only 
pain, contortion, indigestion, and vomiting result, 
and in some cases even death. Let me warn you 
all, as solemnly as possible, not so to tamper with 
such a danger, but to wait, to withhold all nourish¬ 
ment, to keep the patient at rest during the all-im¬ 
portant early hours of the malady, to give Morphia 
if there be much pain and vomiting, and be 
assured that either speedy relief will come, or 
speedy evidence that further measures are required. 
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But do not venture upon purgatives, enemata, or 
food, even in the form of milk or gruel. 

The third case did not occur in hospital, and 
has not been seen by you, but it bears so closely 
upon the others, and has some features so unusual, 
added to those of frequent and general importance, 
that I add it to the other two for your con¬ 
sideration. It happened this day week, and was 
the cause of my inability to lecture to you in 
person on that day. A male private patient, aet. 
55, was brought to me by his medical attendant, 
Dr. C. L. Anderson, on account of a right inguinal 
hernia that had become larger, irreducible, but 
unattended with any other inconvenience. A few 
days later herniotomy was performed for the 
purpose of radical cure, and primary union re¬ 
sulted, the sac having been ligatured with catgut 
in the inguinal canal, as I could not strip it in 
order to deal with it by Professor Macewen’s 
method, which I ordinarily do, and prefer. 

At the time a fatty tumour was noticed in the 
left ventral region, near the iliac crest. He 
attributed it to a stab thirty years before, of which 
the scar was visible; but never having had any 
inconvenience from it, no further notice was 
taken of it. 

On 31st of May, Dr. Anderson informed me by 
telephone that our patient was suffering from 
intestinal obstruction of several days’ duration, 
attended by frequent vomiting which had become 
faecal, and that he referred all his discomfort to 
the lump in his left side. 

We met at the patient’s house, and the small 
fatty tumour of previous times had now become a 
large flattened hard lump, six inches in diameter, 
was resonant on percussion, and evidently contained 
intestine. The case was certainly one of strangu¬ 
lated hernia. The old lump had evidently been 
an omental hernia of traumatic origin, and situated 
where hernia could not otherwise be expected to 
occur. The necessity for immediate herniotomy 
was soon explained and as soon agreed to, with 
the effect that on incision a coil of about six or 
eight inches of small intestine was found, sur¬ 
rounded by omentum, under the skin and outside 
the muscular abdominal wall, at the spot above 
referred to. 

The gut was tightly constricted by the hole in 
the parietes, which was so surrounded by omental 
vessels that a place could not easily be found where 
the neck of the hernia could be incised without 
endangering some of these vessels. Eventually a 


spot was found at the outer and lower side of the 
hole, which had to be cut to permit return of the 
bowel. This was much congested, and further 
damaged in one part, but was reduced, after which 
the omentum was tied in several places with silk 
and removed. The stump was pushed in, but no 
sac could be dealt with, so the aperture in the mus¬ 
cular coats was closed with three silk sutures ar¬ 
ranged so as to procure overlapping of the edges 
of the hole, the entire wound washed out with hot 
Carbolic solution 1 in 40, and sewn with a few 
stitches, Cyanide gauze dressing being laid on. 
The patient passed wind in the course of the day, 
and was kept upon tea and whiskey and water for 
a few days, after which slight additions to his diet 
were made. The bowels were opened by a simple 
enema eight days after operation, as owing to sleep¬ 
lessness he had had several doses of Morphia at 
nights, which had had the effect of rather over- 
constipating him. But no disturbance of intestinal 
comfort in other respects had occurred since the 
operatioa As soon as the bowels were opened 
his appetite returned and he was allowed ordinary 
food, at his own choice, at regular meal times, in 
small quantity at first, to be increased as required. 
On the ninth day after operation the wound was 
found adherent everywhere without suppuration, 
and nearly healed. 

This patient, then, was at first only known to 
have one hernia, a right inguinal, in which omentum 
became irreducible, and which was operated on 
to ward off the descent of intestine and possible 
strangulation. But he had all the while a trau¬ 
matic ventral hernia containing omentum, the 
character of which was completely like that of 
lipoma in all its physical aspects, and the situation 
of which, a not uncommon seat of fatty tumour,* 
but an infinitely rare seat of hernia, led to its 
hernial nature being unrecognized, until strangu¬ 
lation of intestine, probably for the first time 
entering into it, proclaimed its nature and para¬ 
mount importance. 

These cases are truly of everyday interest, the 
first having raised the question as to whether 

• True lipoma in the inguinal region may somewhat 
simulate, or at least raise the question of, omental hernia. 
But I once treated a middle-aged man for right inguinal 
intestinal hernia, in whom an inguinal lipoma existed on 
the same side, to the outer side 01 and close to the hernia. 
They were obviously separate, as proved by operation, in 
which the lipoma was removed, and the hernia treated for 
radical cure simultaneously. The man had worn a truss in 
early life in this situation, with eventual disappearance ot 
the hernia, which reappeared many years later. 
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abdominal section should be done. This I 
decided against, and the event justified the 
decision, though the death of the unfortunate 
patient from a bronchitic complication in the 
absence of anatomical inspection, is not now 
capable of full explanation. Nor is it worth while 
to speculate as to whether he had enteritis or 
typhoid, without further data. 

The second case is self-explanatory, and illus¬ 
trates both the danger of hernia and the scope of 
relief held out by radical operation; while the 
third affords much material for study and reflection 
on all the points mainly concerned in both hernia 
and intestinal obstruction. There is no condition 
of more vital necessity in which a patient can be 
found, than that in which he is the subject of 
strangulated hernia; and there is no operation in 
surgery, however frequently it may have to be per¬ 
formed by some, that is of more surpassing interest 
to surgeons by its variety of incident, urgent im¬ 
portance, and satisfactory result when not under¬ 
taken too late, than that of herniotomy for the 
relief of strangulation. If you will fix in your 
minds the course and treatment of these three 
cases, you will have a fair basis on which to form 
a judgment, and to undertake the management, of 
cases presenting similar symptoms. 


A POST-GRADUATE LECTURE 

ON 

DYSMENORRHCEA. 

Delivered at Charing Cross Hospital, June 22nd, 1893, 

By AMAND BOOTH, 

M.D., B.8. Lond., M.R.O.P. Bond., 

Obstetric Physician, with care of Out-patients, Charing Cross 
Hospital; Physician to the Samaritan Free Hospital 
for Women and Children. 


Dysmenorrhcea is the function of menstruation 
painfully performed, and is more important than 
most disordered functions, in that it may carry 
with it a train of gastric and nervous phenomena, 
as distressing as the pain itself. It is a symptom , 
not a disease. The pain is common to all cases; 
its site, character, time of onset, duration, with the 
reflex phenomena and the previous history, may all 
vary according to the causation of that pain. 

As in the consideration of this subject much de¬ 
pends upon the uterine circulation, I must here 
devote to it a small space. The uterus is supplied 


from the abdominal aorta and internal iliac by 
means of the ovarian and uterine arteries, which 
run towards the fundus and cervix, between the 
layers of the broad ligament on either side of the 
uterus. Just before reaching that organ, they run 
downwards and upwards, outside and along the 
whole length of its long axis to anastomose. From 
these two main resulting vessels, a series of doubly 
branches jut out, penetrating through the mus¬ 
cular layer of the uterus into the sub-mucous 
layer, there forming complete circles, from which 
twigs are given off into the deep and decidual 
layers of the mucous membrane. This rather pe¬ 
culiar vascular supply explains the fact that acute, 
often congenita], antefiexions may be unsymptom- 
atic and free from congestion; for it is clear that 
so long as the main arteries and veins, which we 
have seen to be external to the uterine tissues, are 
not interfered with, a ligature even, applied round 
the uterus, would not arrest its circulation either 
above or below. It explains also the fact that 
backward displacements of the uterus, with descent , 
produce more or less severe congestion; for here 
the fundus uteri, together with the broad ligaments 
containing the vessels, gets grasped by the sacro¬ 
uterine ligaments, which then assume the function 
of the neck of the sac in an intestinal hernia, 
necessarily causing much interference with the 
arterial, and especially with the venous supply. 

Causes of Dysmenorrhcea. —These are, roughly, 
constitutional and local, though both sets of causes 
may be present. Successful treatment necessarily 
depends upon tracing back the dysmenorrhcea to 
its origin. 

Constitutional Causes of Dysmenorrhcea. —The 
type of constitutional dysmenorrhcea is mainly 
spasmodic. Chronic constipation, anaemia and 
chlorosis are very common causes of the spasmodic 
type, and with them may be grouped exhausting 
diseases, such as diabetes, Bright’s disease, or 
phthisis. The specific fevers often cause djs- 
menorrhcea, by setting up a low form of endo¬ 
metritis, and both typhoid and scarlatina are apt 
to lead to cirrhotic change in the ovaries producing 
dysootocia. Of the more general diseases, acute 
and chronic rheumatism is most likely to leave 
pelvic mischief from the fibrous tissue of the ovary 
becoming affected. 

In spasmodic dysmenorrhcea the nervous 
diathesis is almost always present. The constitu¬ 
tional causes of congestive dysmencirhoea are 
discussed further on. 
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2. Congestive 


The local causes may be divided into the 
following groups:— 

fi. Spasmodic (usually constitutional). 

(Primary. 

(Secondary (often constitu¬ 
tional). 

I Uterine. 

T _ Tubal. 

Inflammatory Qvarian 

1 Peri-uterine. 

/Stenosis (organic). 




Obstructive 

(rare) 


I Displacements, 
i Fibroids. 

\ Altered uterine contents. 


1. Spasmodic dysmenorrhoea may be quite in¬ 
dependent of either local or constitutional disease, 
and is then probably of the nature of a neurosis, 
being perhaps entirely absent at one period and 
very severe at the next. 

It often precedes or accompanies other varieties 
of dysmenorrhoea. It is one of the commonest 
and often the most painful. It is due to painful 
rontraction of the hollow uterine muscle, and may 
accordingly be either clonic, “ come and go,” pro¬ 
ducing intermittent pains, or tonic, producing 
incessant pains. 

Intermittent contractions of the uterus are 
probably present throughout sexual life, and 
generally involve an alteration of the normal 
quiescent polarity of that hollow viscus. Probably 
this form of dysmenorrhoea is due to a contraction 
of the uterine body and an absence of relaxation 
of the cervical zone which in polarization should 
accompany that contraction. 

At all events, these painful contractions are not 
due to the uterine muscle contracting to expel its 
contents, but are purely spasmodic, and in a really 
typical case occur when the uterus is empty, and 
are then more severe than even the obstructive 
pains of membranous dysmenorrhoea. They re¬ 
semble, in fact, the severer forms of “ after-pains,” 
of which there are two main types, so well studied 
by Matthews Duncan. The least severe and least 
prolonged, always clonic “ after-pains,” are those 
where a piece of retained placenta or clot is the 
exciting cause, the pain ceasing when this is ex¬ 
pelled. The most severe and most prolonged, 
usually tonic “after-pains,” occur when the re¬ 
cently-emptied uterus goes into the most violent 
contractions, without any such object in view. We 
give Ergot to aid the uterus to expel its contents 


in the first form, and sedatives in the second form 
to allay the spasms. These spasms or cramps of 
the uterine muscle are one of the main causes of 
partial or entire detachment of the decidua men- 
strualis in non-infiammatory membranous dysme¬ 
norrhoea, and by curing the former we usually cure 
the latter. Spasmodic dysmenorrhoea comes on 
usually at puberty, and may in time, as the con¬ 
stitutional tone improves, wear itself out, though it 
may become more severe, especially if an unfruitful 
marriage ensue, leading then to organic changes, 
with other superadded forms of dysmenorrhoea. 

The pain, which is often accompanied by nausea 
or vomiting, and frequently by severe headache 
of a frontal or migraine type, always precedes the 
menstrual flow, sometimes by ten days or a week, 
being usually most severe just before the flow 
begins, diminishing as it appears, and ceasing at 
the end of the first or second day. This proves 
that the dysmenorrhoea is not due to obstruction, 
for then the more there was to pass, the worse 
would be the pain, whereas women constantly 
declare that they have most pain when they have 
the least flow (unlike obstructive dysmenorrhoea). 
Thus it happens that when spasmodic and obstruc¬ 
tive dysmenorrhoea co-exist in the same patient, we 
may have the pains, due to the former, ceasing as 
the flow appears, followed by a few hours, or a day 
or two, of freedom from pain, to be followed again 
by the “ come and go ” pains due to obstruction to 
the exit of blood or clots. The pain sometimes 
simulates peritonitis, but this is easily negatived by 
the apyrexia. During the progress of the pain it 
is easy to prove the absence of obstruction ; for at 
the very acme of the pain, a few hours before the 
flow appears, a bougie, No. 7, 8, or 9, will pass 
easily though perhaps painfully along the whole 
length of the uterine canal. 

2. Congestive Dysmenorrhoea may be primary or 
secondary. If primary , it predisposes to prolapsus. 
It may result from shock, exposure, or protracted 
fatigue. Secondary congestion may be due to 
inflammation, fixation, or prolapse of either uterus 
or ovaries, or to cardiac, hepatic, pulmonary, or 
renal disease, then merely forming a part of the 
general venous congestion. The type of dys¬ 
menorrhoea here is inconstant as regards the kind 
of pain, but its being grouped with the signs 
characterizing congestion makes it distinctive. 
Amongst these the occipital and top-of-head head¬ 
aches are characteristic, coupled with the bearing 
down, leucorrhoea, and other pelvic phenomena- 
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Sometimes the pain simulates spasmodic dys- 
menorrhoea, ceases as soon as the flow becomes 
established, being then doubtless due to a tem¬ 
porary stenosis resulting from the swollen and 
engorged mucous membrane, which being relieved 
by the general oozing from its free surface, becomes 
less swollen, and allows free exit to the uterine 
contents. 

3. Inflammatory Dysmenorrhoea .—When the 
pelvic organs become inflamed, whether it be en¬ 
dometritis, metritis, salpingitis, or ovaritis, we must 
expect either the arrest or the disarrangement of 
such part of the function of menstruation or ovu¬ 
lation as is respectively performed by them. 
Salpingitis and adhesive peritubal peritonitis 
produce tubal dysmenorrhoea, which is usually 
post-menstrual in point of time, and is necessarily 
always associated with sterility if the occlusion is 
complete and bilateral. 

Ovarian Dysmenorrhoea , or dysootocia, as Barnes 
has called it, is a very common and very painful 
form. The term means that the process of ovu¬ 
lation is performed with difficulty and pain. It 
may either precede, accompany, or follow the 
menstrual flow. It is produced whenever the 
maturation or ripening of the ovum, with coinci¬ 
dent enlargement of the Graafian follicle, is 
prevented by acute or chronic ovaritis, or by 
cirrhotic or other structural changes, and also 
whenever the ripened ovum is prevented from 
escaping by peri-oophoritic thickening of the 
coverings of the ovary. Amongst other frequent 
causes of dysootocia are ovaries which have pro¬ 
lapsed downwards into Douglas’s pouch. 

The pain varies in character, being aching or 
shooting, and is referred to both the original and 
altered position of the ovary if prolapsed, and is 
accompanied with more or less coccygodynia, 
dyschezia, dyskinesia, dyspareunia, and bladder 
irritation. This form of dysmenorrhoea simulates 
that of acute ovaritis or peritonitis, the pulse 
running high from the nervous hyperaesthesia 
present, but the thermometer reveals no more 
pyrexia than is usually present at the onset of 
nearly every normal menstruation. 

Peri-uterine Inflammation .—In such cases, with 
effusion of lymph, serum, or pus, the pelvic organs 
are at first pushed away from their normal position, 
and as a rule fixed; but afterwards, as the effused 
material becomes absorbed or discharged, they 
gradually are drawn over by the contracting adhe¬ 
sions till they occupy the position previously held 


by the inflammatory products, and, what is worse, 
may be fixed there. What more natural than that 
dysmenorrhoea should result from the fixation of 
such viscera, whose contractile powers become 
hampered, their curves altered, and their circula¬ 
tion impeded? 

Obstructive Dysmenorrhoea .—Barnes says: “ For 
menstruation to occur easily and healthily, the 
genital canal, from its commencement at the fim¬ 
briated extremities of the fallopian tubes to the 
vulva, must be pervious.” Such obstructions are 
sometimes present without pain, and are rarely 
absolute. They may only produce discomfort as 
the periodic metrostaxis comes round. Narrowing 
of internal os uteri rarely causes dysmenorrhoea, 
unless the uterine tissue is unduly sensitive or 
irritable. Obstructive dysmenorrhoea in its typical 
form comes on immediately before or simultane¬ 
ously with the first external manifestation of the 
metrostaxis, or it may be delayed till sufficient 
blood is poured out to make the obstruction a real 
one. 

Uterine flexions per se rarely cause obstruction, 
but when accompanied by prolapse, congestion 
often ensues, and the dysmenorrhoea is the result 
of that superadded condition. Uterine version per 
se never causes dysmenorrhoea. 

Occasionally a supra-vaginal stabile flexion 
causes true obstruction in menorrhagic cases, for 
it naturally tends to obstruct the canal, just as any 
bent tube offers more obstruction than a straight or 
moderately-curved one. Clearly, also, the more 
solid the uterine contents are, whether they be clot 
or decidua, the more difficulty will they encounter 
in adapting themselves to the altered curves. 

Congenital or acquired stenosis of the internal 
os uteri is doubtless sometimes a cause of pain, 
but not so often as used to be thought. The pain 
of obstructive dysmenorrhoea is often twofold, 
being partly due to the mechanical dilatation of 
the sensitive internal os uteri, but partly also to 
spasm induced by that dilatation. More rarely 
this twofold type of pain is seen to occur consecu¬ 
tively but separately, as in membranous dysmenor- 
rhoea, where, after some preliminary ante-menstrual 
pain of the spasmodic type, there may be an in¬ 
terval of repose, followed by severe pain, which 
begins gently, increases to a maximum, and then 
as each shred passes, dies away again almost sud¬ 
denly. To ascertain the existence and exact posi¬ 
tion of real obstruction, whether due to supra¬ 
vaginal flexion, organic stenosis, or to other causes. 
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a bulbous-ended bougie must be passed beyond 
the seat of stricture to the fundus, observing how 
far it enters, and how far it is withdrawn before the 
bulb catches. As the bulb passes through the 
constricted portion, the same pain will be experi¬ 
enced as at the menstrual period. 

Fibroids , again, may cause obstruction by nar¬ 
rowing or twisting the canal, or by favouring dis¬ 
placements ; or may, by causing menorrhagia, tend 
to the formation of clots, which pass with diffi¬ 
culty. They may also cause congestion by pres¬ 
sure on the veins in the broad ligaments, or, acting 
as foreign bodies, may cause painful spasmodic 
contractions of the uterine muscle. 

The disputes as to whether true obstruction 
really exists are probably due to the fact that the 
type of paiif in so-called obstructive dysmenorrhcea 
is often partly or mainly spasmodic in some of its 
characteristics, though it is usually distinctive in its 
time of onset. 

(To be concluded.) 


ORIGINAL ARTICLE. 


“BONE-SETTING.” 

BY 

O. W. MANSELL-MOTTLLIN, F.R.O.S., 
Surgeon to the London Hospital. 


Popular opinion when it remains constant through 
many years is seldom altogether wrong. Now the 
laity have supported bone-setters and believed in 
them for generations past: they support them and 
believe in them still, more at the present time 
perhaps than they ever did before, for wide and 
noisy advertisement is so much more easy now 
than it used to be. Is the faith they place in them 
merely the result of that peculiar feeling of opposi¬ 
tion which impels those who know nothing about 
a subject, and are ignorant of their own ignorance, 
first to consult those who know better than them¬ 
selves, and then to show their superiority of 
intellect and independence of character by taking 
exactly the opposite course; or may it not have a 
better foundation ? Is it not possible that there 
may be a germ of truth hidden under the mass of 
rubbish ? I admit a liberal, and generally a very 
liberal discount must be taken off the tales one is 
told. Failures are rarely talked about; few people, 
not even those who resort to bone-setters, care to 


publish abroad that they have made fools of them¬ 
selves ; and when there is a disaster too conspicuous 
to be concealed (a goodly list is given in Marsh’s 
“ Diseases of Joints,” which I could supplement 
easily of my own knowledge), it is soon forgotten 
by all but the sufferer and his immediate ftiends. 
Successful results create a much more vivid and 
lasting impression than unsuccessful ones. More¬ 
over, those who resort to bone-setters are, many of 
them, satisfied with so very little. Starting with 
the most implicit faith in the man and in his 
treatment, they only require to be told they are 
cured to believe it. I can well recollect a friend 
of mine who was hobbling painfully along with a 
stick in each hand after a visit to a late eminent 
bone-setter, assuring me that his knee had been 
“ put in ” and was as sound as ever it had been. 
I am sure he thought so himself, and I think it 
highly probable that this belief of his was no small 
element in the final result, for it encouraged him 
to do what he ought to have done from the first, 
use the joint freely instead of laying it up. All 
this must be allowed for and much besides; but 
when this has been done on the most liberal scale 
the fact remains that some, at any rate, are per¬ 
manently cured after years of suffering and patient 
trial of every other kind of remedy by a method 
which, from the instantaneous way in which it acts, 
is not unnaturally regarded by the laity as, if not 
quite miraculous, at least the product of nothing 
short of genius. 

The popular idea, founded upon the ignorant 
belief of the bone-setters themselves, that a small 
bone is out of place, and is reduced by the mani¬ 
pulation to which the part is subjected, is of course 
absurd; in most of the joints that come under 
their care there are no small bones at all. Tendons 
are sometimes dislocated, as in the wrist and ankle; 
long slender muscular slips in the neck or in the 
loin may be displaced from their bed by a sudden 
irregular contraction after rupture of the fascia that 
binds them down: and inter-articular cartilages, 
especially those in the knee, are a well-known 
source of very serious trouble by the way in which 
they sometimes glide from between the bones and 
lock the joint; but these and such as these are 
well-recognized injuries, to be diagnosed with 
accuracy, and treated in accordance with definite 
anatomical principles; they are not bone-setter’s 
cases, and when they happen to fall into a bone- 
setter’s hands the result, whether it is successful 
or not, depends not upon some flash of inborn 
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genius, but simply upon the knowledge of applied 
anatomy that he has acquired, a matter in which 
bone-setters differ very considerably. The cases 
that give the bone-setter his reputation are of much 
more frequent occurrence than these; accidents of 
this kind are comparatively rare; but joints or 
muscles that have been sprained or twisted, or have 
suffered in days gone by from attacks of inflamma¬ 
tion, rheumatic or otherwise, and have become stiff 
and helpless in consequence, are exceedingly com¬ 
mon; and though of course there is no idea in 
them of a bone being out of place, they are the 
cases in which so-called bone-setting succeeds. 

There is no difficulty in recognizing them. 
There is a history of injury or of inflammation; 
the part was hot, swollen, and exceedingly tender; 
moving it caused intense pain, and there may have 
been some fever too. The joint was rested and 
kept absolutely quiet; and by degrees the acute 
symptoms disappeared; but the power of using the 
limb has not come back; the tenderness is gone, 
or at least is restricted to certain spots, and is no 
longer general, but there is a constant aching; 
the pain, when an attempt is made to use the part, 
is worse than ever, and movement beyond the 
most limited range is out of the question. If the 
joint is a superficial one, the skin is redder than it 
should be, but dusky, not bright as when it was 
inflamed; and the colour, though it disappears 
readily on pressure, is very slow in returning. 
The shape of the part is natural; there is no dis¬ 
placement, that is to say, or irregularity, but it 
wears a peculiarly wasted helpless look. The 
surface is smooth and glistening, all the minute 
wrinkles and creases are obliterated. The skin 
appears as if it were shrunk on to the bones be¬ 
neath it; it cannot be picked up from them or made 
to glide freely over them; and, what is the most 
significant point of all, the temperature is always 
low. The patient may complain of the sensation 
of heat, but to the touch it is always cold, much 
colder than the corresponding part on the opposite 
limb. 

In most of these cases the slightest movement, 
supposing the patient allows the attempt to be 
made, is checked at once by the pain; in a few, 
the range in most directions is fairly good; but 
always there is some particular action which sets 
every muscle in the limb instantaneously rigid, it 
causes such intolerable suffering. There is no 
fever; as already mentioned, the skin is quite 
cold, too cold indeed, telling the tale at once, both 


of the cause of the disability, and the way in which 
it is to be removed. 

Rest can never cure these cases; they have 
rested too long already. The tissues are starved 
and wasted; the blood circulates too slowly through 
them; the muscles are atrophied from disuse; 
the tendons move harshly and painfully in their 
sheaths, and the capsule is stiff and rigid. There 
seldom are any well-defined adhesions, either 
around or in the synovial cavity; intra-articular 
bands, crossing the interior independently of the 
capsule, are of the rarest, and certainly there are 
no small bones out of place; but the delicate con¬ 
nective tissue that surrounds the joint and spreads 
in every direction between the neighbouring bones 
and muscles, is profoundly changed. From injury, 
for at the time of the accident all the interstices in 
it were filled with extravasated blood, or from in¬ 
flammation, no matter what was the cause, it has 
entirely lost its natural character. Instead of being 
soft and yielding, giving way at once in every 
movement, whether it was stretched or compressed, 
it has become hard and rigid. In one part it ties 
the bones together, in another it forms a hardened 
mass between them; in every movement it is 
strained or squeezed, and each time this happens 
it gives rise to the most acute suffering. In nine 
cases out of ten the change that this has undergone 
is the immediate cause of all the trouble, and the 
longer it is left the worse it gets. Occasionally in 
the course of months or years, absorption takes 
place, and then, if the patient is young, the joint 
may recover ; and sometimes, but very rarely, 
when only one spot is affected, an accidental fall 
or wrench tears across the hardened tissue, once 
for all, and movement becomes free again. I 
have met with two instances of these strange 
occurrences; limbs apparently hopelessly fixed, as 
the result of one accident, regaining their power 
instantaneously, as the result of another; the bone- 
setter acts in the same way. 

Nor is this peculiar injury confined to joints. 
After that curious accident popularly known as 
lawn tennis leg, which is really caused by rupture 
of some of the deep-seated and often varicose 
muscular veins of the calf, and rarely or never has 
any connection with the plantaris tendon, exactly 
the same thing occurs. There is a sudden sharp 
pain in the calf, the well-known coup de finut; 
the heel cannot be placed upon the ground; the 
limb swells a little, and some bruising makes its 
appearance by the ankle. If this is treated at 
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once by elevation, bandaging, massage, and exer¬ 
cise, the wound in the vein soon heals, the blood 
is absorbed, and the patient gets about as well 
as ever within the week. If, on the other hand, it 
is carefully rested and nursed, with perhaps some 
evaporating lotion poured over it, the extravasa¬ 
tion spreads farther and farther; the blood which 
has collected among the muscular fibres coagu¬ 
lates ; the loose and delicate connective tissue is 
compressed and hardened; contraction is so pain¬ 
ful that movement is almost impossible, and by the 
time the lymph is absorbed again and the various 
structures are set free, everything has become 
wasted and stiffened from disuse. 

By careful bandaging and the proper use of 
passive motion this can easily be prevented, with¬ 
out the smallest risk of exciting inflammation. If 
the stiffness has once established itself the only 
way to cure it is to copy the bone-setter’s treat¬ 
ment, and improve upon it. For a week before¬ 
hand the part must be douched with hot and cold 
water, kneaded, and rubbed with a stimulating 
liniment. Neat’s foot oil has the recommendation 
of the highest bone-setting authority, whether with 
the idea that some of it is absorbed, and acts 
mechanically, it is impossible to say. The first 
thing is to bring the skin back to its natural con¬ 
dition and colour. While this is being done no 
pains must be spared to localise the mischief as 
thoroughly as possible. The joint must be ex¬ 
amined in every position it can be made to assume; 
any spot that is tender must be marked down, and 
every movement that causes pain carefully noted, 
both as regards direction and extent. When all is 
ready the patient is anaesthetised and the proximal 
part of the limb, that between the trunk and the 
affected joint, securely fixed or held by an assis¬ 
tant ; then everything that resists is systematically 
and thoroughly broken across. Except in the case 
of scrofulous joints with latent caseous deposits 
{the class that furnishes a very considerable pro¬ 
portion of the disasters that follow attempts at 
bone-setting), there is not the slightest risk of 
inflammation. If the patient is healthy and is 
properly cared for, breaking a bone is not followed 
by inflammation ; why should it occur when a few 
fibrous bands, rarely of any great strength or im¬ 
portance, are torn? Bone-setters succeed when 
they select their cases properly (that is where they 
fail), because they do their work thoroughly once 
for all; those who adopt the cautious plan of 
stretching and partially tearing the resisting struc¬ 


tures every few days, give the patient infinitely 
more pain, and fail; the part becomes inflamed 
owing to the way in which they keep on teasing it, 
without the obstacle being cleared away. 

In the case of the larger joints one hand should 
grasp the limb immediately below, so that the 
thumb may be pressed firmly on any spot that is 
more tender than the rest; the other must be far 
enough off to secure good leverage. All rapid 
movement must be in the direction of flexion, 
combining this with adduction, abduction, or rota¬ 
tion, successively, as the tension requires. Each 
joint has its special method. If it is the shoulder, 
the elbow must be bent so that the forearm can 
be used as a lever, and the arm rotated inwards 
and outwards, bringing it across the chest and 
carrying it round behind the back, before attempt¬ 
ing to raise it from the side. Bringing it up at 
once might easily dislocate the joint. For the 
knee it has been recommended that the foot should 
be grasped between the operator’s legs, so that 
when flexion is accomplished by the hand, it may 
serve as a lever for rotation; but if an anaesthetic 
is given this is not necessary. The smaller hinge 
joints can be managed even more easily, flexion 
being combined with lateral or rotatory move¬ 
ments, so far as the shape of the ends of the bones 
allows. 

The movements must be carried to the full ex¬ 
tent of which the joint is capable, but perfectly 
smoothly, without any jerking; and each kind of 
aciion must be combined successively with others 
so as to bring the tension in turn upon all the 
different parts of the capsule. If the stiffness is of 
recent origin, there will be scarcely any resistance; 
in older cases a considerable amount of force may 
be required, and the noise as the bands give way 
may be as loud and clear as when a bone is 
snapped across. (This sound, or that which is 
produced by the sudden separation of two closely 
fitting synovial surfaces, is supposed to indicate 
the return to its proper site of the bone that has 
been out) Those movements which were most 
painful or restricted require the chief attention, 
but others must not be overlooked, and no effort 
must be spared to give the joint, once for all, per¬ 
fect freedom in all directions. 

The cure is but half finished as yet. The joint 
must at once be packed all round with cotton wool, 
and firmly bandaged for twelve or twenty-four 
hours, in order to check extravasation. Then all 
support must be taken away, and the patient made 
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to use the limb freely. Every day the joint must 
be worked systematically through its whole range 
of action; the circulation must be quickened by 
massage and douching, and the muscles must be 
strengthened by suitable exercises, resistive move¬ 
ments, for example, and extension, gradually stretch¬ 
ing them out in turn with some degree of force. At 
first there is always some reluctance to use the part : 
the pain does not disappear all at once, whatever 
a bone-setter says; the joint is awkward and feels 
insecure, and especially if it is in the lower limb, it 
may swell a good deal and ache severely after 
exercise; but if the whole of the mechanical 
impediment has been removed, it will recover per¬ 
fectly as its nutrition improves. Owing to the way 
in which they have been kept at rest, without doing 
work of any kind, all the tissues are starved and 
wasted, and unable at first to work; the more the 
part is used the quicker they will recover. 


THERAPEUTICAL NOTES AND FORMULAS. 


Dr. Crary in the New York Medical Record 
gives the following method for preparing thyroid 
extract for hypodermic injection : 

The extract, which has been, and still is being used 
with such apparent success, in the case just described, and 
in six other cases, not under my personal care, is made 
from the thyroid glands taken from the sheep, and while 
Still fresh, macerated with glycerine. 

In the following description I limit the term gland to 
the thyroid on one side only, thus counting two glands to 
the sheep. About the location and general appearance of 
the thyroids little need be said as they do not differ 
materially from the same glands in man ; but from their 
position they are most often destroyed in the process of 
**sticking” the sheep, and as the glands were unknown to 
the butchers, considerable difficulty was at first experienced 
in locating and obtaining them. Not more than ten to 
twelve hours elapse between the killing of the sheep and 
the completion of the extract. The glands are sent to me 
from the slaughter-house, attached to larynx and trachea, 
and covered by the muscles and fat of the region. This 
mass is thrown into a saturated solution of Borio Acid. 
From this point strict surgical asepsis is employed, with 
sterilized hands and instruments. The glands are removed, 
one by one, from the solution, and are roughly dissected 
upon a towel, from the surrounding tissues, and placed in 
a dish. Then, with freshly sterilized hands, instruments, 
towels, and dishes, the glands are cleaned carefully of 
their fatty and fibrous covering, and the vessels on the 
posterior surface, being traced deeply into the gland, are 
removed, so as to render the gland as free as possible of 
blood and fat. The glands are then weighed; and this 
weight varies enormously in apparently healthy glands, 
and somewhat with the age ana size of the animal. I 
have, so far, used two hundred and sixty-three glands in 
the making of thyroid extract, the average weight of a 
gland being eighty-four grains, the lightest being only ten 
grains, the heaviest weighing seven hundred and twenty 


grains. Besides these, I have had some glands which 
were undoubtedly hypertrophied, one of which weighed, 
when cleaned, sixteen ounces avoirdupois. The glands,after 
being thus carefully cleaned and weighed, are cut up, each 
gland separately (to allow careful inspection), into a 
mortar. So far I have found simple retention cysts with 
broken-down cheesy contents, non-tubercular, and a 
general cystic degeneration, which latter is apparent 
before cutting into the gland. During this cutting up of 
the gland care is taken not to lose any of the “juice.” 
After being cut up into the mortar, they are chopped very 
fine and macerated thoroughly with a pestle; then 
enough glycerine being added to cover the mass they are 
again macerated and the mixture poured off into a proper 
bottle. The rest of the glycerine is then added. The 
mortar, pestle, and all things connected with the operation 
are rendered sterile, preferably by heat, and if by heat, 
should be allowed to cool before using. The glycerine 
should be as anhydrous as possible, and therefore I use 
Schering’s twice distilled, of a specific gravity of 1*260, 
and this is also sterilized by being kept at a temperature 
of 100° C. for one hour. I think now that a single 
sterilization is sufficient, though at first I subjected it to 
heat on two successive days. The glands varying so 
enormously in their weight, the number used is not a 
sufficiently accurate basis to go upon in regulating the 
strength of the extract, and hence I have fixed upon an 
arbitrary standard of twenty-four grains of gland to one 
drachm of glycerine. The extract being completed, it is 
allowed to stand, with occasional agitations, for at least 
four days before being used, and should be kept away 
from the light and in a cool place. As requited, any 
amount may then be filtered off through sterilized cotton, 
and will be ready for use. A safe beginning dose is five 
drops twice a day, and a maximum dose, to be gradually 
reached, seems to ber fifteen drops three times a day, 
though larger doses have been given. 

From observations on my own case above reported, and 
from reports of the other cases being treated by the 
extracts I have made, I am of the belief that though no 
putrefactive changes oocur in the glyoerine extract, even 
after long standing, some changes do take place in the 
essential ingredient contained in the extract, and upon 
whioh we depend for physiological results, which renders 
this “something” inert. Beneficial results have been 
obtained from one of my extracts which was three months 
old, but they were slowly developed. This deterioration 
in the extract is probably hastened by exposure to light 
and warmth, ana hence I have advised its being kept in a 
cool and dark place. I believe if so kept it will retain all 
of its virtues for eight or ten weekB, but should not expect 
to obtain the best results from the use of a liquid prepara¬ 
tion of much greater age than that. 
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Chorea. 

The first group of cases I have to show you 
consists of three cases of Chorea. 

Chorea is always to be found in the children’s 
wards, in London at all events. An English 
physician practising in Florence when here the 
other day said that in Florence they had very 
little chorea, and he followed up this remark by 
saying that there was very little rheumatism in 
Italy. Evidently the two conditions were closely 
associated in his mind, and they are so in the 
experience of most physicians. 

This first child was admitted with slight but 
distinct chorea, and the point of interest about 
her is that the chorea is attributed to fright. A 
fortnight before admission she had been frightened 
by some boys, and twitching of the hands began 
that evening and gradually grew worse. 

It becomes an interesting question whether fright 
can produce chorea in any child, or whether the 
cases in which it does so are not really cases in 
which there has been a rheumatic predisposition. 
About that there is some difference of opinion; 
but it is certainly surprising how often, if you 
carefully investigate the patient and the family 
history of the patient, you will find that there is 
some evidence of a rheumatic condition or a 
rheumatic inheritance in cases in which the disease 
appears at first to have been due simply to fright. 

Now what are the conditions that you would 
think of inquiring for in trying to determine 
whether there was any rheumatic element about 
the case? 

You would, in the first place, investigate the 
history, and you would look for the presence of 
any genuine arthritis; you would see whether there 
was any swelling of the joints, and inquire whether 
Von. II., No. 11. 


any such had been observed. Apart from such a 
definite symptom as that, there may have been 
localized pain in the joints, which would be 
strongly indicative of rheumatism. Then there 
might be endocarditis; you might find a loud 
mitral regurgitant murmur. Or you might discover 
pericarditis or its results. Rheumatic nodules, 
too, might be found—small fibrous lumps under 
the skin and connected with the fibrous tissue of 
joints, bones, or tendons—characteristic of rheu¬ 
matic children. Again, there might be tonsillitis, 
which in many cases would be an evidence of 
rheumatism. Then there might be certain skin 
affections, such as erythema multiforme: in some 
cases urticaria also is distinctly rheumatic. All 
this long list of symptoms has, therefore, to be 
thought of and investigated before you could be 
sure that there was no evidence of a rheumatic 
element in the case. Then you would have to 
inquire about the family history, whether the child’s 
parents had been rheumatic, whether the brothers 
and sisters had shown any evidence of rheumatism, 
and even whether the grandparents had exhibited 
any such tendency, because there is no doubt that 
rheumatism is a strongly hereditary condition. 

Keeping these criteria in our minds we inves¬ 
tigate the history of this particular child in which 
the chorea is said to have been the result of fright, 
with a view to determine whether there can be any 
rheumatic taint about it, or whether we are to put 
it down as simply and solely due to fright. 

It seems that this child has been in the hospital 
before. Last December she was here for three 
weeks, for her first attack of chorea. There had 
been no fright to account for this attack. It had 
commenced with an eruption of urticaria six weeks 
before admission, and had become rather severe. 
For a fortnight before her admission she had com¬ 
plained of pain over her ankles and wrists, which 
had disappeared by the time she came in. Thus, 
in this first attack there was no evidence of fright, 
but there was evidence apparently of rheumatism. 
She was somewhat hysterical in her manner, and 
there was a systolic murmur at her heart’s apex, 
which could not be heard when she was discharged. 

With regard to her family history, the only 
evidence of rheumatism was a statement that the 
paternal great-grandmother was living, and suffered 

v 


Digitized by 


Google 



162 The Glinioal Journal.] 


DR. LEES—DISEASE IN CHILDREN. 


[July 12,1893. 


from rheumatism. In so very old a person that 
might mean something or nothing. 

The first attack was, I think, distinctly of rheu¬ 
matic origin. Although the second attack is put 
down to fright the probability is that really there is 
a rheumatic taint underlying it also. 

Another point about this patient is that her 
knee-jerks are not to be obtained . However much 
the tendon is tapped, the leg being limp, I do 
not get the slightest response. This complete 
absence of the knee-jerks affords matter for re¬ 
flection. 

What are the ordinary causes of absence of the 
knee-jerks ? You find it, as you know, in certain 
diseases of the spinal cord, especially in condi¬ 
tions which affect the upper part of the lumbar 
enlargement or the nerves leading to or from the 
lumbar enlargement, affecting some part of the 
reflex loop at that particular level. If, therefore, 
the anterior horns are diseased, as in infantile 
paralysis, or if the posterior columns are affected, 
as in tabes dorsalis, or if the lumbar enlargement 
generally is diseased, as in myelitis and other con¬ 
ditions of that part of the cord, loss of knee-jerk 
results. That is one group. 

Then you may in very rare conditions of the 
brain find loss of knee-jerk. There is no condi¬ 
tion in the cerebrum which abolishes the knee- 
jerk, except that it is absent in some cases of 
tubercular meningitis, and sometimes for a short 
period after a severe apoplectic or epileptic fit. 
But in some cerebellar tumours occasionally there 
may be absence of knee-jerk. These, I think, 
are the only brain conditions which cause loss of 
knee-jerk. 

Then there are the morbid states of the peripheral 
nerves, all the forms of peripheral neuritis— 
alcoholic, diphtheritic, diabetic, and all the other 
forms of neuritis,—in which through the interrup¬ 
tion of the afferent or efferent or both parts of the 
reflex path, the knee-jerk is lost. 

It is important to notice in this connection that 
loss of knee-jerk is sometimes found in cases of 
diphtheria where there is no paralysis, and in 
which there is no absolute proof of the existence 
of peripheral neuritis, the only symptom being the 
loss of the knee-jerk, and that being only found 
by careful investigation. There is, therefore, 
reason to think that in such cases there may be 
a loss of the knee-jerk from a chemical blood- 
poison acting possibly on the centres in the cord. 
And the same thing may be true in some of the 


cases of diabetes. Therefore when one finds a 
case of chorea with loss of the knee-jerks it seems 
to me suggestive of the hypothesis that the con¬ 
dition is due to a blood-poisoning. How else is 
one to explain this very definite loss than by sup¬ 
posing it to be due to the action of some toxine or 
poison on the centres ? 

Another important point in this case is that on 
examination the child is found to have a systolic 
murmur . The heart is of normal size, dulness on 
percussion only extending to the normal limits; 
but there is a faint apex systolic murmur. Now 
what does that mean ? 

A large number of cases of chorea develop a 
murmur of the same character—a systolic murmur 
heard at the apex; and it is interesting to notice 
that that occurred in this very child in her 
first attack. She had a distinct systolic murmur 
heard at the apex, which had entirely passed away 
when she left the hospital. Now, in her second 
attack, she has a similar murmur. Does that mean 
definite disease or not ? Well, it would be difficult 
to say, because the fact that it disappeared does 
not prove that there was not some definite disease at 
the time; and in the rare cases of chorea which are 
fatal, almost invariably some vegetations are found 
on the mitraT valve. So that there is reason for 
thinking that in very many of the cases there is 
some, though perhaps slight, endocarditis, giving 
rise to the murmur at the apex in chorea; and 
that, probably, is another evidence of the influence 
of a morbid blood state, just as the development 
of ulcerative endocarditis is due to a poisonous 
blood state. The probability is that the murmur 
in chorea is to a certain extent an evidence of a 
morbid blood state, which is indicated also by 
the loss of the knee-jerks. Thus one comes to the 
conclusion that chorea is probably due to a blood 
poison of some sort, acting mainly on the cerebral 
cortex, because it is quite clear from the general 
symptoms of chorea—from the facts that it is very 
frequently unilateral, and has the distribution of a 
hemiplegia, that when it affects the muscles of the 
chest and abdomen it affects both sides, that it is 
absent during sleep, and that it is associated with 
curious mental conditions—all these statements 
point to the conclusion that it is mainly a condition 
of the brain. The motor centres for the limbs 
and those for the face and tongue are specially 
affected, and thus are produced the involuntary 
movements, and also the paralysis or general weak¬ 
ness of the affected limbs which is often a very 


Digitized by 


Google 




The Clinioal Journal.] 


DR. LEES—DISEASE IN CHILDREN. 


[July 12,1893. 163 


marked feature of chorea, and may, indeed, quite 
preponderate over the spontaneous movements. 
Some cases of chorea may be almost entirely 
paralytic, the child having apparently lost the use 
of one arm, with hardly any spontaneous move¬ 
ment at all. 'The affection of the cortex may show 
itself not only in its action on the motor convolu¬ 
tions for the limbs, face, and tongue, but also in 
the implication of the speech-centres, producing 
more or less complete aphasia. The poison may 
act on other parts of the cortex of the brain and 
give rise to intellectual defects—alterations in 
moral character, in temper and behaviour, mental 
dulness, loss of memory, hysteria, and mania; 
while sometimes a case of chorea will quickly come 
to an end with hyperpyrexia, as occurred in this 
ward two years ago. All these different conditions 
then, are, I think, indications of some poisonous 
agent acting on different parts of the nervous 
system, and especially on the cortex of the brain. 

The second case I have to show you is again a 
mild one; in him also the disease was attributed to 
fright. But when we came to investigate the case 
we found that some little time ago he had an illness 
which caused him pains all over, and during which 
his mother was told that his heart was affected. 
Taking these two things together the evidence is 
very suggestive indeed that that was a rheumatic 
attack. And the inference is confirmed by the 
fact that his heart is now dilated, and that he has 
a rather loud mitral regurgitant murmur. On per¬ 
cussing the heart we find that the cardiac dulness 
comes out to the nipple line. There is thus clear 
evidence of cardiac disease, following distinctly 
upon an attack which was undoubtedly rheumatic. 
Here again, therefore, although the present out¬ 
break is ascribed to fright, there can be no moral 
doubt that the case is one due to rheumatism. 

This child has his knee-jerks perfectly well deve¬ 
loped. There is instant response to tapping each 
time. In chorea the knee-jerks may be absent, 
they may be perfectly normal, or they may be ex¬ 
aggerated. 

The third case is interesting from the point of 
view of treatment. This is a case of chronic or 
subacute chorea, which came into the hospital 
some weeks ago. The symptoms did not improve; 
so I tried with her a form of treatment which has 
lately been advocated by Dr. Murray of Newcastle, 
in the Lancet (Feb. 25). Dr. Murray wrote to the 
Lancet maintaining the value of arsenic in various 
diseases and especially in chorea. Of course, 


arsenic as a drug for the treatment of chorea is 
well known, and one may say it is the only drug 
upon which practically any definite reliance is 
placed, although there is some difference of opinion 
as to the amount of credit it deserves. But Dr. 
Murray advocated the giving of very much larger 
doses than is usual, and he founded his remarks 
on a statement which he made concerning the 
success of an old country practitioner in the 
North of England, who for many years had 
maintained the reputation of being able to cure 
chorea with one bottle of medicine, and who, 
when he died, told his secret,—namely, that chil¬ 
dren would always stand fifteen minim doses of 
Fowler’s Solution three times a day for a week, 
and that this quantity of the drug was sufficient to 
cure the chorea. This statement being backed up 
by Dr. Murray’s experience, it seemed to me that 
it ought to be fairly tried, and that a hospital was 
the best place to try it, since there you could 
watch the effect of every dose, and stop the ad¬ 
ministration of the drug if harm seemed likely to 
accrue. So we gave it a trial, and this is one of the 
first cases in which we did so. We tried it in three 
cases, and in each case for a week. We did not 
see that the chorea was much benefited at the end 
of that time; but they were all subacute, rather 
chronic, cases. We found, however, that the 
children stood the treatment perfectly well. The 
only symptom that showed itself at all, was that in 
one case there was slight conjunctivitis; but by 
suspending the administration of the arsenic for 
a single day that vanished, and did not return. 
Still we did not get much therapeutic effect. But 
after a time, this child not improving, we recurred 
to this treatment, and made up our minds, as no 
harm had followed its use, to keep it on for a 
longer time. I directed that it should be kept on 
for a fortnight instead of a week. At the end of 
twelve days we had a symptom which made us 
pause, for we found the child had facial palsy on its 
left side, there being, however, no conjunctivitis, 
diarrhoea, vomiting, or loss of appetite. The palsy 
affected the eyelid as well as the mouth. Here 
was a problem. Had we produced this by our 
arsenic ? Arsenic is known to produce peripheral 
neuritis; but this was not peripheral neuritis, be¬ 
cause it was not symmetrical, it was on one side; 
and, in addition, there was local tenderness over 
the exit of the facial nerve, indicating a local affec¬ 
tion of the nerve trunk itself. It was an ordinary 
facial palsy. Then one thought of the cases which 
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Mr. Jonathan Hutchinson has observed, in which 
an outbreak of Herpes Zoster has occurred during 
the therapeutic administration of arsenic, and 
which he believes to have been due to the arsenic. 
That, of course, would be an affection of the 
trunk of the nerve, of its ganglion, or of its con¬ 
nections in the cord. No one knows exactly where 
the lesion is in Herpes Zoster; but at all events 
it might be roughly parallel to a case of facial 
paralysis. One began to wonder if we had pro¬ 
duced this paralysis; but we hit upon a more 
natural solution. We found there had been a 
draught from the window on the left of the patient, 
which I have not the least doubt had caught the 
child on the face. 

We, therefore, came to the conclusion that the 
arsenic was not at fault in producing the palsy. 
On further observation we found that the chorea 
was gone. Had the arsenic had anything to do 
with the cure? It is difficult to say for certain, 
because the child had been ill for a long time, and 
possibly the length of time that had elapsed might 
account for the cure, especially as the patient had 
already had the arsenic for a week without much 
evidence of improvement. 

But, just lately, since I treated this child, I have 
had another case at St. Mary’s, a boy of 16, 
who came into the hospital after having had 
chorea for about a week. It was an early case of 
chorea, therefore, and fairly acute, and apparently 
getting worse. Directly on his admission we put 
that boy on the same fifteen minim doses of 
arsenic three times a day, and continued the 
administration for a fortnight, at the end of which 
the chorea was practically gone. He has now 
been off the arsenic for about ten days, and there 
remains only a little movement of the fingers. 
He is practically cured. 

This was a rather severe case of chorea, and 
one which appeared to be getting worse at the 
time we began thejarsenic; so that, so far, it does 
seem evidence in favour of the therapeutic action 
of large doses of arsenic given abruptly in that 
way in chorea. We shall continue our observa¬ 
tions of this method of treatment, and hope it 
may be a success, as the treatment of chorea at 
present is not satisfactory. 

I might say a word or two about the palsy in 
the case before us. 

Finding that there was distinct local tenderness 
over the exit of the facial nerve, I treated the 
facial palsy as I would treat a recent case of 


sciatica. I put an icebag over the inflamed nerve. 
If you take a case of sciatica of, say, not more 
than a week’s duration, and put an icebag over 
the affected nerve, you will be astonished at the 
rapidity of the improvement that will ensue. 
Sciatica being a neuritis of the sciatic nerve, and 
this facial palsy being due to a local inflammation 
of the facial nerve at an accessible point, I thought 
it advisable to use the icebag here also, so I 
applied it continuously for two or three days, and 
the child did not object to it. At the end of that 
time the local tenderness over the nerve was gone. 
We removed the icebag and followed it up with a 
blister. The child has now practically recovered 
the movements of her face. We tested her the 
other day with Faradism, and found the left side 
acting as well as the right. 


Deep Ulcers of the Scalp in an Infant. 


This is a case of some interest, in which I am 
not very sure of the diagnosis. When the child 
was admitted it had a large number of circular 
punched-out deep ulcers on its scalp. What they 
were due to is not very certain, but they reminded 
me of the deep ulceration that sometimes occurs 
after varicella. As Mr. Hutchinson has shown, 
some cases of varicella become gangrenous, or, at 
all events, ulcerate freely beneath and around each 
vesicle; and I show you a coloured drawing of a 
case in which the very numerous varicella spots 
have all ulcerated. But in this child we have 
no absolute proof that she had varicella. And it 
may perhaps be as well to add that she is still 
unvaccinated. My colleague, Dr. Barlow, showed 
that the cases of ulcerative varicella which were 
fatal always had tubercle. And on examining 
this child I found dulness over its right upper 
lobe, and to a less extent over the left. Hence 
the question at once arose whether this child also 
was not tuberculous. 

Another noteworthy feet is that when the child 
was admitted its left cornea was exceedingly opaque 
and somewhat bulging, looking as if it were slough¬ 
ing altogether. We could not get any information 
about the commencement of this affection of the 
eye, but on examination we found that quite close 
to the eye there were several small scars, apparently 
the result of ulcers like those on the scalp; and it 
seemed possible that there had been a similar 
lesion on the cornea itself. 

The eye was treated with Atropine Drops and 
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Yellow Oxide of Mercury Ointment. The head 
was treated with Boracic Acid fomentations ; and 
under treatment they have both improved remark¬ 
ably in spite of the condition of the child’s chest. 
The ulcers have all healed, and the cornea is much 
more translucent than it was; but the iris is adhe¬ 
rent to the cornea, and there is little or no chance 
of recovery of sight. The general condition of the 
child has also improved; but there is still dulness 
over its lungs, so that we are still inclined to 
believe that tuberculosis is present. 

(To be concludedJ 


A CLINICAL LECTURE 

ON 

ULCERS OF THE LEG. 

Delivered at University College Hospital, June 12th, 1893, 

By CHRISTOPHER HEATH, F.R.O.S., 
Vice-President of the Royal College of Surgeons, 
Surgeon to the Hospital. 


Gentlemen, —I propose to-day to speak of a 
common subject, that of ulcers of the legs; and 
for the purpose of this lecture I have taken into 
the wards two or three cases of ulcers of the leg 
that you may watch them and see their progress. 

Ulcers of the leg are very common, and they 
are not, perhaps, favourite subjects; but the per¬ 
sons who suffer from them are very grateful to 
anyone who can relieve them. I have here on 
my watch-chain a pencil-case which was given me 
by a grateful butler whom I cured of an ulcerated 
leg ; and you will find when you go into practice 
that if you succeed in curing a leg which has re¬ 
sisted treatment by other persons, you probably 
will gain a great deal of credit. 

Why do legs ulcerate ? No doubt some ulcers 
depend simply upon injury ; an accidental knock 
or scratch, in a person who is somewhat out of 
health, degenerates into an ulcer. But, on the 
other hand, ulcers may originate without any 
accident ; and one of the commonest causes is, I 
believe, eczema of the skin of the leg due to 
slight varicosity of the veins. You know how 
common varicose veins are, particularly in women; 
and you probably know also that a person who 
has varicose veins has the skin more or less con¬ 
gested. It is not very surprising, therefore, that 


they should be liable to eczema, and that eczema 
is apt to go on into ulceration. 

When we have varicose veins going on for years 
the ulcer is apt to take that form which we know 
commonly as a varicose ulcer, that is, the parts 
are more or less congested, the edges are 
thickened, and the surface of the ulcer in the 
great majority of chronic cases has very few 
healthy granulations upon it. 

Now I show you here a woman who came into 
the ward a week or two ago with a chronic ulcer. 
That ulcer by rest in bed and by simple treatment 
(which I shall have to allude to directly) has now 
been converted into a typical healthy ulcer. I 
show her to you in order that you may see what 
is the type to which you want to bring all ulcers, 
namely, a healthy healing ulcer. You will observe 
that the edges are flat, that the surface is red and 
covered with florid granulations, which do not 
bleed very readily. You will find that there is no 
special pain about the part, and that from the 
margins of the ulcer we have an epithelial growth 
gradually encroaching upon the granulations, and 
which will eventually close in the ulcer. 

Now take the varicose ulcer which I have 
described, but of which I cannot show you at the 
present moment a good specimen, and you have 
there an ulcer which has got to the condition of a 
chronic disease, and requires to be treated to bring 
it into a healthy condition. There are various 
ways of treating chronic ulcer, and among out¬ 
patients I do not know any better method than 
that of strapping the ulcer with ordinary adhesive 
plaster. The straps should be passed round the 
leg and crossed over the front, and they should be 
applied directly upon the ulcer. When the ulcer 
has been covered over with strapping a bandage 
should be put over it. The patient can then, 
unless the discharge is very great, wear the plaster 
for two or three days, when it should be renewed. 
The effect of the plaster is to stimulate the surface 
of the ulcer, and at the same time to produce 
absorption of the thick edges; the result is, as you 
may have seen among out-patients, that, in the 
course of a couple of weeks or so after strapping, 
the ulcer is in a much more healthy condition than 
it was before. 

But there are ulcers which will not bear strap¬ 
ping. Some ulcers are too irritable; and then a 
very good plan is, instead of using plaster, to 
enfold the leg in strips of wet bandage in the same 
manner as with the plaster; and, of course, over 


Digitized by 


Google 


166 The Glinioal Journal.] 


MR. HEATH—ULCERS OF THE LEO. 


[July 12,1893. 


the wet bandage to apply a piece of waterproof 
material. 

Let me say in passing, by the way, that here in 
the hospital we use the ordinary common yellow 
oiled silk or thin gutta-percha ; but in private prac¬ 
tice you will find that the ordinary green oiled silk 
of English chemists is apt to become very dis¬ 
agreeable in a day or two; and I advise you, in 
the case of private patients, to use the French 
oiled silk, which is a yellow opaque material, much 
pleasanter to apply, and which has the great ad¬ 
vantage that it does not become unpleasant in 
odour after some days’ exposure to discharge. 

In addition to this strapping with either plaster 
or bandage for a chronic ulcer, of course you may 
apply various forms of stimulant. As I came to 
the hospital I took the trouble of getting a box of 
a much advertised ointment, which is said to cure 
pretty nearly all the diseases under the sun. This 
box, which cost i3jd., seems to me to contain an 
oidinary ointment of a resinous character, and is 
probably worth about ad. I do not know that it is 
better than any other ointment, but I do not know 
that it is worse. It is evidently a slightly stimulant 
ointment; and, of course, it has a certain popularity. 
But there are plenty of ointments in the Pharma¬ 
copoeia which are quite as good or even better. 
If you want a stimulating ointment for an ulcer I 
do not know that you can do better than use some 
mild form of mercurial ointment. The Nitrate of 
Mercury ointment of the Pharmacopoeia, well 
diluted, is extremely useful. The Nitric Oxide or 
Red Mercurial ointment is a great favourite with 
prescribing chemists, but in my experience is a 
great deal too stimulating. You find that patients 
complain that it burns them, and it certainly does 
not do their legs good. Then, of course, there are 
numerous lotions. The ordinary red lotion of the 
hospital which consists mainly of Sulphate of Zinc 
and Tincture of Lavender is an exceedingly useful 
application. It has been used in the case of the 
patient now before you; and you may see that in 
applying it it is worth while to take a little trouble 
to do it properly. You may have heard me, going 
round the ward, tell the dresser to cut a pattern of 
the size of the ulcer on paper, then to cut his lint 
exactly of the same size and shape, and, having 
soaked the lint in the red lotion, to apply it to the 
surface of the ulcer, and over that and beyond it 
to put a piece of lint simply dipped in water, over 
which again a waterproof material is placed. If 
you take a little trouble to dress an ulcer properly 


in that way it will heal a great deal better and 
quicker than if you merely cover it over in a rough 
and ready manner with a piece of lint, which is 
after all, perhaps, not kept wet. 

We have, of course, various antiseptic applica¬ 
tions which are useful where ulcers are foul to 
begin with and require cleansing. A weak Carbolic 
lotion is exceedingly useful. A little Iodoform 
sprinkled upon the surface of an ulcer is also very 
beneficial. But where I want to clean an ulcer I 
generally order an old-fashioned linseed meal 
poultice, and have the surface of the poultice 
sprinkled with Iodoform. If that is applied for a 
day or two it cleans up an unhealthy ulcer better 
than any other application I know of. 

We come now to what is called the chronic 
ulcer, sometimes called callous—callous, because 
it has no action, is perfectly insensitive—and the 
surface of which is glazed and has few or no 
granulations upon it. Now that is a condition 
which has lasted probably for months, perhaps for 
years; and in order to bring that ulcer into an 
active condition, I think there is no better plan 
than that recommended by the late Professor 
Syme, namely, to paint it over with blistering fluid. 
One, or at most two, applications of the Liquor 
Epispasticus of the Pharmacopoeia will bring about 
an amount of activity in an ulcer which will lead 
to its rapidly granulating, and then, of course, it 
can be treated as I have already described. 

But, on the other hand, there are many ulcers 
which are irritable . About the inner ankle par¬ 
ticularly we are apt to have a small irritable ulcer 
depending apparently upon varicosity of the 
saphena vein, and that ulcer is excruciatingly pain¬ 
ful, keeps the patient awake at night, and leads to 
great irritation. Now ulcers of that kind, as was 
shown by the late Mr. Hilton, have occasionally a 
branch of nerve exposed in a granulation; and the 
plan that he recommended is certainly a good 
one, namely, to feel the surface of the ulcer with 
a probe, and if there is one point at which the 
patient cries out when it is touched, to snip away 
the granulation at that point with a pair of scissors, 
and thereby to get rid of the branch of nerve. 
But failing to find any excessively painful spot, 
the best treatment I know of for irritable ulcer is 
Nitrate of Silver lotion, 2 grains to the ounce, 
applied upon lint and then covered with a piece of 
wet dressing. But in addition to the local treat¬ 
ment, you must give Opium internally. And let 


me say that, in elderly patients who are suffering 

Digitized by Google 



The Glinioal Journal.] 


MR. HEATH—ULCERS OF THE LEG. 


[July 12,1893. 167 


from chronic ailments and general weakness of 
health, doses of Opium given systematically at bed¬ 
time have a most beneficial effect, not merely in 
procuring sleep, but in acting as a tonic; and you 
will find that, when you have charge in a workhouse 
of a large number of old patients, 5 grains of the 
compound soap pill given at night, or even twice a 
day, will make these patients very much more 
comfortable and happy than any amount of stimu¬ 
lants. Opium takes the place of a stimulant, and 
answers better for the patients. 

In these cases, then, of irritable ulcer you apply 
Nitrate of Silver locally beneath a bandage, and 
give Opium internally. 

There is a patient here from the wards whom 
I have brought down to illustrate another form 
of ulcer which it is most important to recognize, 
and that is the tertiary syphilitic ulcer of the leg. 
When you find a patient with multiple ulcers of 
the upper part of the leg, and particularly about 
the knee, with a good deal of induration of the 
skin and subcutaneous tissue, you may pretty 
certainly say that it is a tertiary ulcer. Of course 
you may, if you inquire, get a history of a woman 
who has had a series of miscarriages and possibly 
dead children; but you cannot always get a history 
of that kind, and you may very safely make the 
diagnosis from the facts which I have given you. 

Now, no ulcers are more readily healed than 
tertiary syphilitic ulcers, if properly treated; and 
the treatment is this: to apply some local mer¬ 
curial and to give Iodide of Potassium internally. 
As regards a local mercurial I know no better 
than the White Precipitate ointment of the Phar¬ 
macopoeia, either of full strength, or, as I rather 
prefer it, diluted one half. But you may, if you 
prefer it, use lotions; and I show you here the 
two common lotions of the Pharmacopoeia, the 
Lotio Hydrargyri Nigra and the Lotio Hydrargyri 
Flava. The Lotio Hydrargyri Nigra, made by 
adding Calomel to Lime Water, is not nearly 
strong enough. You may put as much Calomel 
as you like into the Lime Water: about 15 grs. 
to the ounce is a good strength, and it throws 
down a good deposit which you should take care 
is shaken up before you use the lotion. The 
Lotio Hydrargyri Flava, on the other hand, which 
is 2 grs. to the ounce in the Pharmacopoeia, is 
a little too strong for some persons, and you will 
find that you have to dilute it at first, and then 
revert to the full strength later on. 

Then, in addition to the local mercurial, you 


must give Iodide of Potassium internally. Now, 
Iodide of Potassium is a depressant remedy, and 
therefore, you should combine it with a tonic, say 
5 grs. of Iodide of Potassium with 3 grs. of 
Carbonate of Ammonia (which certainly increases 
the action of the Iodide) in Infusion of Quassia or 
Decoction of Cinchona: that is the kind of pre¬ 
scription which you will find most useful in these 
cases. 

Some people have an idea that Iodide of Sodium 
is less depressing than Iodide of Potassium. I do 
not say that it is ; but it is convenient to have two 
strings to one’s bow, and when I find a patient has 
been taking Iodide of Potassium before coming to 
me I generally give her Iodide of Sodium for the 
sake of the change, and possibly because, in some 
instances, it seems to do better than Iodide of 
Potassium. 

Then, of course, an ulcer may be too active; 
and I have the opportunity, it so happens, of 
showing you here a patient from the wards, a 
woman who has got a large sloughing ulcer of the 
leg. Of course, in order to produce sloughing 
you must have inflammation, and an ulcer may 
become inflamed under any circumstances, so that 
it is well to know how to make a diagnosis. The 
point about an inflamed ulcer is that it is hotter 
than it should be, and if you put your finger 
against the skin close to the ulcer you will at once 
appreciate whether the part is hotter than natural. 
If you find heat you may be quite sure that there 
is inflammation, and the best way to treat that in¬ 
flammation is, no doubt, by cold. The patient 
should be put to bed; the leg should be raised; 
and then it is well to let a stream of tepid or cold 
water trickle over the ulcer. That is very easily 
done without any complicated irrigating apparatus, 
by making a syphon with a skein of worsted from 
a jug of tepid water, and allowing it to run over the 
surface of the ulcer. The water evaporates and 
produces cold, and if you wish to get a greater 
effect you can of course put ice into the water. 

But this woman has got something more than 
that: she has got gangrene of a large surface of 
skin; and that, of course, must take time to 
separate and come away. She is in a very low 
state of health, and I doubt whether she will sur¬ 
vive long : but there is the ulcer, and we must get 
away that slough, at the same time taking care, as 
far as possible, of the patient’s strength. Now in 
the wards I have ordered that she shall have 
Iodoform poultices applied, and we shall gradually 
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get the slough away. Then the surface which is 
exposed beneath will be a granulating surface, and 
that we shall be able to dress in the ordinary way, 
and so I hope to bring about a cure. 

But you must remember that some ulcers slough 
very rapidly; and that we have then a form of 
disease which it is very important to recognize, and 
which is apt to spread to other patients. When I 
get a patient with a foul sloughing ulcer I always 
avoid sending the case into the general ward, and 
put it into a room by itself: for there is no 
doubt that if you admit a foul sloughing ulcer 
into a general ward there is a tendency for other 
wounds in the neighbourhood to take on an un¬ 
healthy action. Here again irrigation is one of 
the best methods of treatment; but if the slough¬ 
ing is really extensive, one has to take rather more 
prompt measures; and I know of no method 
better fitted to check a sloughing ulcer than the 
application of the strongest Nitric Acid. But then 
you must do it properly. You must, in the first 
place, dry the surface of the ulcer, and then into 
the edges of it with a piece of wood—there is 
nothing better—you should rub the fuming Nitric 
Acid thoroughly, not merely into the sloughing 
surface but a little into the skin beyond. Then 
you will find that under a poultice a slough will 
come away; and in all probability you will have 
checked the action. 

We see, of course, ulcers of very important 
parts, such as the penis, where a considerable 
ulceration will lead to destruction of important 
structures. Now you can certainly check the 
sloughing chancre by the application of Nitric 
Acid if it is thoroughly done in the way I have 
described. 

Then again you must be prepared to find from 
time to time ulcers taking on an unhealthy action 
which we call phagedaena. I am happy to say 
that in our hospital it is many years since we have 
had an outbreak of phagedaena; and I trust we 
shall never have another: but still one ought to 
be able to recognize it; and the great feature is 
the grey surface of the ulcer which spreads with 
considerable rapidity. These phagedaenic ulcers 
are undoubtedly to my mind connected with 
syphilis. The treatment is, in the first place, to 
isolate the patient, to destroy the surface with 
Nitric Acid, and then to bring the patient under 
the influence of Mercury. 

Modern surgery has very much facilitated the 
healing of large ulcers. M. Reverdin was the 


originator of the method we commonly call skin- 
grafting, which consists in taking a little piece of 
healthy cuticle with a pair of scissors and im¬ 
planting it upon the surface of the ulcer. In the 
wards you have seen cases in which skin-grafting 
of this kind has been very useful. The advantage 
of it is that it forms islands in the middle of an 
ulcer from which proliferation and growth of 
cuticle can take place; and consequently a large 
ulcer can, by this method, be healed much more 
rapidly than if we only trusted to the granulations 
and to the growth of cuticle from the margin. 
But Prof. Thiersch, of Leipzig, has recently intro¬ 
duced a method of more extensive grafting which 
you have also seen in the wards, and it consists in 
paring away with a razor a large piece of healthy 
cuticle and then implanting that upon the surface 
of the ulcer, which has been previously thoroughly 
scraped to get rid of all the granulations existing 
upon it. You will see, then, the difference between 
the two methods. In Reverdin’s method merely 
grafts are implanted upon the granulations which 
are presumed to be healthy; in Thiersch’s method 
the granulations are removed with a sharp spoon, 
and then the large sheet of cuticle is placed over it. 

Both methods have their advantages and may be 
used in appropriate cases. 

There is just a third method, called Wolfe’s 
method, which you have seen me try lately in a 
case of destruction of the nose. It consists in 
removing the whole thickness of skin and implant¬ 
ing it upon the healthy granulating surface of 
another part of the body. In my own case, I am 
sorry to say, the result was not satisfactory: but 
still it is a method which might be employed with 
advantage where portions of the skin have been 
lost and require replacement. 


Vinegar v. Bichloride. —It takes a long time 
to convince people that Bichloride of Mercury is 
not a good antiseptic practically on account of its 
ready combination with albuminous bodies. The 
cause will perhaps be helped by the investigations 
of Drs. Abbott and McCormick, of the John 
Hopkins University. These gentlemen find that 
a weak vinegar, containing only 7 per cent, of 
Acetic Acid, is more effective as a germicide, but 
add that the tendency of the Bichloride is to en- 
capsule the germs, which are thus rendered 
innocuous for the present, but may be afterward 
set free by other agencies.— (Mid. Rtc .) 
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(Concluded from p. 157 J 

Constitutional Treatment of Dysmenorrhea .— 
All cases not evidently of local origin should be 
first treated constitutionally. Most cases, even if 
of local origin, are often partly or mainly spasmodic, 
and can be cured or greatly relieved by thera¬ 
peutics. Successful treatment depends upon find¬ 
ing and removing the cause. As a rule, it is irra¬ 
tional to mask the symptom of pain by giving 
opiates, whether by mouth, rectum, or subcu¬ 
taneously, though where we are called in during a 
evere paroxysm, it may be necessary, but I would 
suggest that we should always add Atropine , 
Belladonna , or Hyoscyamus , which relax muscular 
spasm, and enable smaller doses of Opium to be 
used, and sickness and constipation to be averted. 
The main objection to Opium and Chloral is that 
their monthly repetition tends to their abuse. 
This objection holds even more strongly as regards 
alcohol, access to it being easier. If alcohol is 
given, let pepper or ginger and hot water be freely 
added. 

Nitro-glycerine and Amyl-nitrite are useful in 
spasmodic cases, especially where headache is 
absent, nausea is present, and the pulse is thready 
or compressible. Their effect is transitory. 

Bromide of Ammonium is indicated in very ner¬ 
vous cases, with ovarian irritation, and in cases 
where the period stops and comes on again. 

Apiol perles (3 drops) are of great value in a 
good many spasmodic cases with pelvic conges¬ 
tion, but often disappoint. 

Cannabis Indica in £ to £ grain doses of the 
extract, or in 2 to 5 grains of the Tannate of 
Cannabin are valuable as a substitute for opiates, 
and are especially useful when menorrhagia co¬ 
exists, being most efficacious in obstructive dys- 
menorrhcea due to fibroids. 

Antipyrin in 15 grain doses is probably the best 
of all drugs in spasmodic dysmenorrhcea, especially 


if there is headache. PJienacetin in 10 grain doses 
is also useful, and if the skin is very dry and 
perspiration is desirable, should be given (in 
cachets) instead of Antipyrin. Dr. Champneys 
advises Tincture of Castoreum (dose, half a drachm), 
but I have found it causes sickness. 

The following prescription, although of the 
“ blunderbuss ” type, acts wonderfully well in most 
cases of spasmodic dysmenorrhcea, and will often 
deprive the dysmenorrhcea of other types of the 
superadded spasmodic cramp-like pain, which is 
usually also present. 


ft Tinct. Cardam. Co. 
Sp. Chlorof. 

Liq. Ammon. Acet. 
Antipyrin 
Tinct. Bellad. ... 
Aq. Cinnam. 


ass 
Tl\xx 
3ij to 3iv 
gr.xv 
Hlx 
ad l) 


Ft. haustus duobus vel quartis horis. 


Measures auxiliary to the above therapeutic re¬ 
medies should not be admitted. Pest before and 
during the period is all-important, as also is warmth 
of skin; much relief may often be afforded by 
war mi h applied over the abdomen, or to the feet 
by any of the usual methods. Heat should not be 
applied solely over the sacrum, as it is then apt to 
check the menstrual flow. After the period is over, 
opportunity is afforded for preventive treatment. 
Anaemia and chlorosis may be dealt with by Iron, 
Arsenic, Acetate of Ammonia, and purgatives, and 
much may be done in the three weeks' interval to 
make the next period freer and less painful. Dis¬ 
tant organs should be treated if affected, and their 
functions regulated, especially those of the liver, 
skin, and bowels. Abuse of alcohol, sexual excess, 
mental or physical overwork, improper or deficient 
food, unsuitable or tight clothing, may also be items 
whose avoidance may do good in a given case. 

Local Treatment .—There remains now the treat¬ 
ment of the local causes of dysmenorrhcea. We 
will first assume that there is no metritis, para- or 
peri-metritis, no fibroids, no ovarian or tubal 
disease, and that we therefore proceed to an intra¬ 
uterine examination. We may then find that acute 
pain of a radiating character is caused by the 
passage of the sound, either as it passes along the 
canal, or when it touches the fundus (which, it 
must be remembered, is always slightly sensitive), 
and that blood issues from the womb when the 
sound is withdrawn, no difficulty having been 
experienced in its introduction or withdrawal. This 
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would point to either corporeal or fundal endo¬ 
metritis, and would require appropriate local treat¬ 
ment, and medicine according to circumstances. 
Again, we may find the mucous membrane of the 
uterus so irritable that the sound will cause a 
spasmodic contraction exactly resembling that 
which the patient has at her period, analagous 
probably to spasm of the glottis when irritated by 
a foreign body. If we can lessen this hyperesthesia 
of the uterus, we shall cure our patient. 

The old method of division of the cervix for 
stenosis or “hysterotomy” is now rarely (and 
should be never) employed, though a bilateral nick 
on either side of a very small external os uteri is 
sometimes of use, and can be done with either a 
knife or Kiichenmeister’s scissors. This is only 
indicated where sterility is associated with dys- 
menorrhcea. 

For dilating the uterus above the external os, 
hysterotomy, and use of tents, such as sponge, sea- 
tangle, or tupelo, are now discontinued, and the 
great dangers arising from haemorrhage and sepsis 
thereby removed. Bougies are now used. 

There are two main types of dilating bougies, 
the one of metal, with a large curve, and the other 
shorter and less curved, made of wood, horn, or 
vulcanite. 

More Madden’s two beaded dilator, which dilates 
from within out, is found useful in some cases.* 

Spasmodic dysmenorrhcea may be cured or re¬ 
lieved by passing sizes up to No. 12 before the 
period. For the rarer obstructive cases much 
larger sizes may be required. An anaesthetic is 
usually required, though a tampon of Glycerine and 
Cocaine previously applied to the cervix en¬ 
courages discharge and softens the tissues, and 
greatly lessens pain. 

In some cases of membranous dysmenorrhcea or 
endometritis, curetting may also be required. 

Very rarely a stem pessary may be needed to 
keep the uterus patent, but their use must be 
rigorously excluded in all cases of metritis or 
peri-uterine inflammation, either present or recent, 
as well as in every case of endometritis. Choose 
the time when there is least pelvic hyperemia, 
which is about ten days after a period is over. 
Enjoin rest in bed for a day or two beforehand, 
with free purgation, and relieve any congestion 
by means of glycerine tampons, hot vaginal 
douches, and scarifying the cervix in some cases. 

•Details of methods of dilatation were here given, and 
the great importance of antiseptics was urged. 


At the time of introduction purify the vagina, 
straighten the uterine canal by drawing down the 
cervix, and dilate it by passing a series of warmed 
and oiled bougies until we are sure the selected 
stem will easily pass; then apply Carbolic Acid 
to the endometrium on a Playfair’s probe to disin¬ 
fect the uterine cavity and lessen its sensibility, 
and then gently introduce the stem on a suitable 
holder, taking care that the length of the stem is 
at least one-third of an inch less than the total 
inside length of the uterus, to avoid contact with 
the tender fundus. Rest in bed must follow for at 
least a week, and on the sofa till after the next 
period, which is usually anticipated, after which the 
patient may resume her ordinary occupation, using 
throughout hot antiseptic vaginal douches. 

The best stems are Meadow’s glass, or vulcanite, 
or Duke’s spiral wire ones, or the compound stems 
of Meadows (for retroflexion), Wynn Williams’, or 
those of my father. 

Congestive Dysmenorrhcea . — I have already 
alluded to the cure of congestion of the uterus 
when due to, or aggravated by prolapsus, by means 
of vaginal pessaries. Many cases, however, do 
not need these. Rest alone will cure some. 

Constitutional treatment should be directed to¬ 
wards acting on distant excretory organs—skin, 
liver, bowels, kidneys—and Ergot should be given 
to drive the excess of blood from the uterus. 
Small doses of Hydrarg. Perchlor. often act 
well. 

The following pill, to be given between the 
periods, with Hunyadi Janos early in the morning, 
often relieves pelvic congestion: 


ft Ergotin.gr.j 

Ext. Aloes Aquos ... gr.£-£ 

Ext. NuxVom. ... gr.£ 

Hydrarg. Perchlor. ... gr.^ 

Ext. Bellad.gr.J 

M. Fiat pil bis die sum. 


There is also now to be obtained a convenient 
and useful tabloid (Hydrastia Co.), consisting of 
Hydrastia Mur. gr.J, Ergotin gr.£, and Tannate 
of Cannabin gr.£. 

In all cases Ergot should be discontinued some 
days before the expected period, and Bromide of 
Ammonium substituted, otherwise the dysmenor- 
rhoea will be aggravated. Daily hot vaginal 
douches (no 0 F.) always relieve congestion be¬ 
tween the periods. 

Inflammatory Dysmenorrhcea .—Want of rime 
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prevents me dwelling at all upon the treatment of 
pelvic inflammatory states. 

In conclusion, it will of course be understood 
that while for convenience I have grouped cases of 
dysmenorrhoea under these heads, it is exceptional 
to find any one case so clearly defined as to be 
treated solely from one point of view. 


CLINICAL REMARKS 

ON 

ERRORS IN DIAGNOSIS FROM 
OVERLOOKING LOCAL CAUSES. 

By A. E. AUST LAWRENCE, M.D., 
Obstetric Physician to the Bristol General Hospital, and 
Professor of Midwifery, University College, Bristol. 


In general practice it is not usual to go so 
minutely into the history of patients as we do in 
hospital practice, and therefore, unless a symptom 
points definitely to a certain organ, that organ does 
not get its full share of examination. I wish briefly 
to put before you cases where errors have crept in 
from this cause. 

Case 1.—A woman had been treated for six 
months for chronic diarrhoea, no examination of 
the rectum had been made until she came to the 
hospital. The cause was a badly ruptured perineum, 
extending at least two inches up the rectum, the 
cause being purely local. The patient was cured 
by an operation for restoring the parts to their 
normal condition. These patients often suffer from 
a more or less chronic condition of diarrhoea. 

Case 2.—A patient had repeated attacks of 
diarrhoea, without blood or mucus, alternating with 
constipation. No local examination had been 
made until I saw her. I found malignant disease 
of the rectum, about two inches from the internal 
sphincter. It is always important, in cases where 
diarrhoea persists, to make a local examination of 
the rectum. 

Case 3 illustrates how a local disease may cause 
very remote symptoms:— 

A woman had suffered from asthma for ten years, 
so badly that she was unable to lie down in her 
bed the whole of that time. As she also lost more 
blood per vaginam than was thought usual I was 
asked to see her, and found an enlarged uterus 
with an intra-uterine fibroid polypus. This polypus 
was removed, and the asthma was cured at once, 


the patient being able that*night to lie down and 
sleep well. She has had no return of the asthma 
now for ten years. 

Case 4.—Patient suffered from intense head¬ 
aches, chiefly occipital, also menorrhagia. 

An examination revealed a retroflexed uterus, 
which was put into its normal position, and the 
pain in the head ceased; and only came on again 
when the uterus had been displaced by an accident,, 
ceasing again on replacement of the organ. I 
have seen several cases like this where uterine 
conditions have given rise to most intense head¬ 
aches generally, but not always most marked at 
the menstrual periods. 

Case 5.—Most obstinate sickness in a woman* 
aged 40. Menstruation regular as to time, and 
normal as to quantity, but painful; sickness worse 
at the periods, but bad all the time, in fact she 
could keep nothing down for more than a few 
minutes, and was rapidly sinking. A vaginal ex¬ 
amination showed a lacerated cervix, and a patent 
os uteri and cervical canal; the uterus was wiped 
out with pure Carbolic Acid, the sickness was 
checked at once for six hours, and then was very 
much less. Hot vaginal douches were ordered, 
and by attending to the local condition of the 
uterus only , the sickness was cured, and the patient 
made a good recovery. 

Case 6 illustrates how one condition may be 
treated, and another more important one over¬ 
looked. Mrs. M. complained of bearing down 
and pains in the back whenever she stood much 
or walked, but no pain in defalcation. A retro¬ 
flexed uterus was found, and treated satisfactorily 
as far as putting it in position, but the symptoms did 
not abate. A rectal examination was made, and 
a fissure of the anus found and treated, when the 
bearing down and backache disappeared. She 
had only symptoms which could easily be at¬ 
tributed to the uterine displacement, and yet these 
were due to the rectal condition. 

Case 7 is somewhat similar, the characteristic 
symptoms of the disease being absent. 

A patient complained of great bearing down 
and pain in the vagina when she stood. She had 
a prolapsed uterus which was put right, but the 
symptoms did not abate. A more careful ex¬ 
amination also showed a vascular caruncle at the 
meatus, which did not give the usual symptoms of 
pain in urinating, but only became painful in the 
upright position; removal of the growth removed 
the symptoms. 
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CLINICAL NOTES. 

(Specially reported for The Clinical Journal . Revised 
by the Author.) 

-*- 

WITH DR. SAMUEL WEST 
IN THE OUT-PATIENT ROOM OF ST. BAR¬ 
THOLOMEW’S HOSPITAL, JUNE 22,1893. 


A Case of Motor Aphasia. 

This man, aet. 54, was attacked suddenly with 
loss of speech and weakness of his right side one 
month ago. The attack came on quite suddenly 
as he was getting up in the morning. He felt a 
little giddy, staggered a little, but did not fall 
down. He remembers the whole attack, and did 
not lose consciousness at all. It was the loss of 
speech that seemed his chief complaint. The 
weakness of the arm and leg passed off very 
quickly, and you will remember the history of it 
was obtained only after some inquiry. He re¬ 
mained, however, unable to speak at all for three 
or four hours, after which his speech gradually re¬ 
turned. He thinks it is still improving, but not so 
rapidly during the last fortnight. 

Examination shows now no trace of hemiplegia, 
but the right side of his face is perhaps a little less 
active in movement than the left. 

The patient has an aortic systolic murmur and 
perhaps also some mitral regurgitation, but this is 
doubtful. Beyond this there is nothing to be 
observed except that there is a trace of albumen 
in the urine and the arteries are a little thickened, 
but hardly more than would be due to his age. 

It is the defect of speech that is his most impor¬ 
tant symptom. First, you will observe that it is 
slight, and was overlooked by the clerk in taking 
the case. He is somewhat slow in replying to 
questions. He answers simple questions readily, 
especially such as require little more than yes and 
no. When he tries to utter a sentence of any 
length he soon comes to a difficulty, and stops to 
collect his thoughts, and even then often ends by 
using the wrong word, substituting for what he 
wanted some common expression. He recognizes 
the word he wants when I suggest it to him, and 
he says “ yes” with a sense of relief. He is able 
to write the word even when he cannot speak it. 
When asked to repeat a word after me, you ob¬ 
serve that he succeeds well when the word is 
simple, short and familiar to him ; but observe the 


difficulty he gets into when he is given a long 
word like Ipecacuanha. He can only get through 
the first half successfully, and then either stops or 
terminates it with some gibberish. It is evident, 
therefore, that he has some motor defect in 
speech. 

Now to test the sensory speech centres. He 
can hear the words spoken and understands them. 
He hears, when he uses the wrong word himself, 
that he has made a mistake, and attempts to 
correct it; but he generally fails to get the word 
right, though he recognizes it at once when l 
supply it. We may conclude, therefore, that his 
word-hearing is normal. He can read perfectly 
well and understands what is written, but he 
cannot pronounce long or difficult words, though 
it is clear again that he knows what they are, for I 
am unable, as you see, to puzzle him by reading 
out the wrong word. His word-sight is therefore 
good. We may conclude, therefore, that the 
sensory side of his speech mechanism is perfect, 
and that the defect is on the motor side—the case 
is, therefore, one of motor aphasia. 

Now, where is the lesion in the brain ? Clearly 
in the motor speech centre, i.e. t in Broca’s con¬ 



volution at the root of the ascending frontal con¬ 
volution. What can the lesion be ? I must now 
remind you of the symptoms of his attack. It was 
sudden and not attended with loss of conscious¬ 
ness. This is what is usually seen in embolism. 
The patient has morbus cordis; we may therefore 
conclude that embolism was the cause of his at¬ 
tack. But embolism of what vessel? Here I 
must refer you to the figure. 

M.Sp. marks Broca’s convolution which we pre¬ 
sume is the seat of lesion. The Sylvian artery 
which is seen running up the Sylvian fissure, gives 
off several branches, and it will be observed that 
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Broca's convolution has a special branch of its own. 
If the case is therefore one of embolism it must be 
that branch which was plugged. But you will observe 
that the other branches supply the cortex of the 
whole parietal region where the motor centres are 
situated. Now, a plug of the whole Sylvian artery 
would cut off the blood from all the motor centres 
and produce paralysis of the opposite side of the 
body. We have thus in embolism a complete ex¬ 
planation of the case: a small clot stuck in the 
artery to Broca’s convolution, or just at its mouth; 
it was sufficient to interfere with the circulation 
through the whole vessel, but not enough to stop 
it entirely; the interruption was sufficient to make 
the side of the body weak, but did not last long 
enough to cause any permanent paralysis. 

In Broca’s convolution, however, the circulation 
was more affected, so that all its functions were 
abolished for some hours, and the patient remained 
completely speechless. Soon, however, the circu¬ 
lation became partly restored, and the functions 
returned, but the obstruction lasted long enough 
to produce some change in the nutrition of the part, 
which has not yet been completely recovered from. 
Whether the change was enough to be detected if 
we could examine the parts microscopically cannot 
be determined. Probably they would be in a con¬ 
dition of white softening, the lesion which usually 
results from an embolism which has lasted some 
little time. The change cannot be marked, for the 
function has become to a great extent restored. 
Some change must still remain, but it might not 
be sufficient to cause any obvious change in 
the external appearance in the part. 

The lesion has recovered to a great extent; will 
it recover completely? Probably not, and the 
patient’s speech will remain defective for some 
time—or if it be restored completely it will be due 
rather to the education of the opposite speech 
centres, than to the restitution of the left motor 
speech centre to the normal. 

Limited speech lesions of this kind are extremely 
rare. This case is the exact complement of one I 
was showing you the other day—where the embo¬ 
lism was seated further on in the Sylvian artery, 
and caused sensory or amnesic aphasia. 

As in the present case, the patient was attacked 
with sudden loss of speech and a transient hemi¬ 
plegia. When he recovered from the shock he 
was able to speak fluently, and talked away in a 
most voluble way, the only fault being that not a 
word or intelligible sound was forthcoming. His 


speech, having the music and rhythm of language, 
and the patient being a Welshman, I thought he 
was speaking Welsh, to the great indignation of a 
Welsh friend who came to visit him. It was 
evident, therefore, that he was talking gibberish. 
There was no difficulty in getting his speech 
centre to work ; the only difficulty was in getting 
it to produce intelligible speech. On the other 
hand he could read nothing, though he recognized 
that he had something to read, and tried to read, 
but only gibberish came. He could hear what 
was said and understood it fairly well, and he was 
conscious often that he was talking nonsense when 
he tried to speak. 

When the patient died, the lesion was dis¬ 
covered where it had been prophesied, in the 
sensory speech centres, as shown in the figure. 

The two cases form the exact complement one 
of the other, and are most interesting to compare 
together. 

The brain from the latter case is in the museum, 
and a reference is there given to the original de¬ 
scription of it, in which many more details will be 
found than I need mention here. 


A Case of Cerebral Tumour, with Remarks 
upon Optic Neuritis as occurring in 
Chlorosis. 

The next case, that of a young woman, aet. 19, 
you have diagnosed as one of chlorosis. She is 
pale, complains of shortness of breath, palpitation 
of the heart, and pain in the left side on exertion, of 
headache and constipation, and that her catamenia 
have been absent lately. She has some dilatation 
of the heart, a soft systolic murmur over the whole 
pericardium, loudest at the pulmonary base, and 
the ordinary venous hum in the neck. In fact, all 
the ordinary signs of chlorosis, and yet this 
chlorosis, or rather her anaemia is the least im¬ 
portant part of her ailment. My reasons for this 
opinion are these. Her headache is peculiar: it 
is felt in the forehead, and passes through from 
side to side, that is, from one temple to the other, 
and it is, moreover, almost constant, though worse 
sometimes than at others. Fixed pain anywhere 
should always raise the suspicions of a local lesion. 
I was led by this to examine the eyes, and I found 
that the patient had double optic neuritis—well 
marked, though not extreme. Now, she made no 
complaint of loss of sight. Indeed, her vision is 
good, for she can read the smallest type. This, by 
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the way, is not unusual, though always remarkable. 
You will remember a patient of mine in John 
Ward, a man of 45, dying of granular kidney. He 
had the most extreme double optic neuritis you 
will ever see, with widespread retinal changes, 
and yet he was able to read the smallest type, even 
to the day of his death, and to tell the time by the 
hands of a small clock on the opposite side of the 
ward. 

Now, you rightly say optic neuritis does not 
prove the case not to be one of chlorosis. This 
is true, optic neuritis is described by competent 
observers in chlorosis, and I do not question its 
existence, but I have no doubt of its very great 
rarity, for I have examined many cases of chlorosis, 
certainly 200 or 300, and I believe even more, for 
this very purpose, and I have never yet met with a 
single instance of it. One previous case of this kind 
I certainly did see in a young woman, aet. 18. This 
case I described in the Ophthalmological Society’s 
Transactions, on account of a peculiar symptom 
she exhibited. Though suffering from extreme 
•double optic neuritis, she could read the smallest 
print, and for some time continued to earn her 
living with the needle, doing the finest work. Her 
•only trouble was that every now and then, without 
any reason or warning, the sight would suddenly 
leave her, and turn the brightest day into the 
darkest night, as she graphically described it. 
This attack was wonderfully transient, and lasted 
hardly more than a few seconds, or at the most a 
minute or two, after which she saw as well as 
•ever. This condition of things continued for many 
weeks, and ultimately her sight began to fail and 
then in five weeks time she was stone blind, and 
could not see even a strong light. She has, of 
course, remained absolutely blind, and the discs 
have undergone extreme white atrophy. This case 
interested me greatly, I was seeing her in association 
with Mr. Morton of Moorfields, and he and I sent 
her to many eminent specialists in London, who 
all agreed with us, in regarding the case as one of 
cerebral tumour, though I must confess that the 
chlorosis, and the optic neuritis were the only 
symptoms she ever had. It is now years ago, 
and except for her blindness she is perfectly well. 

As to the association of optic neuritis and 
chlorosis we must remember this, that chlorosis is 
a very common disease, and optic neuritis, without 
any assignable cause, by no means rare. It must, 
therefore, happen sometimes that they will be 
associated together by mere accidental coinci¬ 


dences, and without any connection between 
them. I question whether the combination of 
chlorosis and optic neuritis is any more frequent 
than the ordinary chances of their being acci¬ 
dentally associated would require. 

One other symptom the patient complained of 
in her history, but it was not emphasized in your 
account of the case. The patient said that now 
and then she saw things double. She has no 
squint now, and her eyes look externally quite 
sound, and this accounts I suppose for your 
attaching but little importance to her statement. 
When I asked you about it you told me you 
thought her anaemia might account for it—that 
her eye muscles being weak, like her muscles else¬ 
where, might act irregularly. That is of course 
possible, but I do not know that any instances of 
such want of co-ordination of the eye muscles has 
ever been recorded as occurring in chlorosis, and 
certainly I have never seen anything which makes 
me think it likely. You suggest that her anaemia 
might make her hysterical, and that the diplopia 
might be functional. That again is possible, but 
very unlikely. I once saw external strabismus in 
a case of hysteria, but only during the hysterical 
attack. 

Now that I have drawn your attention to these 
three factors in the case, viz., the fixed headache, 
the optic neuritis, and the occasional diplopia, you 
will have no difficulty in seeing the conclusion to 
which I think they point The patient has, I 
have little doubt, some intracranial mischief, in all 
probability a tumour. There is no means of 
localizing its position except by the pain, and that 
would point, perhaps, to its being placed in the 
anterior part of the brain. Nor can the nature 
of the tumour be determined. It is not unlikely 
to prove to be a tubercular tumour I think, but 
the course of the case will, perhaps, make its 
nature clear. 

The anaemia, of which of course there is no 
doubt, may therefore be a symptom of the tumour, 
and not idiopathic as we consider it in chlorosis. 
The diagnosis must, therefore, be made of cerebral 
tumour, with the grave prognosis such a diagnosis 
involves, and not of chlorosis as the case at first 
sight appeared to be. 


Case of Malingering. Cutaneous Emphy¬ 
sema of one side of Pace. 


A man of 45, evidently in poor circumstances. 
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came complaining of gastric symptoms, to which 
great importance was not attached. His manner 
was strange, and on leaving the room his gait was 
observed to be peculiar. He was called back and 
further examined, and on testing his knee-jerk the 
obvious exaggeration made it evident that he was 
malingering. No suspicion, however, was expressed. 
The next week he presented himself again, this 
time with a swollen face. The whole side, cheek, 
temple, and forehead, on the left side were puffy, 
but on examination the swelling was found to cre¬ 
pitate, and was obviously due to air in the subcu¬ 
taneous tissue. This he must have intentionally 
introduced. I examined carefully the cheek, and 
mouth, and side of the face, but could not find 
the puncture. I should think it was probably done 
with a small subcutaneous syringe. This time, 
however, his suspicions were aroused, and to our 
disappointment he has not been seen again. 


Chronic Tubercular Cavity in a Child. 

John B., a child of 5J years of age, pre¬ 
sented himself with a cavity in the right apex. 
His history was that at the age of 3 he was 
attacked with a bad cough and offensive expec¬ 
toration. He is stated since then to have been 
subject to bronchitis, with which he has been 
many times laid up. The child is fat, well- 
developed, and does not suggest the condition 
which the physical signs reveal. Had the physical 
signs been at the base, the history might have 
suggested an empyema discharging through the 
lung, but at the apex such an explanation is im¬ 
possible. At the apex the cause must be sought 
either in a sloughing and gangrenous pneumonia, 
or in tubercle. The secretion now consists of 
nothing but pus, and is not foetid. No bacilli were 
found in the one specimen examined, but the 
possibilities are in favour of a tubercular origin. 

Tubercle in children is, as a rule, a much more 
acute process than in the adult, and takes on the 
broncho-pneumonic form, which often brings life 
to an end before cavities have had time to develop. 
If cavities are found they are generally of small 
size, and are spots of softening in the midst of 
caseous consolidation. The chronic tubercular 
■ cavity, such as I believe this to be, is of rare occur¬ 
rence so early in life. 


“Tremors a Debilitate” after Influenza. 
This patient, a man, set. 39, came hardly able to 


walk for shaking. His knees seemed almost to 
give way under him, as if he would fall; while all 
the limbs shook and the body trembled. He 
walked with a slight limp, and his right hand was 
held somewhat stiffly, but this was the result of an 
old attack of hemiplegia, dating from twelve years 
ago, from which the leg recovered completely and 
the arm nearly so. When sitting still and putting 
out his hands, both, more especially the weak one, 
trembled. The tremors were similar to those seen 
in drink or in fever. The shakings on walking were 
apparently but magnified tremors. The patient 
gave this history, that he had been well until one 
month before he presented himself at the hospital, 
when he was attacked with influenza, and was in 
bed for a fortnight. On getting up these tremors 
were observed, and continued with but little im¬ 
provement till the time of his coming under obser¬ 
vation. I ventured at the time to suggest the 
probability that these tremors were due to weak¬ 
ness left after influenza, for his condition fitted in 
with no common nervous affection. Peripheral 
neuritis was suggested, but the tremblings were out 
of all proportion to the loss of power, the sensa¬ 
tion was quite normal, and the knee-jerk increased. 

The patient comes to-day, June 22nd, after three 
or four weeks’ holiday at the seaside, practically 
well. The shakings are all gone, and the patient 
has gone back to his usual state of health. 

# Influenza leaves many odd nervous affections 
behind it, and this is one of a class which I do 
nui think has been common in the epidemic of 
the last four years, but of which I have seen two 
or three other instances. All ran the same course 
as in this case, and in a few weeks recovery was 
complete. 


THERAPEUTICAL NOTES. 


Guaiao, an old-time remedy for tonsillitis, has 
an advocate in Dr. Sajous. The ammoniated 
tincture in drachm doses may be given in half a 
glass of milk, and the same used as a gargle. 

(Med. Rec.) 


Caffeine in small dose produces an increase in 
the arterial blood-pressure, the result of the changed 
condition of irritability of the vaso-motor centre. 

(Cohnstein, Med. Rec.) 
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Cantharides in tbe Treatment of Albu¬ 
minuria. —Dr. Lancereaux believes albuminuria 
in itself is without gravity. The retention of 
excrementitious matters constitutes the real danger 
in renal affections. He believes in drastics, 
diuretics, and cutaneous stimulants. When the 
uraemic attack has subsided we should seek to 
modify the diseased process. If the connective 
tissue is attacked, he gives Iodide of Potassium. 
If the renaffepithelium is involved, the Tincture of 
Cantharides in the daily dose of six to twelve drops 
produces an abundant diuresis, and causes the 
anasarca to disappear. He gives milk when the 
renal epithelium is involved and there are 
symptoms of uraemic intoxication. The milk acts 
as a diuretic and is an indispensable adjunct to 
the treatment. He orders a mixed diet, con¬ 
taining but little Nitrogen, has no fear of eggs, 
and prefers beer to wine. In his opinion the 
Tincture of Cantharides is an excellent remedy. 

(La Medecine Modeme.) 

Urticaria and Prurigo in Children.— Ac¬ 
cording to Dr. Saalfield the fact that urticaria 
may become transformed into prurigo adds gravity 
to the prognosis of this disease, and must be con¬ 
sidered in treatment. Among children in good 
general condition, appropriate diet and some 
external application, as Sulphur, Naphthoi, or Tar 
Ointment, and a bath every other day, usually 
suffices to cure the condition in a short time. 
But in long-standing cases a tepid bath following 
frictions with Sulphur and Tar Soap are a daily 
necessity. On coming out of the bath the patient 
may be covered up in bed for two hours, and 
then anointed with Tar, Sulphur, Naphthoi, Pyro- 
gallic Acid, Menthol, or Chrysarobin Ointment. 
In inveterate cases subcutaneous injections of 
Pilocarpine are of advantage. Certain internal 
remedies are indicated in children who are 
scrofulous or run down, or who suffer from gastro¬ 
intestinal catarrh. Country life always has a 
favourable effect upon this particular skin disease. 

(Revue Generate de Medecine de 

Chirurgie et d'Obstetrique.) 

A New Method of Administering Castor 
Oil. —It is said that by mixing one part of Castor 
Oil with four parts of Hot Milk three distinct 
advantages are obtained: (i) It is less nauseous to 
the taste; (2) a smaller dose of the oil will be 
found sufficient; (3) its action is quicker than 
when taken in the ordinary way. 


Incipient Phthisis patients are ordered by 
Dr. Staple the following solution to inhale. It is 
said to be beneficial as a stimulant and ozonizing 
agent: 

R Sp. Chlorof. 

Terebene 

01 . Pini Sylvest. ... aa equal parts. 
Of this two teaspoonfuls are to be poured into 
the bottle once or twice daily, and inhaled for two 
or three minutes at frequent intervals.— (Med. Rec.) 


Treatment of Eczema of the Yulya.— Lusch 
recommends the following prescription in this 
condition: 

R Tincture of Opium 

Bicarbonate of Sodium ... aa 3 ij 

Bicarbonate of Potassium 3 j 

Pure Glycerine ... ... 3*ss 

Distilled Water. 3viij 

Make a solution, and apply it hot, morning and 
night, to the diseased area. After each lotion 
powder the parts with the following : 

R Finely Powdered Starch... parts xlix 
Finely Powdered Camphor part j 

(Therapeutic Gazette.) 


Caffeine is found by Monin to stimulate peri¬ 
stalsis.— (Med. Rec.) 


FORM ULJE. 


Cramps of Cholera: 

R Chloral Hydrate ... 3 uj 

Morph. Sulph. ... gr.j 

Atrop. Sulph. ... gr.J 

Aq. Chloroformi 

Aq. Destillat.aa 3SS 

Sig. Twenty minims repeated in ten minutes, 
and then as needed. 

(Bartholow, Med. Rec.) 


Ovarian Neuralgia: 


R Tinct. Digitalis 

... 3 j 

Tinct. Gelsemii ... 

.. 3ss 

Potassii Bromidi ... 

... 5ss 

Aquae . 

- 3 vj 

M. Sig. Tablespoonful 

in water every three 


hours. 

(Record of Medicine and Surgery .) 
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A CLINICAL LECTURE 

ON 

SOME GASES ILLUSTRATIVE OF 
DISEASE IN CHILDREN. 

Delivered at the Children’s Hospital, Great Ormond Street, 
June 8th, 1893, 

By D. B. LEES, M.D., F.R.O.P., 
Physician to the Hospital, and to St. Mary’s Hospital. 


(Concluded from p. 165 .) 

Three Cases of Empyema. 

We have in the ward three cases of empyema 
which have been operated on, and all are doing 
well, as you will see by the charts. 

There is nothing which indicates the progress of 
a case of empyema so well as the course of the 
temperature after operation. If it continues 
normal, you may be sure that the wound is 
healthy and its drainage satisfactory. 

The first is a case of empyema on the left side 
with the temperature rising irregularly to 101° up 
to the time of operation. After the operation, 
with resection of the rib, the temperature became 
practically normal. In the same way in another 
case of empyema on the left side the temperature 
was again pretty high until the time of operation. 
It rose a little the next day, probably owing to 
some retention of pus; but after that it became 
practically normal. The third is a right empyema, 
in which also after the operation the temperature 
went down and remains satisfactory. All three 
children have good appetite, sleep well, and are 
gaining strength. Thus you get a good indication 
of the progress of a case by examining the tem¬ 
perature chart. 

I should like to say a word or two about the 
diagnosis and treatment of empyema. In the first 
place, the first case involved a question of dia¬ 
gnosis between empyema and collapse of the lung. 
Perhaps you may not know that in children it is 
not uncommon to have collapse of a large part of 
the lung, even of the whole of the lower lobe. 
This may give rise to a large area of dulness and 
considerable diminution of the breath sounds, 
simulating, therefore, the signs of pleuritic effusion. 

Vol. II.. No. 12. 


The diagnostic points ate :— 

(1) The absence of displacement of the heart 
in collapse, its presence in pleuritic effusion. 

(2) The temperature. 

In this particular child I at first thought from 
the difficulty of making out any displacement of 
the heart that the condition was possibly one of 
simple collapse; but after it had been in a day or 
two the temperature chart showed that there was 
something more serious, and, in addition, we soon 
were able to detect distinct cardiac displacement. 
We explored therefore with the hypodermic 
syringe, and found pus. 

Another important diagnosis is that between 
empyema and pneumonia. 

The diagnosis of pleuritic effusion from pneu¬ 
monia rests upon four or five points. (1) Upon 
the site of the dulness. In pneumonia the dulness 
is usually more towards the back of the lung, at 
the posterior base; in pleuritic effusions and 
empyemas the dulness is more marked in the 
axillary region. The more the dulness is axillary 
the more likely the condition is to be pleural; the 
more it is posterior basic the more likely it is to 
be pneumonic. 

(2) With regard to the character of the dulness . 
In pleuritic effusion the dulness is absolute (flat 
dulness), and is combined with a good deal of 
resistance; whereas, in pneumonia the dulness is 
less absolute and more elastic to the feel. 

(3) With regard to the breath sounds'. In 
pneumonia you find bronchial breathing and 
bronchophony; in pleuritic effusions there is 
usually loss of the breath sounds, voice sounds, 
and vocal fremitus. But the signs which are 
dependent upon the sounds may be deceptive, 
because, on the one hand, there are silent pneu¬ 
monias, pneumonias in which you hear very little 
sound ; and, on the other hand, pleuritic effusions 
and empyemas occur in which bronchial breathing, 
and bronchophony are present, the reason being, 

I suppose, that in many of these the lung is 
adherent to a part of the chest wall, and thus the 
respiratory and vocal sounds are conducted to the 
surface. Anyhow, the physical signs which 
depend on the voice and breath sounds may 
cause, unless care be taken, some errors of 
diagnosis. 
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(4) There is the question of displacement of 
the heart ', a most important point in the diagnosis 
of any chest case. One ought always, as a pre¬ 
liminary step, to make very careful investigation as 
to the position of the cardiac impulse, and the 
limits of the cardiac dulness, and so to determine 
whether the heart is pushed to one side or the 
other. 

(5) The temperature . If the temperature is 
higher than 103°, the probabilities are in favour 
of pneumonia; if it is below 102°, pleurisy is more 
likely. But to this rule there are exceptions in 
both directions. In some cases of pneumonia the 
temperature never rises above ioo°, and on the 
other hand (as I have recently seen in a fatal 
case) it may reach 106°, and repeatedly rise to 104° 
in an acute case of empyema in which the lung is 
simply collapsed and not at all inflamed. 

As to the treatment of these cases; when you 
find an area of dulness towards the base of the 
chest which may possibly be due to pleuritic 
effusion, it is always desirable to explore with the 
exploring syringe, of course taking care that the 
needle is first made aseptic—the best way of doing 
which is to boil it in 5 % Carbolic Solution. By 
this means you can ascertain whether there is fluid 
present, and, if so, whether that fluid is serum or 
pus. If you find such fluid to be pus, it is desirable 
to proceed to operation without delay. But in my 
opinion, if the amount of pus is considerable, it is 
also desirable to preface operation by a single 
aspiration. By this means removing a considerable 
amount of pus you allow the lung, diaphragm and 
heart, to return considerably towards their normal 
position, so that you do not make such a rapid 
revulsion in the state of affairs as when you open 
at once, and at once let out a large quantity of 
fluid. The next day give an anaesthetic, and cut 
down on the empyema. In doing so it is almost 
always necessary in children to excise a piece of 
rib, because the ribs are so close together that it is 
almost impossible to get a drainage tube between 
them; and if you do, it will be pinched, and not 
only will the outflow of fluid be impeded, but the 
ribs themselves will be necrosed. Again, by 
making a large opening in the chest wall you can 
insert your finger, evacuate loculi of pus, and turn 
out large masses of coagulated lymph which other¬ 
wise would take weeks, and perhaps months, to 
soften and come away. We had a case not long 
ago in which about an inch of rib having been 
removed, large sheets, so to speak, of coagulated 


lymph were withdrawn which were so wide as to 
fill up the whole of the opening left by the excised 
rib, and which could not possibly have come out 
through a drainage tube. The child recovered 
very rapidly; indeed, I think, in one quarter of 
the time which would have been taken had there 
been no excision of the rib. In children, then, 
and in young adults, it is often exceedingly desir¬ 
able to excise a piece of rib as a part of the 
routine treatment of empyemas. Cases treated in 
that way here generally do exceedingly well. 


A Problem in Diagnosis. 

We have here an obscure case presenting great 
difficulties of diagnosis. It is that of a young 
child, two years old, who was well, his mother 
thinks, until sixteen weeks ago, that is, eleven 
weeks before his admission. The first thing she 
noticed was that one morning, while she was 
washing him, he seemed to object to put his feet to 
the ground. Whether that was due to weakness or 
pain is not very clear. It should be noted that cases 
of influenza had occurred in the house shortly before, 
and the child’s illness was ascribed to this cause. 
For some time after this he seemed to be tender 
all over; he would cry whenever he was touched. 
About a week after the onset some tonic spasm 
occurred. A few weeks later he had a series of 
general convulsions, and a week before his ad¬ 
mission it was noticed that he had lost power over 
both of his upper limbs. 

He has been in the hospital now for five weeks, 
and his condition has not changed much. He has 
almost absolute loss of power over the upper limbs; 
when either of them is raised and then left to 
itself, it falls helplessly: he has, however, some 
little power over the hands. He can draw up or 
extend the lower limbs: as a rule they are flexed 
at both hip and knee, but he can extend them, 
and when they are extended there is a tendency 
to tonic spasm manifest in the muscles of the thigh 
and leg, and also in the toes. His reflexes are 
exaggerated. There is an instant and increased 
jerk of the leg on tapping the knee, and on 
pressing up his foot a quite definite clonus at the 
ankle on both sides, most marked on the right 
side. Triceps-jerk is quite distinct at the left 
elbow, and in both forearms percussion of the 
extensor muscles at once produces slight move¬ 
ments of extension of the fingers or wrist There 
is no atrophy to be detected in any of his muscles. 
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and on testing them with a Faradic current there 
is instant response everywhere, in the face, in the 
intrinsic muscles of the hands, and in all the 
muscles of the forearms, arms, thighs, and legs. 

Next, as to the sensory functions. When I 
pinch him on the arm, he appears to be un¬ 
conscious of it, there is no increase in the loud¬ 
ness or rise in the pitch of the wailing cry, which 
he keeps up while we are near his bed. A pinch 
on the thighs seems to be felt a little, but not 
much. In so young a child it is difficult to form 
an accurate opinion on this point, but it is almost 
certain that there is pretty complete anaesthesia 
of his upper limbs, and considerable defect of 
sensibility in the lower. There is no indication 
of hyperaesthesia anywhere at the present time, 
and as far as can be judged, there is no spon¬ 
taneous pam. He does not cry when he is left 
alone. His urine and faeces are passed under him, 
but no inference can be drawn from this on account 
of his age. When he was admitted there were 
two small sores over the sacrum, but these rapidly 
healed under simple treatment. 

He can move his head from side to side per¬ 
fectly well, and at first did so almost incessantly, 
especially when anyone approached his bed; the 
contrast of this constant movement and the motion¬ 
lessness of his arms was very striking. There is no 
active retraction of the head, though it tends to 
fall back when he is supported in the sitting 
position. There is sometimes slight rigidity in the 
trapezii, but it is generally absent. Usually there 
is neither strabismus nor nystagmus, though slight 
squint has been observed once or twice. The 
pupils are equal, 3 to 4 millimetres, and respond 
to light There is some slight blurring of the 
nasal edges of both optic discs, but the temporal 
edges are clear; Mr. Gunn has kindly examined 
them, and considers that the slight changes ob¬ 
served are of no pathological significance. The 
mother has noticed a little discharge from the ears 
of late; Mr. Ballance has examined them, and 
tells us that slight otitis externa is present, but that 
there is no perforation of either tympanic mem¬ 
brane. There is no facial paralysis. 

It is doubtful whether or not his intelligence is 
normal for his age. I have not myself heard him 
say anything, but the sister of the ward tells me 
that he repeats nursery rhymes after her. 

What conclusions can we form with reference to 
the site and the nature of the lesion in this inte¬ 
resting and difficult case ? 


The retention of considerable power over the 
lower limbs, the existence of tonic spasm in them, 
the increase in the reflexes, and the persistence of 
Faradic response proves that the situation of the 
lesion is above the lumbar enlargement. 

The paralysis of the upper limbs indicates a 
lesion of or above the cervical enlargement. The 
increase of reflexes in the upper limbs, the absence 
of muscular atrophy, and the retention of Faradic 
response prove that the cervical enlargement itself 
and the efferent nerves from it are intact, and these 
facts seem to exclude the possibility of an anterior 
polio-myelitis (“infantile paralysis”), and of a 
paralysis caused by diphtheria or by influenza. The 
lesion must be above the cervical enlargement, but 
where ? 

The paralysis of both upper limbs with preser¬ 
vation of considerable power over the lower, indi¬ 
cates that the lesion damages greatly the motor 
paths from the brain to the cervical enlargement, 
while those to the lumbar enlargement are impli¬ 
cated to a much less extent If there is a single 
lesion it must be in a situation where the motor 
paths to the upper limbs are close together, and 
apart from the motor paths to the lower limbs. 
Now in the medulla, pons, crus, and internal 
capsule, the motor path for the upper limb on one 
side lies close to that for the lower limb on the 
same side, and away from that to the opposite upper 
limb. Hence the lesion cannot be in any of these 
situations. Towards the cortex the paths diverge, 
and possibly the paralysis in this case might be 
produced by two lesions, one at each cortical centre 
for the upper limb. But in this case the centres 
for the face would almost certainly be affected on 
one or both sides, and speech would probably be 
lost. 

In the cervical cord, however, it is not unlikely 
that the motor fibres for the upper limbs descend 
in the direct pyramidal tracts in the anterior 
columns, decussating in the cord itself. If this is 
so, a lesion of the anterior part of the cervical cord 
might injure them, and yet spare the crossed py¬ 
ramidal tracts in the lateral columns, in which the 
motor fibres for the lower limbs are descending to 
the lumbar enlargement. 

The anaesthesia of the paralysed parts also sug¬ 
gests a lesion of the cord. If it were due to 
affection of nerve-roots, or of nerve-trunks or 
terminations, pain would probably be a marked 
feature. The complete anaesthesia of both upper 
limbs, with less definite anaesthesia of the lower 
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could not be due to any lesion of the cerebral 
hemispheres. It might conceivably be due to a 
large lesion of the pons, but this is excluded by 
the distribution of the motor paralysis, and by the 
absence of any implication of the facial muscles, 
of any disturbance of the conjoint movement of 
the eyes, and of contraction of the pupils. In the 
cervical cord a lesion which implicated the sensory 
paths from the upper limbs soon after their entry 
into the cord would account for the distribution of 
the anaesthesia. 

Hence we conclude that the site of the lesion 
must be in the spinal cord, not far above the 
upper part of the cervical enlargement. 

What is its probable nature ? 

The marked implication of the motor tracts in 
the anterior columns and of the sensory fibres from 
the upper limbs, with a less degree of affection of 
the motor and sensory paths to the lower limbs, 
seems to indicate a lesion which injures especially 
the peripheral parts of the cord and does not affect 
it equally throughout. It is probably, therefore, 
not a transverse myelitis; and if it were, there 
would probably be absolute paralysis of the legs, 
not improbably paralysis of the diaphragm, and 
almost certainly bedsores. None of these condi¬ 
tions exist here, though it must be remembered 
that two small sores were present over the sacral 
region on the child’s admission, so that the lesion 
is probably one which compresses the cord rather 
than a central lesion. 

What causes of compression of the spinal cord 
may be found in a young child ? The most com¬ 
mon is caries of the spine, the cord becoming 
compressed either by inflammatory material or by 
pressure of diseased and dislocated bone. Can we 
find here any evidence of caries? No irregularity 
or thickening is to be detected about the cervical 
vertebrae, there is no tenderness on pressure over 
them, there is no fixation of the head, there is no 
post-pharyngeal swelling, and no difficulty of swal¬ 
lowing. But, on the other hand, we know that it 
is not uncommon for the symptoms of pressure on 
the cord caused by spinal caries to precede, some¬ 
times by several months, any distinct evidence of 
bone disease. 

The cord might be compressed by a chronic 
meningitis; but in that case pain would probably 
have been a prominent symptom, there would 
have been hyperaesthesia above the lesion, and the 
roots from the cervical enlargement could hardly 
have escaped. 


The cord might be compressed by a tumour 
(sarcoma or myxoma) growing in the membranes 
or in the cord itself; but in that case the pressure 
symptoms, while they remained still partial, would 
probably affect one side more than the other, and 
would hardly have the distribution of the present 
case. 

A gumma is a possible cause, but there is no 
evidence of syphilis to be obtained. The child 
has never suffered from rash or “ snuffles.” The 
mother has had no miscarriages or still-born 
children. Her other children are all alive and 
well, except two, who died of diphtheria and of 
scarlet fever respectively. 

A tubercular mass pressing on the cord is, I 
suppose, also possible; but such a mass is extremely 
rare in the spinal canal, though not uncommon in 
the brain in young children. 

Hydatids of the spinal membranes are also a 
possible cause. I have had one such case in a 
boy under my care at St. Mary’s Hospital; it was 
published in “ Brain ” by Dr. Maguire. 

A glioma of the cord is much rarer than a 
glioma of the brain. The form of gliomatosis 
associated with cavities in the cord, causing the con¬ 
dition known as syringomyelia, is a possible cause. 

We were not able, in this case, owing to the 
early age, to test separately the various forms of 
sensation, and to discover whether the touch 
sensation is retained while those to pain and 
temperature are lost, a collocation of symptoms 
which, when combined with some muscular 
atrophy, seems to be distinctive of syringomyelia : 
all these are present in a man now under my care 
at St. Mary’s. 


Note. —Shortly after this lecture was delivered, 
signs of improvement began to be manifested. 
Some power of movement of the hands was first 
detected, then of the forearms, and finally of the 
arms. The child can now move his upper limbs 
fairly well, and raises his hands to his mouth. 
The movements of his lower limbs also are freer ; 
but he cannot stand without support, and his head 
still falls backwards or forwards. At the same 
time his anaesthesia diminished, and he now quite 
obviously feels a pin-prick on his left forearm and 
probably also on his right He has been treated 
throughout with Mercury : a grain of Hyd. c. Cret. 
twice a day, and daily inunctions of mercurial 
ointment; also two grains of Iodide of Potassium 
three times a day. 
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This improvement seems to exclude the 
possibility of syringomyelia, of glioma, sarcoma, 
or myxoma, and of “hydatids; but it is compatible 
with the hypothesis of a gumma, perhaps with that 
of a tubercular mass, certainly with those of 
meningitis or caries of the spine, and also with 
the results of diphtheria or of influenza. 


A CLINICAL LECTURE 

ON 

THE RESULTS OF BAD FEEDING 
DURING INFANCY. 

Delivered at Guy’s Hospital, June 30th, 1893, by 
W. ARBTJTHNOT LANE, M.S., F.K.O.S., 
Assistant Surgeon at Guy’s Hospital, and the 
Hospital for Sick Children. 


If it were not for the lamentable ignorance 
which exists amongst the mothers in the poorer 
classes as to the proper manner in which children 
should be fed, children’s hospitals would have but 
little claim to exist. The State is undoubtedly very 
much to blame in this matter, and it is only too 
painfully obvious that it itself suffers in possessing, 
as the chief constituents of its working classes, 
men who are small in stature and miserably unfit 
physically to compete with others who have been 
brought up in better air, outside the rush and stress 
of the struggle for existence in the large towns. 
Curiously enough, the State does interfere, though 
quite unintentionally, to the advantage of the 
child’s physique, in that after it has arrived at a 
certain age it is made to attend school with more 
or less regularity. This arrangement has the ad¬ 
vantage of keeping the child away from its mother 
for certain hours of the day, during which time it 
escapes the constant feeding which it would other¬ 
wise have received if it were at home, and it also 
necessitates its being fed at regular periods. The 
indiscriminate propagation of children which takes 
place amongst the poorest classes is also responsible 
for the chief part of the misery which results from 
drink in this country. 

It must be well known to those who are deeply 
interested in the welfare of their fellow-creatures, 
and who observe them closely, that the large 
family, the noisy, dirty, comfortless home, the con¬ 
stant anxiety consequent upon the necessity to find 
food for a larger number than the income will pro¬ 


vide for, the disturbed nights due to the presence 
of a fretful baby, the mother worn out by frequent 
child-bearing, overburdened and harassed by the 
cares of a family under the most unfavourable cir¬ 
cumstances, having no time for rest or pleasure, 
often requiring to work away from her home to 
assist in providing for the wants of the family— 
these are the chief causes of drink in England; 
and who would grudge these poor people the short 
respite from their misery which the State forces on 
them by neglecting to instruct them properly, and 
from which drink alone can lift them for a time ? 

This is a difficulty which the medical profession 
hesitates to meet, but it satisfies its conscience by 
doing its best to meet the evils which arise in con¬ 
sequence of it. It seems to me that no other 
body of men are so much interested in the subject, 
or are in such a good position to discuss it, as 
medical men. 

The too frequent suckling, or the feeding with 
unsuitable foods, many of which are advertised 
falsely ev$n in medical papers as being suitable to 
young infants, produce indigestion, as evidenced 
by flatulence, restlessness, irritability, diarrhoea or 
constipation, perspiration during sleep, erythema, 
eczema, etc. 

The mechanical distension of the abdomen by 
the excessive collection of gases in the intestine 
produces first a yielding of the umbilical cicatrix 
and the consequent umbilical hydrocele or hernia, 
a separation of the recti between which muscles 
the intestines are protruded during any more or 
less forcible respiratory movement, the formation 
of hydrocele or hernia in the inguinal region by 
the forcible displacement of bowel or fluid along 
the processus vaginalis, or less frequently the canal 
of Nuck, the inability to expand the lower part of 
the lungs and their consequently congested condi¬ 
tion, and owing to the action of the diaphragm being 
opposed by the considerable and abnormal intra¬ 
abdominal tension and the inability to expel its 
mucus satisfactory, the consequent development of 
bronchitis which follows upon the very imperfect 
action of the abdominal muscles in forcible ex¬ 
piration. 

The urine secreted possesses a peculiarly irri¬ 
tating character, causing intertrigo while the nap¬ 
kin is being worn, and a constant slight inflamma¬ 
tion at the end of the foreskin which finally 
produces a narrowing bf it, or in other words, 
phimosis results. The gradual development of 
phimosis in this manner can be readily observed 
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in the out-patient room. Some surgeons, observing 
the very frequent association of phimosis with 
hernial protrusions, have looked upon the relation¬ 
ship of these conditions to one another as cause 
and effect. This is wrong, since they are both the 
results of the same cause, which is bad or im¬ 
proper feeding. The foreskin of a badly-fed child 
reacts more readily to any slight irritation than 
dues that of a healthy infant. The same holds 
true with any portion of the cutaneous or mucous 
surfaces. 

It is, therefore, obvious that circumcision, though 
a very good treatment in these cases from many 
points of view, can in no way influence the hernia. 
Over and over again I have heard it stated that 
t f :e hernia has resulted from the child straining to 
pass its water through a minute preputial orifice. 
This must be an exceedingly rare cause of hernia, 
if it is true that it ever does produce it. 

Since the obvious cause of the hernia or hydro¬ 
cele in the infant is almost always the increased 
intra-abdominal tension resulting from indigestion, 
it is useless to attempt to treat them by trusses 
alone. In infancy I now use trusses but rarely, 
and only as adjuvants, trusting chiefly to the hernia 
or hydrocele disappearing when the intra-abdominal 
tension becomes normal under the influence of 
more careful dieting. Whether the condition is 
one of hydrocele or hernia is a matter of no im¬ 
portance as far as treatment is concerned. I see 
numbers of children who are fitted with the woollen 
truss, which in my opinion is worse than a useless 
appliance, since it leads the parents to imagine 
that something is being done for the child’s advan¬ 
tage, and also with trusses which they are usually 
directed to remove at night; and yet in very few, 
if indeed any, do I find that the parents have 
been instructed or questioned as to the feeding of 
the child. 

Certainly my experience of trusses in infancy is 
that they do more harm than good. Very rarely 
indeed a child is born with a hernia; and though 
such an occurrence is very uncommon, parents are 
very fond of saying that their children had the hernia 
at birth; but they will even more frequently assert 
in the most positive manner that the child was bom 
with its bent, rickety legs. 

Fortunately for the children their more active 
life, with increasing years, frequently frees them 
from the constant feeding of their parents, and so 
after a time they “ grow out ” of their indigestion, 
rickets, hernias and hydroceles. 


This applies especially to boys who escape at an 
earlier age from their mother’s apron-strings. This 
is, I believe, the reason that bad feeding frequently 
leaves more marks in the skeleton of the woman 
than in that of the man. The mechanical condi¬ 
tions in the male infant accounts for the more 
common occurrence of hernia in the male child 
than in the female. 

It has always seemed a strange thing to me that, 
considering the very obvious causal connection 
between flatulence and hernia, that surgeons who 
write on the causation and treatment of hernia in 
infancy, pay so little attention to the consideration 
of the most common cause of this condition. 

Another result of imperfect nutrition which 
makes itself obvious at an early date, is the con¬ 
dition of the osseous system. The imperfect 
supply of food leaves the osseous system in a most 
unsatisfactory condition, the bones being ill- 
nourished and abnormally soft. The organism 
becoming conscious that the skeleton is unable to 
perform its normal functions, makes desperate 
efforts to meet the abnormal condition. This it 
does in a hurried manner by the rapid formation of 
imperfect bone at the epiphysial lines, and by the 
deposition of a more or less decalcified spongy 
material by the periosteum. The brain itself, recog¬ 
nizing the vital importance of its integrity to the 
rest of the organism, takes care that an apparently 
disproportionate amount of the periosteal callus is 
placed upon the exterior of its insecure, soft, bony 
case, just as I have shown it does also in mollities 
ossium and in osteitis deformans. 

In rickets, however, when the child is feeble, 
and is allowed to lie about, the pressure exerted by 
the head on the boards or couch may not only 
interfere with the deposition of this material at the 
spots of pressure, but may even cause a partial 
absorption and thinning of the original imperfectly 
nourished bone, producing a condition described 
as cranio-tabes. 

The beading of the several epiphysial lines and 
the more or less abundant soft periosteal deposit, 
especially about the front and sides of the head, 
are readily observed at an early date, and are quite 
characteristic. 

The bony wall of the chest yields under the in¬ 
fluence of atmospheric pressure, aggravated in 
great part by a want of firmness of the cartilages 
and structures about the aperture of the larynx, 
and also by bronchitis, chronic nasal catarrh, ad¬ 
enoids, etc., from which these ill-nourished children 
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so often suffer. As a consequence the transverse 
diameter of the chest becomes diminished, while 
its antero-posterior measurement is increased. To 
this forward projection of the sternum the term 
pigeon-breast is commonly applied. 

The next deformity is brought about by the 
mother placing the child in the sitting posture. In 
this attitude the heavy head causes the dorsal 
spine to be abruptly hexed on the lumbar segment, 
and after a time, owing to a change in the form of 
the bodies of the vertebrae and of the fibro car¬ 
tilages in and about this point, the deformity 
becomes a fixed one. To this deformity the terms 
rickety spine, dorsal excurvation of infancy or cats’ 



back, are applied, and it is frequently mistaken for 
spinal caries. It is in this posture and at this 
period that I showed that the diminution of the 
conjugate of the pelvic brim so familiar to the 
obstetrician is produced. 

When one places oneself in such a slouching 
sedentary posture as is assumed by these lowly- 
vitalized, feeble-bodied, top-weighted children, the 
lumbo sacral and sacro-iliac joints are in a position of 
extreme flexion, and, consequently, while the atti¬ 
tude is being persisted in, there exists a tendency 
to the forward and downward displacement of the 
promontory of the sacrum. This tendency be¬ 
comes an actuality in these children, the softening 
of the bones allowing this displacement to occur. 
Figs. 1 and 2 illustrate the mode of development 
of this deformity. 


Fortunately at a later period when the child has 
learned to walk, the lumbo-dorsal curve is opened 
out, and much of the pelvic deformity is removed 
by a process of extension consequent upon the 
necessity of transmitting superjacent weight through 
these several parts in the erect posture. 

When the rickety child attempts to stand, the 
curves of the long bones of the lower extremities 
become exaggerated in a planq which runs for¬ 
wards and outwards, and when still further exag¬ 
gerated by a modification in the rate of growth in 
the growing lines, produces the condition called 
bow legs. 

In some lectures published some time ago I 



formulated the following law as explaining the 
development of the deformities of rest, namely, 
“ That the several portions of the epiphysial line 
form bone at a rate which is inversely proportional 
to the amount of pressure they transmit.” This 
law applies with even greater force to the ill- 
nourished, thick, irregular epiphysial line of the 
rickety subject, since an abnormally greater amount 
of growth takes place at the parts exposed to an 
abnormally small pressure, and an abnormally 
smaller amount of bone is found at the parts ex¬ 
posed to an abnormally greater pressure than is the 
case in the non rachitic deformity. This is seen 
to perfection if one compares knock-knee as 
occurring in a lickety subject with the similar 
condition as it develops in the feeble atonic child. 

In the rickety subject, in addition to the bend- 
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ing of the shaft which does not take place in the 
feeble atonic child, the differences in the sizes of 
the two condyles of the femur, and in the two 
lateral segments of the head of the tibia are very 
much more marked in the former than in the latter. 

Knock-knee in the rickety subject is developed 
in exactly the same manner mechanically as is 
simple static knock-knee. It consequently can 
only develop after the child has learnt to stand 
and walk, and does not therefore so readily occur 
in infants who have been badly nourished at an 
early period of life as in those who have been 
imperfectly fed at a later period of life. 

The same distinctions in the character and rate 
of bone formation at the epiphysial lines exists 
between lateral curvature and flat foot, when they 
occur in rickety and in non-rickety subjects, though 
it is perhaps not so easily observed as it is in the 
case of knock-knee. 

One thing we must bear in mind constantly, and 
that is that phimosis, the changes in the skeleton 
which are called rachitic, hernia, hydrocele, the 
deformed abdomen, and the many other conditions 
alluded to in the above, are simply the result of 
indigestion due to improper feeding. 


A CLINICAL LECTURE 

ON 

DISEASES OF THE FEMALE 
BLADDER; CYSTITIS AND 
VESICAL CALCULI. 

By T. MORE MADDEN, M.D., F.R.O.S. Ed., 
Obstetric Physician and Gynaecologist Mater Misericordiae 
Hospital, Dublin ; Examiner Conjoint Board Royal College 
of Surgeons and Apothecaries Hall, Ireland ; Consulting 
Physician to the Children’s Hospital, etc., etc. 


Gentlemen, —The great prevalence of cystitis 
as observed in gynaecological practice is well ex¬ 
empli fled in the adjoining wards, where you may 
have noticed that nearly one-third of the beds 
under my charge are at present occupied by cases 
of this disease. A brief account of the etiology, 
symptoms, and treatment of this and other vesical 
complaints in women will, therefore, furnish a suit¬ 
able subject for to-day’s lecture. Not only is 
cystitis thus frequent among females, but, more¬ 
over, in them it not unusually assumes a graver 
pathological importance than is commonly the case 


with the same complaint in patients of the opposite 
sex. As observed in our special line of practice, 
cystitis is most generally met with as a complication 
of vulvar or vaginal inflammatory conditions; of is 
due to mechanical causes, such as uterine dis¬ 
placement, or the unduly protracted pressure of 
the foetal head during the second stage of labour. 
It may also result from renal or vesical structural 
diseases and calculus, or from the effects of cold 
or local injuries, and from reflex irritation. Another 
frequent cause of this disease is vesical irritation 
consequent on the long delay in complying with 
the call of micturition to which women are so 
generally trained, or which may be occasioned by 
accidental circumstances. 

Symptoms .—Few of the complaints to which wo¬ 
men are subject occasion greater suffering and are 
more difficult to deal with by the measures gen¬ 
erally recommended than this. 1’hese symptoms 
were well illustrated in the instance of a girl, 
18 years of age, whose case was brought under 
your notice in St. Angela’s Ward. Before being 
sent up to us she had been under treatment 
for upwards of two years, and when admitted 
was suffering from a constant, teasing, dull, 
suprapubic pain, extending down the pelvis, and 
giving rise to distressing tenesmus, as well as al¬ 
most continual desire to pass water, with no relief 
on each occasion, micturition being attended with 
acute pain, straining, and inability to void the last 
drops of urine. In this way the poor creature has 
become the victim of such almost unremitting tor¬ 
ture night and day as to break down her general 
health, and reduce her from a plump, good-looking 
girl, as we were assured she was before the disease 
began, to a wretched, cachetic, careworn, despon¬ 
dent-looking object whose life is a positive burden 
to herself. On examination we found the urethral 
orifice and canal patulous and inflamed, the mucous 
membrane in a state of hypertrophic ectropium, 
prolapsing through the gaping meatus. The lining 
membrane of the bladder was in a similar unhealthy 
condition, and the organ itself so contracted and 
irritable that it was with difficulty and the causation 
of much pain that we were able to inject into it 
little more than a couple of ounces of tepid water, 
which was immediately expelled with spasmodic 
force. 

Such, Gentlemen, is the history of a typical case 
of cystitis, of which you will too often meet the 
counterpart in your future gynaecological practice. 
I may add that I have little doubt, however, that 
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we shall be able to send this patient home within a 
few weeks completely free from her present suffer¬ 
ings. Before referring to the method by which this 
result will, I trust, be attained, I must return to 
the general course of the disease under considera¬ 
tion. In the first stage, then, of the complaint, the 
urine is commonly turbid and alkaline, and as the 
vesical irritation develops into structural disorder 
the water becomes abominably foetid and ammonia- 
cal, as well as scanty, high-coloured, and, later on, 
generally tinged with blood or laden with muco¬ 
purulent matter, which becomes semi-gelatinous 
on cooling. 

Treatment .— I have already observed that, as 
met with gynaecologically, cystitis is not only more 
frequent, but is also more intractable in its man¬ 
agement than is the case with the same disease in 
men. In the majority of the former instances 
cystitis occurs as a secondary affection consequent 
on vulval, vaginal, or uterine disease, to the 
removal of which your primary attention must be 
directed. This being attended to, at the same 
time the vesical pain and spasmodic irritation may 
generally be in some measure allayed by clearing out 
the rectum by enemata of warm water or thin gruel, 
after which a Morphia or Belladonna suppository 
should be introduced, or a Starch injection with 
from twenty to thirty drops of Nepenthe may be 
thrown up. In most cases opiates will be required, 
and one of the best of these is the old-fashioned 
Dover’s powder, given in four grain doses twice or 
thrice daily. In all cases absolute rest in bed, with 
frequently-repeated long-continued warm hip-baths 
and plenty of diluents, such as barley-water, flax¬ 
seed tea, or gum-water, will be essential. In very 
many instances the employment of Boric Acid, 
in ten or fifteen grain doses three or four times 
a day, will be found most useful in correcting the 
abnormal state of the urine and allaying vesical 
irritation. 

In chronic cystitis where the diseased mucous 
membrane secretes the thick gelatinous exudation 
already alluded to, active local treatment is always 
indispensable, and great relief may often be 
afforded by washing out the bladder with a weak 
Carbolized or Boric Acid injection or with plain 
warm water. 

This, however, can be regarded only as an 
adjunct to the more active local treatment required, 
—namely, the direct application to the diseased 
mucous surface of the bladder, after free dilation 
of the urethra, of a solution of Boro-Glycerin, or 


else of Glycerin of Carbolic Acid. This generally 
causes severe pain for some hours after its use, 
and in many cases may prove sufficient to effect 
a cure. 

It occasionally happens, however, that these 
measures fail to relieve the sufferings of acute 
cystitis. In some cases of this kind we may have 
recourse to the formation of an artificial .fistula, 
through which the urine drains away as rapidly as 
secreted, thus affording absolute rest to the diseased 
bladder, and giving the patient *a reasonable ex¬ 
pectation of escape from otherwise probable death 
from extension of the disease to the kidneys. 
This plan of treatment, although previously 
suggested by Dr. Parker, of New York, was first 
successfully carried out for the relief of cystitis in 
women by Dr. Emmet on the recommendation of 
the late Dr. Marion Sims, and since then has been 
largely adopted by other gynaecologists. 

In the large number of cases of cystitis which I 
have had occasion to treat, I have myself met with 
comparatively few instances in which the formation 
of a fistulous opening appeared to be called for. 
In most of these cases it was successful in its 
result, and was carried out in accordance with Dr. 
Emmet’s directions, which may be here recapitu¬ 
lated. This operation, although by no means very 
protracted or difficult in its performance, should, 
as a rule, be performed under the influence of an 
anaesthetic, with the patient on the left side, and 
the anterior wall of the vagina fully exposed by 
means of a large-sized duck-bill speculum. A 
sound, somewhat abruptly curved an inch and a 
half from its extremity, must be introduced into 
the bladder and held by an assistant. While the 
point of this instrument is firmly pressed in the 
median line against the base of the bladder, a little 
behind the neck, the projecting tissue on the 
vaginal surface must be seized with a tenaculum, 
and divided by a pair of scissors directly on the 
point of the sound until it can be passed through 
into the vagina. With the sound remaining in the 
opening as a guide, one blade of a pair of scissors 
should be passed into the bladder, and the vesico¬ 
vaginal septum be divided backward in the median 
line. The object in cutting on the point of the 
sound is to be sure that the bladder and vaginal 
surface are divided in corresponding incisions, for 
there is so much mobility of one surface over the 
other that it is exceedingly difficult to enter the 
bladder unless the parts are thus transfixed. The 
median line has been preferred for the location of 
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the incisions, since it is not likely to include any 
large blood-vessels, unless the opening be extended 
too near to the cervix uteri or to the neck of the 
bladder. In theory there is no necessity for an 
opening larger than that equal to the area of the 
two ureters; in practice, however, it is found that 
it must be greater at first than this, from the fact 
that, in spite of all the care that can be taken to 
prevent it, a large portion of it will close too soon. 
Moreover, at first it is a great advantage to have 
an ample opening through which the accumulated 
mucus in the bladder may be easily washed out. 
It is very seldom that much bleeding follows this 
operation, unless, as just stated, the incision is ex¬ 
tended too far in either direction. When a vessel 
h is been divided, the haemorrhage may generally 
be readily arrested by introducing a silver suture, 
so as to include a fair amount of tissue beyond 
the angle of the wound and twisting it sufficiently 
tight. 

Various means have been suggested for keeping 
the artificial opening patulous. In some cases 
Dr. Emmet formerly used a glass stud or eyelet, 
half an inch in diameter, and not unlike a spool 
in shape, which was buttoned into the slit, while 
the vaginal rim prevented its slipping into the 
bladder. If used it should be made from the 
finest quality of Bohemian glass, for if the least 
amount of lead or any other impurity exists in the 
glass it will in a few hours become encrusted with 
a sabulous deposit from the urine, and increase 
greatly the irritation. Hence Dr. Emmet at first 
relied on the careful introduction of the finger 
night and morning, but after a few days, when the 
irritation of the parts had somewhat subsided, the 
urine being at the same time in better condition 
and the wound beginning to close, he then em¬ 
ployed the glass stud. More recently, however, he 
has ceased to employ this, and now keeps the 
fistula open by simply stitching the vesical and 
the vaginal mucous membranes together. Some 
authorities recommend the use of the thermo¬ 
cautery for the same purpose. 

If resorted to before the disease has advanced 
so far as to extend to the kidneys, this operation, 
Dr. Emmet’s directions for which I have just cited, 
is, says that eminent surgeon, “ as free from risk 
as any in minor surgery. Even under more un¬ 
favourable circumstances the risk of the operation 
is justifiable, for by it life may be prolonged and 
a great degree of comfort obtained in obviating 
the persistent efforts to empty the bladder.” For 


my own part, however, whilst fully recognizing the 
advantages that may be derived from Emmet’s 
operation in certain otherwise irremediable in¬ 
stances of cystitis, I am convinced from my own 
experience that in this country at least the pro¬ 
portion of cases in which this procedure is required 
is much smaller than appears to be found in 
American practice. 

(To be concluded\) 


A CLINICAL LECTURE 

ON 

ADENOID VEGETATIONS OF THE 
NASO-PHARYNX, AND THEIR 
SIGNIFICANCE. 

By P. McBRIDE, M.D., F.R.OP.E., F.R.S.E., 

Aural Surgeon and Laryngologist, Royal Infirmary, 
Edinburgh. 


Gentlemen, —You have seen during this session 
a considerable number of cases of adenoid vegeta¬ 
tions, and some of you have seen many of these 
cases operated upon, always, I think, with resulting 
benefit to the patients. 

These vegetations are simply overgrowths or 
hypertrophies of Luschka’s tonsil, a layer ot 
lymphoid tissue situated between the orifices of 
the Eustachian tubes, and thus lining the vault of 
the pharynx. Every now and then we meet with 
an author who describes hypertrophy of Luschka’s 
tonsil, as something distinct from adenoid vegeta¬ 
tions, and I cannot but think that such descriptions 
must rest upon misapprehension, both of anatomy 
and pathology. In a clinical lecture it would be 
out of place to enter into morbid anatomy at any 
length; suffice it to say that the structure of these 
adenoid hypertrophies is similar to that of the 
tonsils with this exception—that in the latter the 
crypts are more constant and more regular. In 
macroscopic characters there is a considerable 
difference between a portion of hypertrophied 
adenoid tissue removed from the vault of the 
pharynx and a piece of enlarged tonsil, the former 
being much softer, having, in fact, almost a 
gelatinous consistence. This difference is, how¬ 
ever, accounted for partly by the fact that adenoid 
vegetations project downwards from the vault of 
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the pharynx, and thus tend to become oedematous 
and partly by Luschka’s tonsil being ab initio a 
softer structure than the faucial tonsil. 

It is very questionable whether we can derive 
much profit from a consideration of the etiology of 
adenoids, as they are often called. We know that 
they may occur in quite young infants, but that 
our most common typical examples are met with 
between the ages of 3 and 13. We not uncom¬ 
monly are told that the liability to catch repeated 
colds dates from some previous illness, such as 
measles, whooping-cough, bronchitis, etc. Appar¬ 
ently there is a very distinct tendency towards 
diminution of the adenoid hypertrophy after 
puberty, but in our clinics here and in private 
practice I meet with quite a number of more or 
less marked cases occurring in adults. 

In children the disease—if we may so term a 
simple hypertrophy of a normal structure—usually 
first manifests itself by a tendency to catch cold. 
The evidences of catarrh are usually those of a 
common cold in the head, but it is by no means 
uncommon to be told that every now and then 
these colds are associated with croupy cough and 
nocturnal dyspnoea. 

If the condition be marked there is more or less 
constant evidence of impeded nasal respiration— 
such as snoring, restlessness during sleep, heavy 
breathing and nasal speech, the letters m and n 
tending to be pronounced b and d. Sleep is often 
disturbed; and sometimes the parents complain that 
the child makes disagreeable sounds while eating. 
This last-named symptom is probably due in part 
to the presence of mucus in the naso-pharynx and 
in port to interference with the free movements of 
the palate. There is often, too, an abnormal 
discharge from the nostrils, necessitating a frequent 
resort to the pocket-handkerchief. In certain 
cases there can be no doubt that the catarrh thus 
kept up in the upper air passages tends to 
spread into the trachea and bronchi. If, as is 
frequently the case, there be co-existing enlarge¬ 
ment of the tonsils, deficient expansion of the 
lungs, due to want of proper air supply, may give 
rise to permanent changes in the shape of the 
thorax, such as pigeon-breast; but I suspect that 
both conditions must be present before this 
deformity can be produced, excepting, of course, 
indirectly from frequent repetition of bronchitis, 
which as we have just seen may be due to the 
presence of adenoids. 

One of the most important—indeed, the most 


important—symptom of adenoids is deafness. 
Strangely enough it is by no means constant even in 
marked cases, while it may exist where only a 
small quantity of adenoid tissue is present. The 
patient is usually stated to be deaf, and to become 
more so during a cold. In these cases the impair¬ 
ment of hearing is at first noticed only when some 
increase of the adenoids, due to catching cold, 
according to popular parlance, has occurred. 
Gradually it is found that after each attack of this 
kind the patient hears a little worse than before, 
and finally the hearing remains impaired. On 
examining the ears in these cases the tympanic 
membranes may be simply found indrawn, or they 
may be thickened as well. If the use of Politzer’s 
air-bag immediately improves the hearing power, 
we may be almost certain that removal of the 
adenoids will restore the hearing at least to the 
point reached by inflation. If little or no improve¬ 
ment follows the use of the air-bag we may still 
expect improvement to follow the operation, but 
we cannot be quite certain as to the result. 

Occasionally, instead of finding the tympanic 
membrane simply indrawn, we perceive evidence of 
the presence of serous fluid in the middle ear. 
In such cases I have found that, as a rule, this 
disappears without paracentesis, after removal of 
adenoids. Again, repeated attacks of subacute 
middle ear catarrh, sometimes leading to actual 
perforation of the membrane, and always leaving 
some temporary increase of deafness, may be com¬ 
plained of. These, too, cease after removal of the 
naso-pharyngeal hypertrophy. In certain cases of 
chronic suppuration of the middle ear, there can 
be no doubt that removal of adenoids causes im¬ 
provement, both as to hearing power and discharge, 
or, perhaps I should say, renders the latter more 
amenable to local treatment. 

A symptom which has been a good deal insisted 
upon of late is the inability to learn, evidenced by 
some children who suffer from adenoids. This 
condition has been spoken of as aprosexta , and 
ascribed to mechanical interference with the 
lymphatic circulation of the brain. It has always 
appeared to me that alike the name and the ex¬ 
planation are somewhat far-fetched. I venture to 
say that in most cases the explanation is simply 
that the patient is, if not deaf, yet not quick of 
hearing; perhaps in very aggravated cases, associated 
with enlargement of the tonsils, the deficiency of 
oxygen supply, associated or not with deafness, is 
also a part factor. 
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Occasionally we find the presence of adenoids 
associated with the existence of large glands in 
front of the sterno-mastoid. In one of my cases 
there had been a large gland in this situation for 
months, which disappeared soon after the removal 
of the naso-pharyngeal hypertrophy. 

These, then, Gentlemen, are the most salient 
symptoms of adenoid vegetations. As rare pheno¬ 
mena described by some authors, may be mentioned 
nocturnal incontinence of urine, nightmare as dis¬ 
tinguished from mere restlessness, which is common 
as we have seen, and stammering. I do not for a 
moment mean to say that the concurrence of 
adenoids and stammering in the same individual 
is rare, because there are many stammerers, and 
also many who suffer from adenoid vegetations. 
At the same time I believe that those instances 
where removal of adenoids causes cure of stam¬ 
mering are extremely rare. I do not think either 
that the so-called nasal reflex neuroses can often 
be traced to adenoids. 

Let us now turn to the objective evidences of 
the affection we are considering. The child 
usually in very marked cases bears the diagnosis 
in its appearance, so that even the merest tyro 
may suspect the existence of the condition. The 
open mouth and hanging lower jaw are extremely 
characteristic; very often too the features are 
pinched and the palate arched and narrowed, so 
that the teeth of the upper jaw are crowded. On 
looking into the mouth, the observer may often 
notice a bulging forward of the soft palate, so that 
an unusually large distance intervenes between the 
palate and the posterior wall of the pharynx. The 
tonsils are often large, but sometimes marked 
adenoids exist without enlargement of the feudal 
tonsils. I may here remark, however, that I con¬ 
sider it very rare to find the latter without the 
former. I do not by any means wish to dogma¬ 
tize as to this point, but such has been my expe¬ 
rience. On inspecting the posterior wall of the 
pharynx smooth oval raised nodules will often be 
seen, and when these occur in children their 
presence gives reasonable grounds for suspecting 
naso-pharyngeal adenoids. My next step is usually 
to examine the anterior nares. It is no uncommon 
thing to find enlargement of the inferior turbinated 
bodies which is usually due to erectile swelling, 
and disappears spontaneously after removal of the 
adenoids. In this connection it is important to re¬ 
member that true hypertrophic rhinitis is extremely 
rare in children. Indeed, the vast majority of 


cases of nasal obstruction in childhood are due to 
naso-pharyngeal glandular hypertrophy. Having 
reached this point in our examination, the presence 
of adenoids may be ascertained by one of two 
methods, viz. (i) posterior rhinoscopy; (2) digital 
examination. 

In tractable children diagnosis by means of the 
mirror can usually be made, because, as we have 
seen, there is generally a marked interval between 
the palate and the posterior wall. In marked 
cases the upper part of the nasal septum is seen 
to be obscured by a cushion of a reddish colour, 
ridged and furrowed in various directions. There 
is also usually a good deal of excessive mucus 
secretion, and often the Eustachian orifices are 
either indistinct or indistinguishable. Very rarely 
the whole naso-pharynx is seen to be filled by an 
irregular mass which permits no view of other 
parts. It has been stated that the diagnosis can 
be made by means of anterior rhinoscopy, but 
excepting by the employment of some such in¬ 
strument as ZaufaPs speculum, which few patients 
can tolerate, I do not conceive that this can be 
done with anything like accuracy; although, doubt¬ 
less, after having informed oneself of the presence 
of adenoids by other methods, it is often easy to 
see the hypertrophied tissue, or rather, a portion 
of it. To recognize it as such is however the 
difficulty. 

Digital examination is the method which is most 
commonly employed. The patient is either seated 
or on the mother’s knee, while the hands should, 
if possible, be held. The surgeon places himself 
to the patient’s right, passes his left arm round the 
child’s neck, so that the head rests on the hollow 
of the elbow, which should be protected by a 
towel. With the left hand a portion of the cheek 
is pressed between the opened teeth, while the 
right index finger is rapidly passed behind the 
palate. Pressing the left cheek between the teeth 
may be done with such gentleness that no pain is 
inflicted, and unless some such precaution be 
taken many a severe bite will be received. The 
manoeuvre is unobjectionable, as it is only in 
refractory patients that any force need be used. 
The finger behind the palate will immediately 
come in contact with a soft mass of tissue which 
is extremely friable, and has almost a gelatinous 
feel. So soft indeed is the tissue that even after 
the most gentle manipulation more or less bleeding 
usually occurs. Occasionally in older patients the 
tissue is somewhat harder and less vascular, but 
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compared with a fibrous tumour it is always 
undeniably soft. 

It is extremely unlikely that with moderate care 
the chain of signs and symptoms described can 
escape notice. There are, however, certain con¬ 
ditions depending upon, or traceable to adenoid 
hypertrophy which cannot be so readily detected. 

Occasionally it is found that obstinate ear 
affections are kept up by a very small quantity of 
adenoid tissue which is, however, so situated as 
to press upon the upper margins of the Eustachian 
tubes, and which can, on rhinoscopic examination, 
be seen to do so. In these cases frequently no 
symptoms of nasal obstruction are present, 
although there is usually a marked tendency to 
catch cold. 

I have, also, in a grown-up young lady, who 
certainly complained of some degree of stuffiness, 
found the chief complaint to be of foetor. This 
was not a subjective sensation, although at the 
time of her examination it was absent, as her 
statement was borne out by that of others. In 
this case I found a pad of adenoid tissue in the 
naso-pharynx, a tendency to the crusting of secre¬ 
tion in the same situation, and some amount of 
atrophy in the mucosa of the anterior nares. 
Removal of the adenoid cushion, however, cured 
all her symptoms, including the foetid breath. 

Very commonly obstinate naso-pharyngeal catarrh 
is kept up in adults by the remains of adenoid 
tissue in the naso-pharynx. This can usually be 
detected by rhinoscopy, as an irregular surface 
projecting more or less from the vault of the 
pharynx. 

Some years ago, Tornwaldt described as disease 
of the bursa pharyngea, a group of pathological 
conditions which are now believed to be due to 
changes in Luschka’s tonsil. As I mentioned 
before, this is when hypertrophied seen to be 
ridged and furrowed in various directions. One 
furrow is, however, more or less constantly present 
extending in the middle line running from before 
backwards. It would appear that by inflammatory 
adhesion of its margins a canal may result. Torn¬ 
waldt found that certain cases of naso-pharyngeal 
catarrh, associated with the presence of a crust in 
the vault of the pharynx, were due to the inspissation 
of matter which exuded from an orifice situated 
in the middle line. He effected a cure by en¬ 
larging this orifice usually by means of the electric 
cautery. Sometimes cystic tumours of this region 
have been found, which in the light of the most 


recent investigations most probably depend upon 
the formation of a closed cavity from adhesions of 
the margins of Luschka’s tonsil. 

Probably enough has been said to prevent 
mistakes in diagnosis with regard to adenoid vege¬ 
tations. The history of the case and the objective 
evidences usually prevent any possibility of error. 
If the tumour be really of the soft gelatinous con¬ 
sistence there is only one condition which it can 
simulate, viz., sarcoma; this form of tumour is 
fortunately extremely rare, and in those cases 
which I have seen is altogether wanting in the 
furrows and ridges so constantly present in adenoid 
hypertrophy. It is true these inequalities are not 
always to be made out by the finger, but the 
mirror will reveal them. Polypi and fibrous 
tumours can be made out either by the mirror or 
by digital examination; both appearance and 
consistence prevent these being mistaken for 
adenoids. It is true that as before stated, adenoid 
tissue in older patients is sometimes of a some¬ 
what firm consistence, but this hardness is merely 
relative. Besides, in such instances the ridges 
and furrows can be both seen and felt. 

Prognosis need not detain us long; excepting for 
indirect ill effects, e.g ., imperfect oxygenation of the 
blood and repeated catarrhs, there is no danger 
directly to life and health. On the other hand, 
the nasal obstruction will, in a child who suffers 
from adenoids, probably go on until or even after 
puberty; so will also the other ill effects, excepting, 
perhaps, the fits of croupy cough sometimes met 
with. The most serious effects are those upon the 
ears, and if the cause be not removed more or 
less marked permanent deafness may ensue. With 
regard to prognosis, too, it is important to note 
that climate and even weather have a very marked 
effect on the symptoms, which are worse in a moist 
atmosphere than in a dry one. Thus the inland 
patient will probably get worse on going to the 
seaside—although I have known of one instance 
in which exactly the reverse occurred—and the 
symptoms are usually more marked in winter than 
in summer. 

As the only treatment of adenoids attended with 
any success is operative interference, it is necessary 
to say a word of warning with regard to indications. 
A certain amount of adenoid tissue is, of course, 
always present, and I suspect that in children this 
is usually found in larger quantity than in the 
adult. We must, therefore, estimate the necessity 
for interference purely in relation to the symptoms 
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produced. Of these the most important is Eus¬ 
tachian obstruction, leading to deafness. Again, 
if the condition be so marked as seriously to inter¬ 
fere with speech and respiration, operative inter¬ 
ference is indicated. Obstinate naso-pharyngeal 
catarrh in the adult too may necessitate removal of 
the remnants of adenoid tissue. Finally, if we find 
a localized catarrh of the pharyngeal vault due to 
the remains of the median cleft, we may require to 
attack this part with a curette or the electric 
cautery. 

In typical adenoids the best method of operat¬ 
ing is, I believe, by means of Gottstein’s curette. 
In adults, where the chief complaint is of naso¬ 
pharyngeal catarrh, the operation may be carried 
out without chloroform, as one introduction of the 
instrument is usually sufficient. Cocain may be 
employed, but its efficacy seems to be slight in 
relieving the pain for this particular operation. 
The curette is introduced so that the base of the 
triangle is as nearly as possible in contact with the 
septum. The instrument is pressed against the 
upper and posterior wall of the naso-pharynx and 
rapidly withdrawn, the pressure being kept |up. 
The head of the patient is then thrown forward to 
facilitate expectoration of the removed tissue. It 
sometimes happens that the mass, instead of being 
quite detached, remains adhering by a tag, in which 
case it should be seized with dressing forceps and 
removed. By means of this operation, no doubt, 
the main obstructing mass is taken away, and both 
in adults and in children great relief of nasal 
respiration ensues. In some cases, too, where the 
adenoid tissue is seen to form a circumscribed 
raised cushion between the Eustachian orifices, it 
is all-sufficient. When, however, deafness due to 
Eustachian obstruction is the chief symptom I 
hold that it is important to remove all the adenoid 
hypertrophy, especially when, as is usually the 
case, its lateral margins are in actual contact with 
the Eustachian orifices. It is then desirable to 
operate under chloroform. The patient is anaes¬ 
thetized, and placed with the head over the edge of 
a table so that a good illumination of the mouth is 
possible. A gag is inserted, and the curette intro¬ 
duced as before, but, if necessary, its introduction 
is repeated. After this all the remaining adenoid 
tissue—which to the educated touch is easily dis¬ 
tinguishable—is scraped away by means of the 
finger-nail. It is worthy of note that in these 
chloroform operations a good deal of the tissue is 
swallowed in 6pite of the dependent position of 


the head; indeed it is by no means common to 
recover the main mass of the growth in one piece. 
Careful sponging is necessary to keep the larynx 
clear of blood, and it is my custom to maintain the 
patient in position until the reflexes are established. 
Whenever crying, coughing, or clearing the throat 
begin the head is put upon a pillow, and the bleed¬ 
ing, which during the operation is usually very 
free, ceases. A word of caution may be here 
added as to the introduction of the gag. The 
surgeon is often called upon to operate in children 
whose milk teeth are loose. When this is the case 
care should be exercised to prevent them from 
becoming displaced and falling back into the 
throat. 

I have not, so far, encountered dangerous 
haemorrhage, but should I do so, would simply 
plug the naso-pharynx with Iodoform gauze. 

Where the mass to be removed is very large 
the main bulk may be taken away with Woake’s 
or Kuhn’s forceps, and then the curette and 
finger-nail employed as before. 

I have a very distinct objection to curettes 
which cut from side to side of the naso-pharynx, 
as their use might easily lead to injury of the 
Eustachian tubes. These structures are, on the 
other hand, safe, if either Gottstein’s curette or 
forceps be employed, provided the operator pays 
due attention to the topographical anatomy of the 
naso-pharynx. 

So far I have not met with any serious results 
from operating on adenoids. Sometimes the 
temperature may rise and remain elevated for a 
day or two, occasionally a more or less marked 
middle ear catarrh may ensue; but, if properly 
treated, no permanent ill has followed in any 
hands. I have, once or twice, just after the 
operation was concluded, seen a marked tendency 
to syncope,—and from the opinions expressed by 
authorities for whom I have a great respect, I 
gather that the most serious consequences may in 
this way ensue,—but a hypodermic injection of 
Ether has, in these instances, restored the activity 
of the circulation. 

Very little after-treatment is required. The 
patient is kept on a low diet for a day or two, and 
as soon after the operation as possible, fruit ices 
may be given—as being both palatable and bene¬ 
ficial. Authors are divided in opinion as to the 
advantages and disadvantages of syringing the 
nostrils. I sometimes use a weak solution of 
Boracic Acid for this purpose, especially if there 
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is any rise of temperature, or if there be reason to 
suppose that there is much blood clot in the nasal 
chambers. It is true that unless this be carefully 
done there is some risk to the middle ear, and 
therefore it should be avoided in intractable 
children unless indispensable. The after-effects 
of the operation are slight. For a day or two 
there remains some nasal obstruction due to 
swelling of the turbinated bodies, but this soon 
disappears. For a time, too, there is more or less 
hypersecretion * hich also usually passes off in a few 
days. At no time is there usually much pain or 
swelling, unless the tonsils have also been removed. 
When the latter are hypertrophied, however, I 
usually remove them at the same time. When 
they are very large I attack them before the ade¬ 
noids ; but where their dimensions are moderate, 
so that they do not interfere with the introduction 
of the curette, I prefer to take them away at 
the close of the proceedings, as in this way loss 
of blood is avoided. When the tonsils are re¬ 
moved before the adenoids the bleeding is very 
free, and the second part of the operation must be 
done as quickly as possible. 

I have not referred to such other methods of 
operating as the finger nail, which can only be 
satisfactory in very slight cases, the artificial finger 
nail, sharp spoons, etc., because I consider the 
method indicated as being both safer and better. 
Treatment by local applications and internal reme¬ 
dies must obviously be only palliative, so that we 
need not further discuss such methods. 


CLINICAL NOTES. 

(Specially reported for The Clinical Journal. Revised in 
each case by the Author.) 

-*- 

WITH MR. COWELL IN THE WARDS 
OF THE WESTMINSTER HOSPITAL. 


Ununited Fracture of the Patella. 

This is an interesting case of ununited transverse 
fracture of the patella. He is a bricklayer by 
occupation, and is 46 years of age. About six 
months ago he fell a distance of 30 feet, fracturing 
both patellae. He was treated for this at a Cottage 
Hospital, but came here a fortnight ago. I found 
that no bony union had taken place, and that the 
fragments of the left patella were separated by a 


space of nearly inch, thus rendering the limb 
useless, as it frequently doubled up under the 
patient when the weight of the body was thrown 
upon it. As he had come here with a view of 
operation, he was taken in, and I performed the 
operation of wiring the fragments. I made a 
longitudinal incision over the patella and carefully 
separated the fragments from their adhesions. I 
found that the upper and smaller fragment had 
been inverted, so that the fractured surface was 
turned inwards towards the joint and had become 
firmly fixed in that position. It was disengaged 
with some difficulty, and the whole of the new 
material was removed by means of a fine saw from 
the fractured fragments, so as to obtain two fiat 
surfaces of bone. The fragments were then wired 
together by silver wire. In consequence, however, 
of the tendency to inversion of the upper fragment, 
the silver wire gave way, and I had to use in its 
place some stronger iron wire. The bony frag¬ 
ments were then successfully fixed in apposition; 
the wound was closed with horse-hair sutures, and 
a short piece of drainage tubing was inserted 
at the lower end of the wound. The operation 
was performed with the strictest antiseptic pre¬ 
cautions ; the wound was dressed the next day, and 
the tube removed On the eighth day after the 
operation the sutures were removed; there had 
been no rise of temperature, and the patient had 
not complained of any pain. The knee will be 
put up in plaster of Paris. 

In this case the inversion of the upper fragment 
would have effectually prevented anything even 
like ligamentous union, and it illustrates the 
importance of dealing with these fractures in a 
thoroughly efficient manner. 

I treated a recent case of transverse fracture of 
the patella in a woman, aet. 43, which you will 
see in another ward, by the method advocated 
by Mr. Arthur Barker, a method which I have 
found very satisfactory in several cases. A small 
lateral incision was made on each side of the 
gap between the fragments; a curved needle 
was introduced through one wound and passed 
laterally through the tendon attached to the upper 
fragment, and brought out through the other 
wound, keeping the needle as near the bone as 
possible. The needle was then threaded with a 
piece of stout silk, carefully sterilized for the 
purpose, and withdrawn. The needle was similarly 
passed through the tendon, close to the lower 
fragment, the silk placed in position in the sa ne 
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way. After carefully pressing out the blood 
between the fragments, the surfaces were brought 
into apposition by firmly tying the upper and lower 
ligatures together. 

I regard this as a most satisfactory operation, 
for recent cases of transverse fracture, as if the 
ligatures are properly adjusted there is no tilting of 
the fragments; they cannot become separated, and 
so firm osseous union is secured. 


Amputation of Thigh. 

This man, of advanced life, strained his knee 
about seven months ago. He was sent here on 
account of great pain in the joint, and inability to 
use the limb. The joint was considerably swollen, 
the thickened tissues being soft and degenerated. 
There was distinct grating between the femur and 
tibia. I decided to amputate the limb at the 
junction of the middle and lower thirds of the 
femur. I call your attention to the very satis¬ 
factory shape of the stump—the result of the 
square flap method, always adopted by me in this 
amputation. The anterior flap was shaped rapidly 
by the knife, and was of good length ; the lower 
half was composed of skin, and the upper half of 
skin and muscle, the latter gradually increasing in 
thickness from below upwards. The posterior flap 
was made by transfixion in such a way that a thin 
layer of muscle was preserved with the skin, its 
shape being square so as to exactly correspond with 
the anterior flap. Although the flaps were made 
the same length, the posterior has contracted to a 
greater extent, and so prevents the cicatrix from 
being opposite the end of the bone. By having 
equally square flaps all conicity of the stump is 
avoided, and the facile way in which the edges of 
the wound come together favour a rapid union. 
In the last case thus operated on by me complete 
healing took place in fifteen days without any 
suppuration. The operation must, of course, be 
done with strict antiseptic precautions. After the 
operation I place a drainage tube through the 
stump to allow of thorough drainage. Horse-hair 
sutures are used, and pads are placed on each side 
of the wound, so as to allow oozing to take place 
between them. I remove the tube on the occasion 
of the first dressing, twenty-four hours after the 
operation, seven days being allowed to elapse 
before the wound is again dressed. The last four 
amputations of the thigh done in this way have all 
healed within fifteen days. 


Removal of Half the Tongue for Epi¬ 
thelioma. 

This patient had only noticed a small ulcer on 
the left side of the tongue about six weeks before 
admission. It was then oval in form, about three- 
quarter of an inch in length, and undoubtedly epi¬ 
thelial in character. He has been a smoker, and 
there is no evidence of syphilis. A broken tooth 
was most probably the source of irritation. The 
whole of the anterior portion of the left half of 
the tongue was removed; scissors being used for 
splitting up the tongue and the galvano-cautery 
for the removal. There was very little haemorrhage 
and the patient made an uninterrupted recovery. 
The glands were not affected. I think the 
galvano-cautery especially suitable for this class of 
case, but generally prefer the scissors or the 
chain ecraseur as less likely to be followed by 
haemorrhage. 


Resection of Elbow Joint for Tubercular 
Disease. 

The patient, a girl aet. 20, was in the hospital 
a few months ago, when a sinus communicating 
with the right elbow joint was laid open and the 
joint was sharpspooned and secured on a 
rectangular splint. The patient was sent to the 
seaside for two months. At the end of that 
time the joint again became hot and painful, and 
the girl was readmitted to the hospital. The joint 
was again examined. It had become more 
swollen, and on passing the finger into the joint 
it was found to be disorganized, and a rough 
surface of carious bone could be felt. Excision 
was at once performed, including the articular 
head of the radius, which was healthy. The arm 
was placed over a pillow. The wound was 
dressed twenty-four hours later and the tube re¬ 
moved. The temperature had come down to 
normal. The wound is now healed, and the 
patient, having been relieved of her pain, is 
rapidly improving in health. It is interesting to 
compare this case with one of primary excision 
of the elbow after compound fracture into the 
elbow joint, which I had under care a few 
months ago in the men’s accident ward, and 
which had done exceedingly well, although with 
very slow recovery of the usefulness of the arm. 
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Ladies and Gentlemen, —Mr. Hopkins has 
on this occasion provided us with some cases of 
diabetes. He has two cases here in which he takes 
great interest; and I have provided another from 
St Thomas’s/ I shall have, further, to quote other 
cases with the view of putting before you some 
general considerations as to the underlying symptom 
of diabetes, of glycosuria, its meaning, its interpret¬ 
ation, its. treatment. I will ask you now to come 
and see some of these cases with me. 

This is a patient who has come up from St. 
Thomas’s Hospital. His age is 34; he is a brewer’s 
labourer. His family history is good. As regards 
his previous history there are two things of import¬ 
ance,—one that he had syphilis fourteen years ago, 
apparently rather badly; the other, that he has 
been employed in a brewery for the last ten years, 
taking a not inconsiderable amount of beer—two 
quarts daily, he says—but no spirits. So far as he 
knows his present illness is of about one year’s 
duration. He has noticed in thit time that he has 
become weaker, and has lost weight, that he has 
suffered from thirst, that he has had a dry tongue, 
and is of opinion that he has passed an excessive 
quantity of urine. He appears to have measured 
it on one occasion, and to have found it to amount 
to thirteen pints in the twenty-four hours. He has 
also noticed a good deal of dryness of his skin, 
particularly in the legs and about the throat. You 
will see, as you look at him now, that he is thin 
and anxious-looking. He has a fresh colour. The 
tongue is large, too smooth and too red, but at the 
present moment not at all dry. 

As regards his diabetes, he has been passing, 
since he has been in hospital, a large amount of 
urine, 130-160 oz. daily, with an amount of sugar 
varying between 3,000 and 5,000 grains. Since he 
Vol. II , No. 13. 


came under treatment he has been passing daily an 
increased quantity of urine, averaging 160 oz. and 
a quantity of sugar of about 4,500 grains. In these 
respects he has clearly not as yet improved under 
treatment. 

We have here clearly a case of diabetes. I wish 
to impress on you that in all cases of diabetes we 
have to consider what may be the cause ; and, as 
bearing on that, I will ask you to join with me in 
examining his abdomen. You will observe that 
the abdomen is rather yellow-coloured ; the skin is 
very dry. T hat applies also to the skin over the 
whole body. Although the man is thin generally, 
the abdomen is not shrunken ; it is, perhaps, rather 
protuberant, and the superficial veins are consider¬ 
ably enlarged. When we examine the abdomen 
we find that, while the lower part of it is quite soft 
and easily compressible, above the umbilicus and 
from there to the xiphoid the abdomen is resistant, 
and the walls are tightened. If you feel the abdo¬ 
men whilst he breathes in and out strongly, you 
will, making pressure with the flat of your hand, 
feel a certain deep-seated resistance, and as you 
move your hand up and down, there is a suggestion 
of tumour very much in the position of the pan¬ 
creas. There is no affection of heart or lungs. I 
may here tell you that the stools contain little 
whitish masses which are proved to be fat by 
microscopical and chemical examination. There is 
no sign of any affection of the central nervous 
system excepting that the knee-jerks are absent. 
There are no cerebral signs, at all events. It is 
said that since he has been in hospital there has 
been a sweetish odour in his breath. 

This is a definite case of diabetes. We have the 
passage of a large daily quantity of urine; the 
presence in it of a large quantity of sugar; and 
the characteristic condition of the skin, with the 
association of these enlarged veins, the resistance 
in the epigastrium, and the fat in the stools. 

In all probability the cause here is pancreatic. 
There is a strong suggestion of the man having 
mischief about the pancreas, and a great proba¬ 
bility that the mischief is of syphilitic nature. 

The second case is that of a lad of 16, a 
printer’s boy. He seems to have been fairly 
healthy, though never strong, till he met with an 
accident in the spring of 1891. He then fell from 
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a cart and was stunned for some time. Several 
ribs were broken by the fall. He was taken to a 
hospital, and after leaving it, felt his legs were 
weak. He took employment for two weeks subse¬ 
quently at a printer’s. In two weeks more he 
began to have thirst and polyuria. In this case 
the urine is of increased quantity, about 120 oz. a 
day, of a high specific gravity, 1,040, and contains 
plenty of sugar, of which, however, the exact quan¬ 
tity has not been estimated. He has great thirst 
and a large appetite. His tongue is rather large 
and furred, and red at the edges. His breath is 
“sweet.” Since he has been in hospital his 
weight has steadily increased, and the quantity 
of urine has varied from 80 to 120 oz. From 
time to time, although his bowels have acted 
generally twice a day, he has had diarrhoea; and 
in connection with this he states that he has seen 
something like fat floating on his liquid stools. 
That neither Mr. Hopkins nor myself have been 
able to verify. 

On physical examination we have again a some¬ 
what tumid abdomen, a distinct enlargement of 
superficial veins, but no particular resistance or 
tenderness in any part; and whereas in the other 
case the knee-jerks were absent, they are present 
here. He has no cough nor any affection of the 
lungs. 

In the third case presented we have a different 
form of glycosuria. It is that of a woman, set. 43, 
whose catamenia have ceased some little time ago. 
Without any indication of previous illness she has 
gradually developed the signs of diabetes. She, 
too, has had diarrhoea from time to time. She has 
had also thirst and a large appetite. She passes a 
large quantity of urine with a considerable amount 
of sugar in it; but in this case we have to notice 
that, as well as sugar, she is passing albumen in 
considerable quantity. The urine, according to 
Mr. Hopkins, contains about one-fifth of albumen. 
She has no knee-jerk. There is a cavity at the 
apex of her left lung; and she suffers from a good 
deal of distressing cough. There is frequent mic¬ 
turition; and she is much troubled with vulval 
pruritus. 

These three cases present many of the associa¬ 
tions of diabetes and glycosuria; and I will now 
talk to you about the whole subject. 

Regarding these as cases of undoubted diabetes, 
you must understand that all cases in which the 
urine contains sugar are not necessarily cases of 
diabetes. There are a good many cases in which 


the presence of sugar in the urine is rather a 
symptom than the seal of an essential disease. I 
have seen two cases to-day which illustrate this. 
One of them is that of a gentleman who is dying 
of phthisis. He has had glycosuria certainly for 
some years ; he has no excess of urination, and the 
urine is generally of a specific gravity of about 
1,020, while the quantity of sugar present is but 
small. He was sent to me as a case of diabetes, 
having been treated for that and for nothing else. 
The apices of both lungs proved to be gready 
affected, there being a large cavity in one, and he 
is dying of that complication. He has in conjunc¬ 
tion with this a distinct enlargement of the liver. 
The cause of that is not quite clear. He has been 
in his early days a not very temperate man. He 
has not had malaria. He has not been in the 
tropics. As far as I can make out, he has had 
syphilis severely. What may be the meaning of 
the enlargement of the liver is not altogether clear, 
but I am inclined to believe that it is due to syphilis, 
and possibly to the habits of his youth. The 
second case is that of a gentleman, set 63. He 
also passes sugar, but in small quantity, without 
increase in the quantity of urine, and without in¬ 
crease in its specific gravity. He has gout. He 
came to me ten days ago with an attack of acute 
gout in the ankle; and while he had that the sugar 
disappeared from his urine. He has recovered from 
the attack of gout, and the sugar has reappeared. 
He has a somewhat enlarged liver; and I have no 
doubt that he has indulged pretty freely in all the 
good things of life, both in eating and drinking. 

When we find sugar in the urine in large quan¬ 
tity or small, it will be, as I have said, wise for us 
to try to find out fbe cause. It is a very common 
experience of mine that, whenever a man has found 
sugar in his urine, either he or his friends, and 
sometimes his doctor, will say, “ He has got 
diabetes.” Now, that is too sweeping a proposi¬ 
tion. Glycosuria is not necessarily diabetes. It is 
of the greatest importance for us in our practice to 
remember that. Diabetes being regarded as a 
malady which we can hardly cure at all, and which 
must almost necessarily prove fatal, we, so to 
speak, tend to throw up our hands when we label 
the thing diabetes ; we tend to treat it according to 
certain fixed rules, and to look on without hope. 
If, on the other hand, as I believe we ought, we 
examine systematically the urine of all our patients 
who come for our opinion, we certainly find that 
there are a great many cases in which sugar is pre- 
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sent in small quantity in the urine not constituting 
diabetes at all, there being no increase in the 
quantity of urine; but in which the presence of 
the sugar is a very great guide to us in treating the 
patient. I have long made it a practice in my own 
case of examining the urine of every patient who 
consults me, for sugar as well as for albumen. As 
I am rather demonstrating than lecturing to-day, I 
may briefly state the way in which I examine the 
urine. I use Sir George Johnson’s most practical 
method, first boiling the urine with an excess of 
saturated solution of Picric Acid for albumen, and 
then boiling again after adding some Liquor 
Potassae. This can be done in a very short time; 
and, as you know, if there be sugar present, the 
boiling with the Liquor Potassae, after the addition 
of the Picric Acid, produces a very great depth of 
colour in the urine, a dark brown colour, making 
it completely opaque. If it be completely opaque 
and impermeable to light in a small test-tube we 
may know that there is sugar present. The depth 
of the change, as determined by dilution, can be 
used for quantitative determination. Of course, 
with that indication first afforded we can make 
other tests for sugar, such as Fehling's test, or 
Trommels test, or others. The great advantage 
of this form of examination is that, supposing 
albumen to be present, we have not to coagulate 
and filter it off before applying other tests. We 
can use the Liquor Potassae without any inter¬ 
mediate proceedings. Of course, if we wish to 
use the copper tests we must first coagulate the 
albumen and filter it off, and afterwards deal with 
the filtrate. 

Taking up again our text of glycosuria we have 
to think of the various possible causes of glyco¬ 
suria, first physiological and then pathological. 
We learned a good many years ago through 
Claude Bernard that certain injuries of the 
medulla oblongata could produce glycosuria. 
Experimenting on animals he found that in a 
certain part of the floor of the fourth ventricle a 
puncture would be followed by the occurrence of 
a diabetes in the animal. 

Subsequent experimenters have shown that 
an influence of this kind is exerted also by sec¬ 
tions of the sympathetic in the neck and of the 
ganglionated cord in the thorax down to a certain 
point Not to go too far into physiology, one may 
state that the result of these several kinds of ex¬ 
periments is to produce a vasomotor paralysis in 
the arteries of the liver allowing of a larger influx 


of blood into the liver than is normal. The 
arterial blood which goes into the liver has been 
shown to contain a certain quantity of ferment 
which turns the glycogen in the liver into grape 
sugar,—probably always a certain small normal 
quantity, but, with the increased afflux of arterial 
blood, a larger and larger quantity. So that from 
this we may say to ourselves, “ the first thing we 
have to think about in considering glycosuria is 
whether there be conditions which will increase 
the afflux of arterial blood to the liver.” 

These may be in the liver itself; they may be in 
the nervous system. 

They may be in the liver itself, inducing a con¬ 
dition allied to a local inflammation; or they may 
be reflex conditions set up in the liver by irrita¬ 
tions of other organs. 

Then, again, it is pretty clear that glycosuria 
may be produced in other ways than through the 
alteration of the vascular supply of the liver. 
There are certain people who seem to be unable 
to digest any large quantity of sugar, who, 
naturally, without any disease, will turn the sugar 
that they take into grape sugar, but will only assi¬ 
milate a certain part and let another portion go 
away into the urine. Note here a possible imper¬ 
fect formation of glycogen in the liver. Next, 
there are people who appear to form an imperfect 
glycogen which is too easily broken down. 

There are thus several ways in which without 
supposing any affection of the nervous system we 
may explain the presence of sugar in the urine. 
One well-known fact is that if people take a large 
quantity of sugar of milk, and effect by means of 
that diuresis, a certain amount of sugar appears in 
the urine. 

We may note in passing that women are often 
brought into hospital who during lactation have 
acute rheumatism or other acute illness. In such 
cases we are compelled to arrest the process of 
lactation, usually by applying Belladonna to the 
breasts; and after this we commonly find that, fot 
a day or two, at any rate for about 48 hours, 
there is a distinct occurrence of glycosuria. 

These are some physiological aspects. We may 
pass now to some of the pathological, particularly 
in connection with the cases that we have just been 
seeing. 

The first case, that from St. Thomas’s, illustrates 
very well one possible form of glycosuria, in rela¬ 
tion with a probable affection of the pancreas. 
He has evidently some deep-seated induration in 
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the abdomen above the umbilicus and a little to 
the left of it. This appears to some extent to be 
pressing on the deep veins of the abdomen with 
the result of producing distension of the super¬ 
ficial veins. Again, he is passing fat in the faeces. 
The man has a very marked history of syphilis. 
There is no history in his case of injury, and there 
is no evidence at all of any primary affection of 
the liver. Now here it looks very much as if the 
man were suffering from a diabetes produced by 
some affection involving the pancreas. Of late, 
you know, this has been very much before the 
public. It has been shown that removal of the 
pancreas in animals has been followed by glyco¬ 
suria ; and there has been a good deal of evidence 
to show that, in man, diabetes has been very much 
related to affections of the pancreas. I may say 
that in this case we have been treating the case 
with Liquor Pancreaticus and with Iodide of 
Potassium. We have been working in a double- 
barrelled way. He has certainly improved a little 
in health ; but on the whole there has been rather 
an increase than a decrease in the passage of sugar. 

The second case, that of the boy, is an interest¬ 
ing one, because there seems to be a very marked 
point in his history. His diabetes commenced 
shortly after an accident in which he was stunned. 
I think it is very likely that in that case we may 
legitimately connect the diabetes with some injury 
to the medulla oblongata. It is noticeable that his 
knee-jerks are present, whereas they are absent in 
the other two cases. 

There are other things that are pathologically 
associated with glycosuria. 

(1) One may notice, as of great importance in 
this connection, gout. It is found chiefly in the 
people who have not, as a rule, very severe 
arthritis, but rather the minor symptoms associated 
with gout,—irritability of the nervous system, 
eczema, and the like. And one will very often 
find that the people who, having gout, have also 
glycosuria, cease to have the glycosuria, as I have 
already indicated, when they have any acute affec¬ 
tion of the joints. In some cases where there is 
gout and glycosuria there is some enlargement 
and some tenderness of the liver; and I am in¬ 
clined to regard the glycosuria as indicating a 
certain degree of what one may call gout of the 
liver, with actual hyperaemia of the liver brought 
about by gout, and very often by the things which 
lead to gout,—indulgence in alcohol and high 
feeding. Even without gout there are a good 


many people who, having enlargement of the 
liver due to alcoholic excess in particular, have 
glycosuria. I have several people under observa¬ 
tion now who have lived well,—too well,—who 
have taken a good deal of alcohol at all times, 
at meals and between meals, who have enlarged 
liver, and who pass sugar pretty regularly, the 
sugar ceasing if one can get them for a time to 
give up their injurious habits. 

(2) There is another very interesting class of 
people in whom the glyccsuria is hereditary . I 
have under observation a good many of these; 
and it appears to me that the heredity is complex. 
In one group the heredity is of glycosuria and 
gout; in another group a heredity of glycosuria 
and great nervous irritability, of great neurosis; in 
a third group a heredity of glycosuria with fat¬ 
ness and corpulence. This opens, as it were, a 
new chapter for us. We have noticed the associa¬ 
tion of glycosuria and gout. There is certainly a 
remarkable association of glycosuria with a 
tendency to nervous perturbation. In one case, 
for instance, that I have seen lately, the glycosuria 
is intermittent and never great. The patient is a 
gentleman of the greatest nervous irritability. He 
sometimes comes to my house and says that he 
cannot get home; he is so frightened when he 
finds himself in the streets alone that he must be 
taken home by some attendant. He tells me 
that his mother has “ diabetes ” and is in an 
asylum. This is a very typical class of case,— 
the association of diabetes or glycosuria with ex¬ 
cessive tendency to nervous perturbation. I am 
quite sure that I have seen glycosuria determined* 
in people who have not had it at other times* 
during periods of great mental perturbation. I 
have several records of people, who, after two or 
three days of great mental distress, excitement 
and dread, have had a temporary glycosuria 
which has not, so far as I know, appeared 
afterwards. 

(3) Then there is the curious association of 
corpulence with glycosuria. I do not know what 
may be the full meaning of this, but there are 
many people who, between 50 and 60 becoming 
suddenly rather stout, have glycosuria. It is one of 
the forms that I have seen to be clearly hereditary. 
Again, there is a very singular relation of gly¬ 
cosuria, namely, with angina pectoris . Doubtless 
here we have a neurotic relation. I have records 
of a good many cases in which people began by 
suffering from glycosuria, and went on to have^ 
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angina pectoris, and vice versa ,—a true angina 
pectoris associated with glycosuria. I rather 
suspect that the whole matter here is one of vaso¬ 
motor disorder, which requires more explanation 
than our time will allow. 

(4) I have mentioned to you, and will therefore 
say nothing more about the glycosuria which 
occurs when lactation is suddenly suppressed. 

Such varied considerations affect both our pro¬ 
gnosis and treatment. I have put before you a 
good many possible causes; it is quite clear you 
cannot treat all alike when the causes are so various ; 
it is quite clear you cannot take the same view of 
the possibilities of every case. The first thing to 
avoid, therefore, is to have a stock treatment of all 
cases that we label with a particular name. We are 
very apt to write on the bed-ticket “ diabetes,” and 
to have our list of dietary and of drugs ready to 
hand. Such is not the true mode of procedure. 
Doubtless we must recognize that there is a form 
of diabetes, chiefly found in young people, the 
cause of which cannot be accurately ascertained; 
though probably it is to be found in the nervous 
system. We know from experience that this form 
of diabetes yields very little to treatment at all, 
that it tends in a very short time to produce death : 
but here, of course, we can often mitigate the 
sufferings of the patient in various ways,—partly by 
diet. I need not tell you what the whole essentials 
of an anti-diabetic diet are. You know they con¬ 
sist essentially in withholding sugar and starches. 
In the way of drugs, to this we may use prepara¬ 
tions of Opium or Codeia, and tonics. But I 
should like to say with regard to even these typical 
and severe cases with the worst possible prognosis, 
that my experience is that we may push our restric¬ 
tions of diet too far. We must riot, I think, take 
the amount of sugar passed as the only thing to be 
regarded. We must take a larger view of the 
patient's needs and dangers. I fully believe that 
we very often starve our patients, and accelerate 
their death, by a too thoroughly restricted diet. Of 
late years I have come to the conclusion that one 
should not in any case adopt a completely restricted 
diet, but always allow something in the form of 
brown bread or fried potatoes, or something of that 
kind, to allow of a little carbohydrate. That is, 
however, only my individual opinion. 

In the other classes of cases, I think you will see 
that what you are bound to do is to attack the 
cause. Supposing that glycosuria is obviously a 
result of over-eating and drinking with an enlarged 


liver, you would deal with it by stopping, if you 
can, all irregularities of diet, and by giving such 
medicines as may relieve hyperaemia of the liver. 

I should suggest here that Sulphate of Soda, Sul¬ 
phate of Magnesia, and alkalies are of great value. 
Where you have it as the result of gout you would 
treat the gout. You would not tell the man that 
he had diabetes; nor would you treat him for 
diabetes; you would tell him he had gout and 
would treat that, and in so doing incidentally you 
would treat his glycosuria. Again, as regards the 
association of glycosuria with angina pectoris, I 
remember very well one gentleman who came to 
me about twelve years ago saying that he was 
doomed to death because he had angina pectoris. 
Well, he had a form of angina pectoris. I must 
not be led into a lecture on angina pectoris; but I 
am certain that angina pectoris is not by any means 
the same thing in its origin, and his angina was 
clearly of digestive origin. I treated it from that 
aspect and relieved him. Four years later he came 
to say he had been doomed to death again,—this 
time from glycosuria. His glycosuria, I am quite 
satisfied, had a digestive origin also; it was con¬ 
nected with the stomach and liver. I saw him a 
fortnight ago perfectly well, without any glycosuria 
and without any recent angina. Here both sets of 
symptoms were relieved by careful attention to the 
digestive organs and careful administration of drugs 
calculated to diminish irritation of the liver. 

There is one more thing which I should like to 
point out about these patients we have here to-day, 
viz., that they illustrate many of the complications 
that are observed in connection with glycosuria 
and diabetes. The first and third illustrate the 
absence of the knee-jerk. All of them illustrate 
more or less the alterations that may be presented 
in the skin. In many cases such dryness and 
harshness of the skin becomes exaggerated into 
eczema; boils and carbuncles are apt to occur; in 
many cases we find sloughing of the skin; and we 
find characteristic affections of the prepuce and 
vulva. In both cases the mucous membrane be¬ 
comes swollen and semi-transparent; ulceration is 
apt to Qccur, and terrible itching and smarting are 
complained of. The female patient we have seen 
complains of this vulval pruritus. 

Touching other complications, I have spoken of 
one to-day which the female patient illustrates. 
Phthisis is an exceedingly common outcome of 
diabetes. Other complications you know well 
enough—cataract, and other affections of vision. 
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and that curious smell that comes about the breath. 
It has been stated in two of these cases that the 
breath smelt sweet. In a large number of cases 
of true diabetes there is a sweet odour about the 
breath, sometimes compared to that of apples, 
sometimes to that of the vapour of chloroform, an 
odour which has been said to be due to the pre¬ 
sence of acetone. There is a theory of a condition 
of acetonaemia, the presence of acetone in the 
blood, which is related with the condition of 
dixbetic coma. There can be no doubt of the 
occurrence of this phenomena of “ sweet breath,” 
and I think there can be no doubt of the associa¬ 
tion of this sweet breath with the tendency in 
diabetic patients to die by coma. But I do not 
think it is proved to be acetone. That is a 
chemical problem so far not solved. In these 
cases of sweet breath we may note that the urine 
generally gives a marked reaction with Ferric 
Chloride, on the addition of which it turns of a 
deep claret colour. This colour appears to be due 
to the presence in the urine of an acid allied to 
Acetic Acid, sometimes called Aceto-acetic Acid, 
and sometimes Ethyldiacetic Acid. 


CLINICAL REMARKS 

ON 

THE TREATMENT OF PILES. 

By A. G. MULLER, M.D., F.R.O.S.E., 
Lecturer on Clinical Surgery, and Surgeon to the Royal 
Infirmary, Edinburgh. 

In hospital work, especially in a crowded 
hospital like the Edinburgh Royal Infirmary, 
where there are constantly more applicants for 
relief than one can find beds for, it is advisable 
to employ, as a rule, methods of operating that 
do not occupy much time, and that give a speedy 
and favourable result, especially in such common 
cases as piles. 

I have operated on piles in many different 
ways, and have come back to the old method of 
ligature, plus the modem improvement of dilata¬ 
tion of the sphincter. My ordinary procedure is 
as follows:— 

The patient being properly prepared, and 
thoroughly anaesthetized, I place one thumb (well 
oiled) in the anus, then the other thumb, then 
separate them gradually (antero-posterioriy) for a 


distance of about an inch and a half. Im¬ 
mediately the lower portion of the rectum comes 
into view (sometimes protrudes), and can be easily 
dealt with. A plug being placed well into the 
rectum I catch the various haemorrhoids, pass a 
ligature round each, and tie very firmly, or I may 
transfix an extra large one and tie * it in two 
portions. External piles are cut away and the 
raw edges stitched together with silk or cat-gut. 
The plug is removed, the rectum washed out, a 
Morphia and Iodoform suppository inserted, and 
the patient sent off to bed. The operation may 
take a quarter of an hour, but generally occupies 
only five or ten minutes. 

As to result. The patient is kept in bed for a 
week, being perfectly comfortable all that time, 
and complaining only of his low diet. On the 
fifth day, usually, a dose of Castor Oil (the action 
of which is preceded by an enema) is ad¬ 
ministered, the bowels act on the sixth day, and 
the patient gets up on the seventh. 

Now, I don’t think you will get a quicker, 
simpler, safer, or more thorough result by any 
other method of procedure. 

Let me say something as to preparation and 
after-treatment of the patient. 

When the patient comes into hospital he has a 
bath, goes to bed, and is at once put on milk diet. 
He gets a dose of Castor Oil, or Salts, and has the 
bowels well opened. This is followed by an 
enema, to make sure of a thorough clearance of 
the colon and rectum. Sometimes more than one 
enema is required. A whole day (if possible) is 
allowed to elapse after the bowels have been 
cleared out, before the operation is performed. 
On the day of operation (our hour is n or 
11.30 a.m. usually), the patient gets no breakfast, 
but receives a Morphia and Iodoform suppository 
instead. Chloroform is administered, and when 
the patient is thoroughly under its influence, his 
legs are flexed, and doubled down upon his 
abdomen (females are placed on the left side 
with the legs flexed); he is then brought to the 
foot of the table, and the nates made to project 
slightly beyond the edge. This makes the anus 
very prominent and accessible. The more the 
thighs are flexed on the abdomen the more 
prominent is the anus. The anus is thoroughly 
cleaned and shaved. The scrotum does not need 
to be held up if the thighs are properly flexed 
—an assistant being placed on each side of the 


patient for this purpose. 
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The operation is commenced by the thorough 
stretching of the sphincter. This ought not to be 
done till the patient is thoroughly unconscious. I 
have seen a grave amount of shock produced by 
dilating too soon. The dilating of the sphincter 
exposes, and brings down, the lower end of the 
rectum. Sometimes the bowels act, but this ought 
not to be if, as I have already advised, a whole day 
is made to elapse after the preliminary purgative 
has acted . If the bowels act I wash out the rectum. 
This is very easily done after the sphincter is 
paralyzed, for the fluid (Boric Lotion) thrown in is 
not retained, but runs out at once. A Morphia 
and Iodoform suppository is then inserted, and a 
plug with a string to it. I always have Iodoform 
combined with Morphia in the suppositories I use, 
because an antiseptic is frequently required. I 
have never seen any harm result from the Iodoform. 
It is advisable to have a string attached to the 
plug, because it is sometimes very difficult to re¬ 
move it from the rectum with forceps. The plug 
is slippery with mucus, and one may (and does) 
very readily catch the mucous membrane as well 
as the plug. For plug I like a piece of Gamgee 
tissue about three inches square, soaked in Corro¬ 
sive Lotion (1 to 1,000), and squeezed as dry as 
possible. 

Ligaturing of the piles is a very simple matter. 
They hardly need to be drawn down with forceps, 
only steadied. I have mostly given up volsella 
forceps, because they cause bleeding. They tear 
the mucous membrane. I prefer Wells* forceps. 
They hold better, and can be left hanging till the 
ligature is applied, thus dispensing with the hand of 
an assistant. As ligaturing matei ial I always employ 
good strong silk that has been steeped for some 
hours in 1 to 1000 Corrosive Lotion. I tie with a 
common reef knot very tightly, A half-strangled 
pile is apt to be both painful and dangerous. 

When a large number of piles present themselves, 
I select only the largest, and tie them. Any ulcer¬ 
ated ones must necessarily be among those that 
are tied. I do not think it safe to tie a complete 
ring of piles—stenosis of the bowel might result, 
or ulceration. That is to say, the ulceration, 
caused by the sloughing of the necrosed piles, 
may be so extensive as not to heal readily, and 
the subsequent necessary action of the bowels 
will prevent complete cicatrization. On the other 
hand, cicatrization may occur, and then be followed 
by contraction—thus producing stenosis. 

I do not think it necessary to tie a great number 


of piles, because I believe that the smaller ones 
may, and in many instances do, get well without 
further treatment. But should they not disappear, 
and should they cause trouble, they can be dealt 
with at a future time. Their exact condition 
can be more readily seen, after the larger ones 
have been removed. I have never had to operate 
a second time that I remember of. Further¬ 
more, I believe that a second operation should 
not be necessary, because the piles that are 
left are likely to be cured, by the rest to the bowel 
provided by the starvation and confinement to bed, 
but especially by the relaxation and temporary 
paralysis (?) of the sphincter. The contraction of 
the lower part of the bowel, resulting from the 
destruction of a few pieces of mucous membrane, 
along with the piles, helps to cure the few remaining 
ones, by preventing redundency, or bagging, of the 
lower part of the rectum. Any way, I have never 
seen any harm result from the removal of a few 
pieces of mucous membrane. I generally tie from 
four to six piles. Speaking of small piles, I find 
that (in private practice), when the piles are not 
large or numerous, it is sufficient to dilate the 
sphincter, and perhaps to give the piles a “ nip ** 
with Wells’ forceps. This latter performance bursts 
the varicose veins, or, at any rate, damages them 
sufficiently to bring about their removal by absorp¬ 
tion. As the mucous membrane is not lacerated 
the procedure is without risk. 

External piles are cut off with scissors, or split 
with a curved sharp bistoury, the contents turned 
out, and the edges sewn with silk or cat-gut. I 
employ a continuous suture, so that there is no 
hunting for a second or third when you have to 
remove the stitch. 

After the plug is removed a Morphia and Iodo¬ 
form suppository is inserted. Sometimes the rectum 
is washed out—always if there is any trace of 
faeces in the bowel or on the plug. This washing 
out is not so easily managed as the former one, for 
by this time (about ten minutes later) the sphincter 
has recovered a slight amount of its fund ion; but 
a finger (or better, two slightly separated) inside 
the anus is usually sufficient to prevent retention 
of the injection, and to promote its free flow. 

It is interesting to note how soon the sphincter 
begins to recover its function. This indicates that 
the condition to which it is reduced after stretching 
is not, properly speaking, a paralysis. I alwa>s 
stretch as thoroughly as I can without actually 
tearing the anus open, separating the thumbs to 
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the extent of or 2 inches, as I have said, in the 
male (in the female stretching is easier, and can be 
carried to the full distance quite safely), and yet I 
have never heard of incontinence of the contents 
of the rectum. Control over flatus even is recovered 
in a few hours generally. I have never noticed 
ecchymosis, but I have frequently seen superficial 
cracks (slight) of the mucous membrane, but these 
gave rise to no trouble. 

At the conclusion of the operation the ligatured 
piles are returned within the sphincter ; but some¬ 
times they do not remain inside till the thighs of 
the patient are brought together. A small pad of 
Gamgee tissue is placed between the hips, mainly 
to act as an indicator of the occurrence of bleed¬ 
ing, or other discharge from the rectum, should the 
patient be sick after the Chloroform. 

The patient is then removed to bed. 

The after-treatment is very simple. The anus 
is washed twice daily, when some Vaseline and 
Iodoform may be applied, or the part dusted with 
Iodoform and Boracic Acid Powder (1 to 7). The 
patient is kept in bed, and on a starvation diet— 
milk, beef-tea, etc. Since I have adopted stretch¬ 
ing of the sphincter I have not had to use the 
catheter; the patients have slept well, and have 
complained of nothing but hunger. I do not 
think I have ever ordered a second suppository. 
After the fifth day a dose of Castor Oil is ad¬ 
ministered (if the bowels have not acted previously) 
at night, and an enema on the following morning 
early, so as to anticipate the action of the medi¬ 
cine, and to soften any scybala that may be lodging 
in the large intestine. In private l generally wait 
till the bowels act spontaneously—a week, or 
longer, if necessary. In the case of hospital 
patients, however, medicine is generally necessary, 
both because they are more prone to constipation, 
and because they are more impatient. Besides, as 
I have already said, we try to make the period of 
treatment as short as is consistent with safety and 
success, on account of the number of applicants 
for relief. 

When the bowels act it is usually without pain 
or bleeding. This is on the sixth day. If all is 
satisfactory the patient is allowed up on the seventh 
day, and permitted to leave on the eighth, with 
instructions as to how to prevent a recurrence. 
The rest on the sixth day is very necessary, after 
the first motion of the bowels. 

The directions which patients receive on leaving 
hospital, are— 


1. To wash the anus thoroughly night and 
morning. Once, after defalcation, would be 
enough, but it is seldom that the patient can do 
this. Night and morning is more convenient, for 
a working man generally relieves his rectum of its 
contents during the labour hours, or at meal time. 

2. The patient is warned against the dangers of 
both constipation and purgation. I don’t know 
which is the more dangerous; but certainly both 
together (purgation after constipation) is a combina¬ 
tion almost certain to produce an “ attack of piles,” 
in a person prone thereto. I speak from personal 
experience as well as observation. In mediae res 
tutissime est. Laxatives are best. I have found 
Cascara very useful for some, a natural laxative 
water for others, and so on. But the best thing of 
all is regular action of the bowels, and no strain¬ 
ing. Let each man be persuaded in his own 
mind what is best for his rectum, and let him slick 
to that. 


A CLINICAL LECTURE 

ON 

DISEASES OF THE FEMALE 
BLADDER; CYSTITIS AND 
VESICAL CALCULI. 

By T. MORE MADDEN, MJD., F.R.CJ.S. Ed., 
Obstetric Physician and Gynaecologist Mater Misericordise 
Hospital, Dublin ; Examiner Conjoint Board Royal Gdlege 
of Surgeons and Apothecaries Hall, Ireland ; Consulting 
Physician to the Children’s Hospital, etc., etc. 


(Concluded from p . 186J 

Rapid Dilatation and Direct Medication in 
Cystitis. —For my own part, I much prefer, in the 
majority of those cases of chronic cystitis in which 
any operative treatment may be required, to em¬ 
ploy, in the first instance at least, full dilatation of 
the urethra, together with the direct medication 
of the affected endo-vesical mucous membrane 
through the then sufficiently patulous canal. By 
this method, which I have now here employed 
for many years in such cases, may, as I be¬ 
lieve, in the majority of instances be attained 
almost all the advantages of Emmet’s operation, 
without its resulting inconvenience of a vesico¬ 
vaginal fistula, together with the conjoint benefit 
of the topical application to the mucous mem- 
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brane of the bladder to which I have already 
referred. The rapid urethral dilatation has, for a 
time at least, an effect similar to that of Emmet’s 
operation, in producing such an incontinence of 
urine as will afford physiological rest and freedom 
from irritation to the inflamed endo-vesical strucr 
ture, but differs from his operation in one very 
important respect, namely, that by his operation 
must be produced an incontinence of urine which 
endures until the vesico-vaginal fistula may be 
closed; whilst by the procedure which I generally 
adopt in such cases the resulting leakage, as a 
rule, subsides spontaneously within a short time 
after the full dilatation of the urethra. In some 
cases, however, and especially where there may be 
such an extent of structural disease or irritability 
of the parts affected as to render the use of the 
dilator liable to set up active inflammation, un¬ 
questionably the cystitis may be more effectually 
and safely relieved by Emmet’s operation than 
by dilatation. Such cases are somewhat excep¬ 
tional, and hence, as a general rule, I would 
recommend you to give the latter method a fair 
trial before resorting to the former. 

For the necessary dilatation of the urethra in 
these cases, I have generally found the rapid 
dilatator to which my name is attached sufficiently 
effective, and seldom use any other. But it 
probably matters little what special form of dilator 
be selected, provided it be cautiously and judici¬ 
ously employed, so as to avoid any injury to either 
the bladder or the urethra, whilst effecting such an 
expansion as may sufficiently overcome for some 
time the contractility of the submucous muscular 
structure of the urethral walls. Moreover, for the 
success of my plan of treatment, it is equally 
essential that immediately after the dilatation of 
the urethra the endo-vesical membrane should, as 
before observed, be thoroughly and freely swabbed 
over with Glycerin of Carbolic Acid, the cotton¬ 
wool holder carrying which can be most readily 
introduced into the bladder through the channel 
of my dilator. As this procedure is not devoid 
of pain, it should either be accomplished under 
Ether or be immediately preceded by the topical 
application of a sufficiently strong solution of 
Cocaine. This method, which may require to 
be repeated two or three times, at intervals of 
a week or ten dais, seldom fails to afford effec¬ 
tual and generally permanent relief in any ordinary 
case of chronic cystitis, and should in such instances 
always be combined with the internal administra¬ 


tion of Boric Acid or those other constitutional 
remedies to which I have already referred. 

The advantages which I have claimed for rapid 
expansion of the urethra in many cases of severe 
cystitis, as well as the novelty of this method, have 
been questioned by Drs. Parrish and Baldy, of 
Philadelphia, in their able resume of the literature 
of this subject in the “ Journal of Universal 
Medical Sciences.” As to the question of origin¬ 
ality, on which they remark that “ this method 
is an old one with Americans, and is well known 
on this side of the Atlantic at least as far back 
as 1880,” Dr. Goodell says, “The treatment of 
cystitis by rapid dilatation is somewhat empirical. 
... In the majority of cases dilatation is followed 
by great relief, often a lasting cure. . . . Candour 
compels me to mention one objection to this 
operation, and that is the possibility of permanent 
incontinence following it.” On this point I can 
only say that my method of treatment for cystitis 
does not consist in simple dilatation, and that 
neither when I commenced to employ that method 
immediately after my appointment to the Mater 
Misericordiae Hospital in 1875, nor when I 
published my first paper on the subject in the 
transactions of the Irish Academy of Medicine, 
was I aware, nor am I as yet conscious, that it had 
ever been previously suggested by Dr. Goodell or 
any other author, else I should willingly have 
acknowledged his priority. A more important 
question, however, is the utility of the procedure 
referred to, and, much as I respect the high 
authority of those who, like Drs. Goodell, Skene, 
Parrish, and Baldy, are opposed to its employment, 
not less do I value my own clinical experience of 
a method which I have found successful in the 
treatment of a vast number of instances of a 
disease which admittedly is often difficult to cure 
by other methods. Like all other remedies, rapid 
dilatation occasionally fails to cure this complaint; 
but in the larger number of instances the plan in 
question—viz., rapid expansion of the urethra, 
conjoined with application of dilute Carbolic Acid 
to the bladder, will, I venture to believe, be 
found quite as serviceable by all who may adopt 
it in appropriate cases and with proper care and 
caution, as it has been by myself. I have only to 
add that whatever other possible ill effects this 
method may have in certain cases, that referred to 
by Dr. Goodell—namely, permanent incontinence 
of urine—has not followed its employment in any 
instance in my hands. 


Digitized by v^.ooQle 



202 The Clinical Journal.! DR. MADDEN—DISEASES OP THE FEMALE BLADDER. [July 26,1898 


Vesical Calculi in Women. 

The frequency, causes, symptoms, and treatment 
of stone being materially modified by the sex of 
the patient, this subject must be here considered. 
Within the past eighteen years only four cases of 
vesical calculus have been diagnosed among up¬ 
ward of ten thousand patients under treatment 
in the gynaecological department of this hospital, 
and out of twelve hundred and fifty-eight cases of 
calculus tabulated from various other sources in 
only fifty-nine instances did it occur in women. 
In other words, the disease is twenty-fold more pre¬ 
valent in men than it is in women. Thus, some 
years ago, at a meeting of the Obstetrical Society 
at which two specimens of stone were exhibited, 
one being an Oxalate of Lime calculus weighing 
one hundred and twenty-five grains which I ex¬ 
tracted from a lady in private practice, and the 
other an example of Phosphate of Ammonia cal¬ 
culus removed by Dr. Kidd, it was mentioned by 
that eminent authority that these were the only 
cases of stone in the female which he had met with 
in his extensive experience. 

This remarkable infrequency of calculus in 
women is ascribable to the shortness and dilatability 
of the urethra in them, and to the non-existence of 
the prostate gland, which in the opposite sex serves 
as a retaining dam to prevent the free escape of 
those crystalline, uraemic, phosphatic, and other 
deposits by which the nuclei of vesical calculi are 
generally formed. Women are also by their or¬ 
dinary avocations and modes of living less exposed 
than men to those physical hardships and excesses 
which exercise a repressant effect on the renal 
functions, and which by occasioning concentration 
of the urine, may give rise to the deposits re¬ 
ferred to. 

Symptoms .—As a rule, the presence of stone in 
the bladder produces greater suffering in female 
than in male patients, on account of the greater 
mobility of this organ in the former and its special 
liability to displacement from abnormal conditions 
of the uterus and vagina. In all such cases there 
is more or less subacute cystitis or irritability of the 
bladder, together with a dragging pain extending 
to the perineum and along the course of the sacro¬ 
lumbar nerves down the thighs. This pain is most 
intense immediately after micturition, when the 
stone falls forward on the sensitive trigone. Mic¬ 
turition soon becomes frequent and scanty, as well 
as painful, and the urine grows turbid and sabulous 
or is tinged with blood. Whenever a stone has 


long existed in the female bladder, it invariably 
produces pathological changes in the adjoining 
parts. Thus, in such cases the urethra is generally 
found abnormally patulous, and the vesical neck 
also becomes expanded or sacculated, forming a 
kind of pouch or cystocele in which the stone is 
apt to lodge. The bladder, as already observed, 
becomes extremely sensitive, and is consequently 
unable to retain as much water as usual, and hence, 
while the neck may be sacculated, its general 
structure is thickened and its cavity contracted, 
giving rise to incontinence of urine. In some ex¬ 
ceptional cases, however, the contrary result is 
occasioned by calculus, the bladder falling into an 
atonic and widely-dilated condition. In all cases 
the vesical mucous membrane is gradually thick¬ 
ened and hypertrophied, and frequently also the 
inflammatory action excited by the presence of the 
calculus, spreading from the bladder along the 
ureters, ultimately gives rise to renal disease, granu¬ 
lar degeneration of the kidneys, with albuminuria, 
etc. The intensity of these symptoms is, of course, 
largely influenced by the size and character of the 
calculus in each instance, the suffering being ob¬ 
viously most severe with the rough sharp-pointed 
Oxalate of Lime calculi, and least so with the 
larger smooth Phosphate of Ammonia and Lime 
calculi. 

Diagnosis .—The existence of calculus can be 
far more easily recognized in the female than in 
the male bladder, from the greater dilatability and 
shortness of the urethra in the former rendering its 
exploration feasible by the finger as well as by the 
sound. Moreover, large calculi may be readily 
detected in women without recourse to either of 
these methods by careful vaginal exploration, on 
which the stone may be felt through the intervening 
septum. 

The dilatation of the urethra so as to admit 
direct examination of the bladder by the finger 
may, however, be indispensable in the diagnosis of 
some of the strangely-placed articles that occa¬ 
sionally are discovered in this organ, and which 
may either form the nuclei of calculi or be con¬ 
founded therewith. Thus, Mr. Barton removed 
from the bladder of a woman under his care in the 
Adelaide Hospital, Dublin, a calculus, the nucleus 
of which was formed by a hairpin. Sir Benjamin 
Brodie had in his possession a stone removed from 
the female bladder, which, upon being sawn across 
was found to contain a hazel-nut in its centre. The 
late Sir P. Crampton removed from the same re- 
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ceptacle a needle-case, and other surgeons have 
found toothpicks, hairpins, peas, beans, pebbles, 
etc. Occasionally a congenital error of develop¬ 
ment has supplied the nucleus, as in a case 
related by Brodie, in which he removed a calculus 
from the bladder of a young lady, which was found 
to contain a small portion of bone of an irregular 
shape, and two imperfectly-formed human teeth. 
According to Mr. Barton, the stone which forms in 
such cases is the triple Phosphate or Phosphate of 
Lime, or fusible calculus. This always breaks down 
in the jaws of the forceps, and hence special care 
must be taken in the removal of detritus by frequent 
washing of the bladder. 

Treatment of Calculus in Women .—This in the 
majority of cases consists merely in free dilatation 
0/ the urethra and the subsequent extraction of the 
stone through the canal. This procedure was first 
described by Gackel, of Ulm, in 1700. It was 
afterwards taken up by Dr. Broomfield, who inge¬ 
niously advised that the urethra should be dilated 
by forcing water through the gut of a fowl intro¬ 
duced into the canal. By some of the older 
writers cases are referred to in which calculi of a 
size which appears incredible are said to have thus 
passed through the urethra. I have myself seen a 
stone weighing an ounce and a half so extracted, 
but this is nothing to those recorded by Dr. 
Yellowly, Dr. Hare, and others, who have reported 
instances in which calculi weighing from three to 
twelve ounces were withdrawn from the bladder 
in the way just referred to. It need hardly be 
observed that the removal of such large calculi by 
dilatation from the female bladder must necessarily 
be followed by incontinence of urine for some time 
after the operation. This, however, is a matter of 
little consequence, as in the course of a very short 
time, in the few cases which have come under my 
notice, the sphincter vesicae and urethral walls re¬ 
sumed the normal condition, and no incontinence 
of urine remained in a week or ten days at most. 

In cases where, from the unusual size or position 
of the stone or from the condition of the urethra, 
its removal through this passage cannot be thus 
effected, we must resort to either lithotomy or 
lithotrity. The latter operation, being in no wise 
modified by the sex of the patient, demands no 
special consideration here. On the other hand, 
lithotomy in women is a very different and much 
more facile operation than in men, consisting 
merely in a simple incision made on a gorget from 
the vagina into the bladder, so as to make a trans¬ 


verse opening between these, through which the 
stone may then be extracted, after which the 
communication thus established between the 
bladder and vagina can at any time be dealt 
with as an ordinary vesico-vaginal fistula. 


A CLINICAL LECTURE 

ON 

OCULAR LESIONS FOLLOWING 
DIPHTHERIA. 

Delivered at St. Thomas’s Hospital, July 3rd, 1893, 
By J. B. LAWFORD, F.R.C.S., 
Assistant Ophthalmic Surgeon, and Lecturer on 
Ophthalmology to the Hospital. 


I propose to-day, Gentlemen, to devote our 
time to a brief consideration of the ocular troubles 
met with after diphtheria. 

The ocular symptoms which follow a certain 
proportion of cases of diphtheria belong, as you 
probably know, to the paralytic sequelae of that 
disease, and they consist of two chief forms, one 
of which is not at all uncommon, while the other 
is but seldom seen. These two forms are, first, 
paralysis or paresis of the accommodation,—the 
so-called cjcloplegia. This is the common form, 
and is met with in a fair proportion of cases; it 
may be complete, or it may be incomplete; more 
often than not it is incomplete. The second form 
is paralysis, complete or incomplete, of one or 
more of the extrinsic muscles of the eye. 

The cases I propose to bring before you are all 
examples of the first variety, and, therefore, I 
think we may dismiss the second group with only 
a few remarks, partly because I have no example 
of it to tell you about, and partly because it is so 
much less commonly met with. 

The reported cases of paralysis of extra-ocular 
muscles after diphtheria are comparatively few in 
number. The muscle apparently most frequently 
affected is the external rectus, supplied by the 
sixth nerve. It is stated by some ophthalmologists 
that the most common affection of the extra-ocular 
muscles met with after diphtheria is defect of 
convergence, not true paralysis, but simply a 
weakness of convergence power such as we meet 
with after many serious diseases, and which may 
or may not be of the same nature as the paralysis 
of the external rectus. I should think it is* 
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probably, not of the same nature as true diph¬ 
theritic paralysis, but merely great diminution in 
the power of convergence such as is met with 
after other acute diseases. 

In a very few cases there has been paralysis of 
all the muscles supplied by the third, fourth and 
sixth nerves, the condition to which the name 
ophthalmoplegia externa is given. 

I come now to the common group of cases, 
the cases of paralysis or paresis of the ciliary 
muscle, and consequent loss or weakness of the 
power of accommodation. I have notes here of 
three cases which I shall read very briefly, because 
they illustrate most of the points in connection 
with these sequelae of diphtheria, and because they 
differ in several points among themselves. 

The first case was that of a girl, aged 18, who 
came on December 21st, two or three years ago, 
saying that for about two weeks before she came 
to the hospital she found she was unable to see 
to read. She was a pupil*teacher, and had just 
gone back to work after her illness, when she 
found she could not see to read and write. The 
previous history was that, with the exception of 
the diphtheria a month before, she had had no 
serious illness. She had been confined to bed 
for three days, and to the house for three weeks 
with the diphtheria. No one else in the house 
was affected, and there was no history of scarlet 
fever in the case of the patient or the others in 
the house. The throat affection was moderately 
severe. She said she had difficulty in swallowing; 
but no laryngeal complications. Three weeks 
after the attack began she had regurgitation of 
fluids through her nose when drinking; but she 
complained of nothing else. 

On examination, beyond the eye symptoms 
there was little or nothing to be observed. She 
was a healthy-looking girl, complaining simply of 
this failure of sight. She had no other paralysis 
that we could find; no loss of sensation; the 
patellar reflexes were normal; the urine was clear 
and acid, and contained no albumen. 

On testing her vision we found that she saw 
with the right eye ft barely, and with the left the 
same. She had a manifest hypermetropia of half 
a dioptre; she could only read 14 Jaeger unaided 
with each eye, and in order to be able to read 
even such large print as that she held the book at 
19 in. from her face. With a + 2 d lens before 
each eye she was just able to read 1 Jaeger, the 
smallest of the Jaeger types, at an ordinary 


reading distance of 9 in. The pupils were large, 
6.5 mm. in size, but they reacted fairly well both 
to light and to efforts at accommodation. There 
are one or two other points in the case which 
I shall come back to presently. 

That was, very briefly, the condition of the 
patient when she came on December 21st. She 
attended till the beginning of the following 
February—not quite two months—and by that 
time her power of accommodation was almost 
completely restored. She could read 1 Jaeger not 
very easily, but she could read it up to about 6-7 in. 
from her face without the assistance of any lens. 

The two other patients were children of 12 years 
of age, one a boy, the other a girl. 

The boy came on January 7th, 1892, his mother 
informing us that he had been complaining that he 
was unable to see to do his lessons. He had been 
sent back to school after his illness, and it was 
found he could not read. The history in his case 
was that six weeks before he came to hospital he 
had had a bad sore throat. It was not really very 
bad. The mother called in a doctor, but was not 
at all anxious about the child. However, on 
questioning the mother closely she said she noticed 
that the tongue was very furred, and that there 
were white patches at the back of the throat. The 
value of that statement, however, it is difficult to 
gauge. At all events, that was her statement. The 
boy gradually recovered without having been at 
any time very seriously ill. One week before she 
brought the lad to the hospital he complained of 
“mistiness before his eyes,” and that he was 
unable to see to read or write. When she took 
him to the doctor on account of this he applied 
some drops, probably Atropine. I mention this 
because it complicates the case a little in regard 
to the pupillaty symptoms, as we shall see further 
on. There was no history in this case of regurgita¬ 
tion of fluids through the nostrils. His knee 
reflexes were weak, but undoubtedly present on 
both sides. His distant vision was reduced to ^ 
and his near vision was 16 Jaeger at about 12 in. 
—rather worse, you see, than the previous case, 
his distant vision being very much worse. With 
a +4D lens before each eye he read T % fairly well, 
and with a +9D (an addition of 5D) he read 
1 Jaeger at 9 in. The pupils were widely dilated, 
and inactive to light or efforts at accommodation; 
but then we know he had had some drops, probably 
Atropine, a short time before, so we are unable to 
say much about the condition of the pupils or to 
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determine how much of his paralysis of accommo¬ 
dation at that particular time was due to the disease 
and how much to Atropine. It was quite clear 
from the history that he had had a diphtheritic 
attack, and also that he had failure of sight before 
the drops were applied. On examination of his 
throat there was nothing to be seen ; it was slightly 
relaxed, perhaps, but nothing more than that. The 
urine was free from albumen. As bearing on the 
nature of his throat illness, we find that nine weeks 
before—three weeks, that is, before this lad’s illness 
—his brother, 7 years old, had a similar throat affec¬ 
tion, though very much worse, and he subsequently 
had regurgitation of fluids on attempting to drink, 
but no affection of vision, as far as we could ascertain. 
Three years previously a sister of the lad had died 
from what the doctor said was diphtheria. The 
same doctor had attended all three children, as it 
happened, and they had lived in the same street 
at both dates, though not actually in the same 
house. 

The third case was that of a girl of 12, who 
came to the hospital on September 6th, saying 
that six or seven weeks previously she had a bad 
sore throat, and was scarcely able to swallow. 
This child had had a very severe illness. She was 
delirious, according to the mother’s account, for 
some days, and was in a very serious condition. 
She could scarcely swallow anything, even fluids. 
She was the only one of the family affected, and 
there was no history of diphtheria in the house or 
the immediate neighbourhood, so far as we could 
ascertain. When she came under observation her 
voice was distinctly nasal, and she had regurgitation 
of fluids through the nose on drinking. Her tonsils 
were still noticeably swollen and red, but with 
no sign of membrane at that time. Her patellar 
reflexes were absent: we were unable to elicit 
them at all events. There was a history in this 
case of swelling of legs and feet; but through 
some mistake either on our part or the patient’s 
there is no note of any examination of the urine 
when she attended here. There was that state¬ 
ment which rather pointed to her having had 
dropsy at the time of her illness. In this case the 
distant vision was in each eye,—not quite so 
bad as the lad’s, but worse than the first patient’s. 
Her near vision was 16 Jaeger. With a +2.5 d 
lens she read fairly well, and with a + 7 d she 
was able to read 1 Jaeger at 9 in. The pupils 
reacted to light and efforts at accommodation. 
They were wider than normal 5.5—6.5 mm., but 


they had not lost reaction to light and accommo¬ 
dation. 

Patients with post-diphtheritic weakness or para¬ 
lysis of accommodation complain almost always of 
certain symptoms; and the most common of these 
is inability to see small objects at a comparatively 
near distance. The affection is always bilateral, 
though apparently more marked sometimes in one 
eye than in its fellow. One other symptom that 
they sometimes complain of is a condition which 
is spoken of as micropsia; that is, that objects 
look smaller than they actually know them to be. 
The inability to read or see objects plainly will 
vary a good deal with the condition of the patient’s 
refraction as well as with the severity of the para¬ 
lysis, and that is shown ‘more or less by these 
cases. The first patient, the girl of 18, had no 
serious deterioration of her distant vision. She 
was able to see §, almost normal acuteness, and 
this because she was as nearly as possible emme¬ 
tropic, and therefore she did not require to use 
her ciliary muscles for distant vision. The other 
two cases were both hypermetropes, and without 
using accommodation they were unable to see 
plainly even distant objects. In the case of a 
myope we should find that distant vision, would be 
no worse than it previously had been, but there 
might be some complaint of inability to see small 
print at a comparatively short distance; you will 
find that diphtheritic cycloplegia occurring in 
myopes frequently does not give rise to symptoms 
which they take much notice of, indeed they do 
not often come under observation, the reason 
being that a myope is, by virtue of his myopia, 
able to see near objects without accommodating 
to a serious extent, and therefore the loss of the 
power of accommodation is no great incon¬ 
venience. 

An emmetrope again does not feel the want of 
accommodation for distant vision, because naturally 
he does not use it, but the hypermetrope suffers in 
both distant and near vision. It follows that most 
of the cases you will see at hospital occur in 
hypermetropes, because the disability from which 
they suffer is so very much greater than it is in 
people of either normal or myopic refraction. 

The symptom of micropsia is explained by a 
false estimation of the distance of objects and 
therefore of their size, due to the disturbance in 
the power of accommodation.* 

• The physiological explanation of this symptom, given at 
the Lecture is here omitted. 
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If you ever have occasion to use a mydriatic to 
your own eyes, when your ciliary muscle is just 
recovering from its effects, you will be able to 
observe this apparent diminution in the size of 
objects at which you look carefully. 

In cases where you suspect post-diphtheritic 
cycloplegia, what you do first of all is to test the 
distant sight. If you find that it is normal or 
nearly so, as in our first case, you conclude that the 
defect complained of is at all events not due to any 
disease of the media. A patient who can read £ 
is not likely to be suffering from cataract or disease 
of the fundus, or anything of that kind. If you 
then test the near vision you will probably find that 
the defect is out of all proportion; and then you 
proceed to see whether by the aid of convex lenses, 
that is, by lenses which replace the lost accommo¬ 
dation, the near vision can be brought apparently 
to normal, as it was in all our cases, so that they 
were able to read the smallest print without diffi¬ 
culty. These patients are very much in the 
condition of an old person who is presbyopic, who 
from old age has lost accommodating power alto¬ 
gether, but whose acuteness of vision is good, who 
can see distant objects clearly, but cannot see near 
objects by any effort of his own. 

The condition of the pupils is a point of some 
interest in these cases. You will find it stated in 
most books, I think, that in cases of post-diph¬ 
theritic cycloplegia the ciliary muscle is affected, 
and the sphincter of the iris is almost or quite 
unaffected. The evidence as to this is not very 
good, and really we want further evidence on the 
point. In most of the cases I have seen lately the 
pupils in only one could be considered normal; in 
all the others they were dilated, but in only one 
of these had they lost their reactions to light and 
accommodation, so that in only one could I say 
positively that the iris was paralysed, although in 
all of them except one the condition of the iris 
was abnormal. From what we know of other 
diseases in which the power of accommodation 
becomes affected We would rather expect that in 
post-diphtheritic paralysis the iris would suffer in 
conjunction with the ciliary muscle, and I am 
inclined to think that it generally is so, although, 
perhaps, the affection of the iris is less advanced 
and less marked, and less likely to be noticed, 
because it gives rise to no particular discomfort on 
the part of the patient. 

As I have said, the acuteness of vision in these 
cases is unaffected, that is to say, the central vision 


is unaffected : but it is stated by some authorities, 
Gowers, for instance, that it is probable that in 
many cases there is some constriction, some 
narrowing of the field of vision: that is a point 
about which certainly much more observation is 
required. There are many difficulties in deciding 
this question. One is, that a large number of the 
cases one sees of post-diphtheritic paralysis occur 
in children, and in comparatively young children; 
and it is very difficult indeed to take the field of 
vision in a young child, so as to feel certain of its 
accuracy. I have here charts of the fields of two 
of the cases I have mentioned to you, the young 
woman and the girl. In the girl there was no con¬ 
traction of the field of vision. In the case of the 
young woman, when we first took the fields they 
appeared to be very decidedly contracted, and they 
slowly enlarged while she was under treatment. 
This case would seem to bear out the statement to 
which I have alluded,—that in some cases, perhaps 
in a fair proportion of cases, there is contraction of 
the field of vision; but, on the other hand, I have 
taken the fields of vision in a good many cases, 
and this is the only one I have come across where 
there was a definite reduction in the size of the 
field, and in which one could feel tolerably sure 
about the accuracy of one’s observation. This was 
an intelligent, educated girl of 18, who knew what 
she was expected to do, and, I think, tried to do 
it; the other one of those mentioned to-day, was 
a young girl of 12, and if I had found contraction 
of the field of vision in her case I should have 
been much more doubtful about it than in the first. 
As a matter of fact, however, the field seemed 
perfectly full. 

In only one case that I know of has there been 
defective colour vision. There is one case re¬ 
ported where the patient was said to be tem¬ 
porarily colour blind. But one cannot generalize 
on one case; and I think that possibly there was 
some other explanation in that particular instance. 
As a rule there is no complaint of defect of sight 
except this inability to see near objects, to read, to 
write, etc. 

Ophthalmoscopically there is nothing abnormal 
to be seen in these cases. The fundi appear 
healthy. The paralytic symptoms usually come 
on in four to six weeks or thereabouts after the 
commencement of the throat affection. The 
parents often say the child was perfectly well, but 
was sent home from school because unable to read; 
and when by questioning you proceed to try and 
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get a history to explain this loss of accommo¬ 
dation, you can generally find that the child has 
recently had a sore throat which was not thought 
much of. The child may have been in bed for a 
day or two but the parents are often surprised if 
you suggest that the case was one of diphtheria. 
Mild cases of diphtheria, among the poorer classes 
especially, are often allowed to pass with scarcely 
any notice at all. In any case of marked paralysis 
of accommodation in a child you should always 
inquire about diphtheria, because it is a condition 
which is very uncommon after any other illness 
usually met with in children. Cycloplegia is just 
as likely to follow a mild attack of diphtheria as a 
severe one. 

The liability to paralysis after diphtheria is said 
by most authorities to increase with the age of the 
patient; and it is generally stated that the propor¬ 
tion of cases of ocular paralysis after diphtheria is 
much greater in adults than in children; but as a 
matter of fact the number of cases that you will 
see in hospital practice in children is very much 
greater than in adults, for the simple reason that 
diphtheria is a very common disease in childhood, 
and the liability to it decreases with advancing age. 
It is much less common in adults, but an adult 
taking diphtheria is more likely to have subse¬ 
quently not only ocular but other paralyses. 

In doubtful cases you should always examine 
for other symptoms which may be present after 
diphtheria, such as loss of knee-jerks, and the 
albuminuria which occurs in a fair proportion of 
cases of diphtheria. In one of the cases I have 
read, so far as we could judge, the knee-jerks were 
absent at the time the patient came under observa¬ 
tion ; but in none of those we examined did we 
find any albumen in the urine. 

The course of these cases is usually a steady 
recovery. They generally get well in from three 
to six weeks, and the prognosis is good. The 
three patients 1 have told you about all made 
speedy recoveries. This paralysis of accommoda¬ 
tion in itself is not serious; but it may be part of 
a widespread paralysis after diphtheria, which is, 
of course, a much more serious matter. The 
cases we see in the eye department are almost 
always cases in which the ocular paralysis, and 
possibly paralysis of the soft palate, are the only 
paralytic symptoms that occur. But if you see 
oases in the general wards in which there is an 
extensive post-diphtheritic paralysis and you ex¬ 
amine the condition of the ciliary muscles, you 


will commonly find that cycloplegia is present as a 
part of the general paralytic symptoms. 

During recovery from cycloplegia patients oc¬ 
casionally complain of double vision. Probably 
that does not mean any affection of the extra- 
ocular muscles, the recti muscles, but a temporary 
strabismus brought about in the same way that the 
ordinary strabismus of a hypermetrope is, by the 
increased action of the internal recti, increased 
convergence in connection with an increased 
effort at accommodation. Such patients, when 
they endeavour to fix an object accurately, and 
make a great effort to use their accommodative 
power, induce a convergent strabismus. But there 
is this difference, that in these cases in which the 
strabismus comes on in patients who have passed 
the age of infancy or childhood, they are unable 
to suppress the image of the squinting eye, and 
therefore they complain of double vision. In the 
ordinary case, on the other hand, in a child with 
hypermetropia there is no diplopia, because the 
patient has learnt, as soon as he began to squint, 
to suppress one image. 

As to the treatment of these cases it is fairly 
simple. With reference to local measures, treat¬ 
ment of the eyes themselves is very seldom 
required; in fact, I think it is advisable not to 
adopt local treatment unless you are forced to it. 
If ihe patient is such as the first one I mentioned, 
who was a pupil-teacher, and declared she could 
not stay away from work for more than a week or 
two at the outside, you may be forced to help 
them to be able to read by giving them lenses 
which will replace the temporarily lost accom¬ 
modation ; but I cannot think it is a good thing 
to do. It is better to make these patients stay 
away from work and not to use their eyes while 
their accommodation is in such a very weak 
condition. 

For local treatment, if you are forced to it, you 
may also, if there is much dilatation of the pupil, 
use some myotic such as Pilocarpine or Eserine 
applied in drops in order to contract the pupil, 
and thereby improve vision to an appreciable 
extent, so long as the effect of the drug lasts. 
There is, perhaps, less harm in that than in 
giving these patients glasses to read with. 

The important part of the treatment is attention 
to the general health. These patients require 
tonics. The children often do best with Cod Liver 
Oil, and Syrup of the Iodide of Iron, or Compound 
Syrup of Phosphates, and good feeding, where that 
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can be obtained. In adults much the same line 
of treatment is to be adopted. In my experience 
one of the best preparations to give adult patients 
is Easton’s Syrup. Good feeding, healthy sur¬ 
roundings, and change of air, if that can be ob¬ 
tained, everything, in fact, which will as soon as 
possible, restore the patient to his normal health 
is to be recommended. The patients are often 
much pulled down after diphtheria, and take a good 
deal of building up, and, of course, any treatment, 
whether by drugs or change of air, or careful 
dieting, which will help towards that end, is 
indicated. 

Into the pathology of post-diphtheritic paralysis 
I think we need not enter. At present it is a point 
about which there is still a little, perhaps more than 
a little, difference of opinion; but I think this 
much seems fairly settled, that it is essentially a 
nerve lesion, and that the changes that are found 
in the paralysed muscles are probably secondary 
to changes in the nerves. Whether the changes 
in the motor tracts are always primarily at the 
centres, that is to say, whether you always get 
degenerative changes in the cells, and subsequently 
the changes that are found in the peripheral 
nerves, or whether you may get primary peripheral 
neuritis with subsequent degenerative changes, is a 
question about which I cannot pretend to give a 
very definite opinion, and those who know more 
than I do about it seem still undecided as to which 
is the correct view, or whether both are correct. 


CLINICAL NOTES. 

(Specially reported for The Clinical Journal . Revised in 
each case by the Author.) 

-*- 

WITH HR. COWELL IN THE WARDS 
OF THE WESTMINSTER HOSPITAL. 


(Concluded from p. 19 2.) 

Cure of Popliteal Aneurism by the Old 
Operation. 

A man showed himself to-day who was operated 
upon for popliteal aneurism twelve months ago. 
He was about 40 years of age, and his aneurism 
was due to injury. It was very large, and its-walls 
were thin, and looked almost on the point of 
bursting. It was, therefore, not a case for trying 


the ordinary methods of treatment; the choice 
lying between Hunter’s operation and dealing 
directly with the sac. The size of the tumour and 
the thinness of its walls, together with the com¬ 
parative youth of the patient, led me to decide 
upon laying open the aneurism, and tying the 
vessels above and below. After Esmark’s bandage 
and tourniquet had been carefully applied, the sac 
was longitudinally laid open through its whole 
length, the clot cleared out and the sac examined. 
It was then found that there were two arteries of 
entrance to the sac and one of exit. Evidently 
the femoral was double, and the aneurism oc¬ 
cupied the position of the junction of the two to 
form the popliteal. All these vessels were, with 
some difficulty, tied above and below the sac, 
and the wound gradually healed up from the 
bottom. I have no reason to regret the form of 
operation selected. 

Fracture of the Upper Part of the Femur. 

This man has a transverse fracture of the femur, 
just below the trochanters. I use for this and 
similar cases the inclined plane, as it keeps the 
ends in good position and is perfectly comfortable. 
In these cases the upper fragment is always tilted 
forwards, and the advantage of the inclined plane 
is that owing to the slight flexion of the limb, the 
lower fragment is lifted up so as to bring the 
fractured surfaces in apposition. Unless this is 
done, union takes place at an angle which greatly 
militates against the subsequent usefulness of the 
limb. You can find in the museum many specimens 
which illustrate this. 


The Treatment of Large Arterial Venous 
Navi by Excision. —Dr. O’Neill advises the ex¬ 
cision of large naevi for the following reasons 
1. All the naevoid tissue can be more rapidly and 
thoroughly removed, so that there is not likely to 
be a reappearance of the naevus. 2. There is very 
slight haemorrhage, and it can be easily prevented 
or arrested by forcipressure forceps and ligatures. 
3. There is no slough left in the wound. 4. The 
wound heals rapidly. Two cases are cited in 
which the result was entirely satisfactory. To 
control the haemorrhage during operation, harelip 
pins may be passed beneath the growth and a 
rubber ligature made to encircle the base, or the 
vessels may be caught with haemostatic forceps 
before being divided. 

(.Dublin Journal of Medical Science.) 
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I have undertaken to give what is called a 
clinical lecture; and by “ a clinical lecture ” I 
mean the application of such scientific knowledge 
as I possess, with what I know of the practical 
details of my work, to individual cases at the bed¬ 
side. 

The patient before us shall be our individual 
case. It comes before us with the brief history 
that the patient has something wrong with her 
abdomen, — that is her story;—that she is 59 
years of age, a single woman, and has been per¬ 
fectly healthy up to four months ago, when she 
had pain on micturition, and some constipation, 
with abdominal swelling. Now these are the facts. 
The condition of her father and mother I think 
we may leave alone, returning to it subsequently 
if necessary should we find there is anything to 
suggest that her family history will be of use to us. 

Let us now proceed to investigate the case, and 
first of ail, put the patient into position for ex¬ 
amination. The position I prefer is, on her back, 
quite straight, with her head at rest, and a pillow 
under her knees. I then put my hand upon her 
abdomen, and I do so with my hand flat. I do 
that for many reasons, but chiefly to obtain some 
sort of notion as to the kind of case I have to 
deal with, and more particularly to accustom the 
patient to manipulation; -and I do this whilst 
obtaining a history of the case. Having obtained 
the facts I have given you I should take off my 
hand at once and look . In all cases look at your 
patient, and especially at the part affected, and do 
this with an observant eye and critical spirit. In 
Vot~ II., No. 14 . 


this case I should carefully inspect the abdomen, 
but the rule that full inspection of the patient and 
part affected should be the first thing that a 
surgeon or physician does in every case, applies 
all round generally for diagnostic purposes. You 
will be surprised, if you train your eyes, or your 
mind through your eyes, what you may gain by 
simple inspection, carefully and systematically 
applied. 

Now in looking at this woman’s abdomen, what 
do we see ? I see that there is a peculiar con¬ 
formation of the abdomen that is by no means 
natural. There is swelling occupying the lower 
half of the abdomen, and depression at the 
epigastrium above. The abdominal integument is 
fairly natural, you do not see, as you may in one 
of the other cases I shall bring before you, big 
tortuous veins wandering in the abdominal parietes. 
Tortuous veins, when you thus see them, always 
indicate that there is some internal abdominal 
pressure interfering with the return of venous 
blood from the part, and are highly suggestive that 
the pressure is not low down, but high up, pressing 
somewhere, probably on the cava; because pressure 
low down upon the iliac veins would not produce 
such congestion, fulness, and exaggeration of the 
veins as we are considering now. You thus gain 
a great deal by thought upon observed and simple 
facts ; for, supposing you see, as I have indicated, 
large veins meandering over the abdomen, you 
then say, ‘‘Probably the pressure is high up, 
whatever it may be due to.” Where you do not 
see this condition there is probably no pressure 
high up, and so far as that fact is concerned, you 
have in your mind interpreted its value. 

Again, supposing the swelling occupied the 
whole of the abdomen up to the ribs and even 
expanded the lower ribs, you would then say, 
“ Clearly this case is one in which there is something 
which expands the peritoneal cavity itself, but 
I do not yet know what that something is. It may 
be that the something is fluid; for when the 
whole abdomen is full and the cutaneous veins are 
enlarged it suggests the presence of fluid. If so, 
whether that fluid be encysted or free is a question 
you have to solve. 

Supposing, again, that the swelling is at the lower 
half, and occupies not only the central position, 
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but the two sides as well; in fact, that it takes 
in the whole of the lower half of the abdomen; 
so far as your eye and reasoning faculty suggest, 
the affection would seem to be something more 
than a uterine swelling; it is hardly likely to be a 
physiological enlargement of the uterus; it is hardly 
likely to be a bladder trouble. If it occupied 
a central position the presence of a uterine tumour 
would be suggested ; if it occupied one side also, 
an ovarian and uterine tumour might be suspected. 
If you notice only swelling at the right side in the 
region of the iliac fossa you should think of the 
caecum and ask yourself, Is this a caecal swelling 
you have to deal with ? If you find a swelling on 
one side only filling one of the loins, you naturally 
think of the kidney, but if it be on the right side 
you should think also of the gall-bladder. You 
should never see a swelling in the right hypo¬ 
chondriac region without thinking of the gall¬ 
bladder. Modern experience has taught us this, 
but so many clinical mistakes are made in respect 
of the gall-bladder that we should never see a 
swelling—whether solid or fluid—occupying the 
central epigastric region, or the upper part of the 
outer border of the right rectus muscle without 
thinking of the gall-bladder. 

We will now apply the process of investigation 
to this special case. We find here that the 
swelling is situated in the lower half of the 
abdomen. And now I want to learn something 
more than the eye can tell me. I do not think 
there is anything pressing on the veins or the 
vena cava, because there are no tortuous veins 
visible. To confirm that I would ask if there is 
any swelling of the legs, which there would be 
were the vena cava pressed upon, but there is 
none. 

I now proceed to learn what can be acquired by 
touch, and here let me advise you, in examining 
any abdomen, to assume very much the position I 
am in now, that is, take a low chair near the bed, 
so that your hand, when extended and placed on 
the abdomen, may be perfectly flat. You will 
thus have more power over it, and learn more by 
gently moving it over the surface of the abdominal 
swelling, than you would with the hand more ex¬ 
tended. In all your manipulations be very gentle; 
let there be no digging into the abdomen with 
the points of your fingers; keep your whole hand 
always flat. It is expedient, in all cases of ab¬ 
dominal tumour, to keep your hand over the 
abdomen while obtaining its history, gently 


moving it about. In doing so the muscles become 
less antagonistic. In three instances, at least, in 
my life, by simply so doing I have gained an 
indication as to the nature of the tumour; for, in 
each of these cases, by keeping ray hand gently 
moving about during the period of three or four 
minutes, I felt a little bob against the palm or 
surface of my hand, from within the abdomen, 
which disappeared, and the fact was so highly 
suggestive of a physiological tumour that, in all of 
the cases, it set me on a line of investigation which 
helped diagnosis. For, in not one of these cases, 
looked at from a social point of view, was the 
probability of the tumour being physiological very 
great; still, in all three the tumour proved to have 
been of that nature. 

The case before us is clearly not one of that 
kind. In it, by palpating with my fingers, I 
now feel a peculiar nodular condition, a boss here 
and a little groove there; whilst in front there 
seems to be, apparently, a mass, which I won’t 
yet say is solid, for I don’t know. I go a little 
further and find the swelling is very fairly elastic; 
that it does not extend beyond the middle of the 
left iliac fossa; above the swelling I find nothing 
abnormal; so that the trouble is clearly in the 
lower part of the abdomen, and is probably pelvic. 

Having learnt all that I can by palpation, I will 
now percuss; and I find over the groove previously 
mentioned that there is resonance. There is like¬ 
wise resonance all over the abdomen; and yet, 
deeper down, there is something hard as well. 
How are we to interpret these facts? The reson¬ 
ance is due, doubtless, to intestine floating over 
some more solid growth, or may I add growths, 
for many lumps are to be felt. Are these indurated 
masses, then, due to distended intestine ? I think 
not. The hardness has not the feel of hard 
distended intestine. Nor are all these large lumps 
likely to be faecal masses. First of all, they 
occupy the lower half of the abdomen, and not the 
line of the colon: and secondly, if the masses 
were faecal they would be in the upper rectum, 
and if so we should find the transverse colon 
distended, with other evidence of colonic obstruc¬ 
tion, which does not exist. 

The following fact illustrates very well the 
propriety of palpating for some time, for I have 
just, whilst talking, discovered that there is a little 
hard mass, quite free and movable, about the size 
of a nut, apparently in close contact with the 
abdominal parietes, and moving upon some 
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deeper structure. What does that fact by itself 
suggest? Is it a fibroma? Is it a secondary 
tubercle, sarcomatous or carcinomatous ? A fibroma 
is hardly likely to occur where this exists: such 
would more probably be found in the deeper 
tissues; whereas a small tumour, apparently con¬ 
nected with the abdominal wall, associated with 
other nodules about the same size, equally movable, 
is highly suggestive of secondary tumours; that is, 
tumours secondary to some primary growth, which 
might be of a carcinomatous or sarcomatous nature. 

We will now proceed to further investigations; 
having learnt all we can by observation, palpation, 
and percussion, what else do we want to know ? 
The thought so far is that the case before us is 
one of pelvic tumour. Let us, therefore, examine 
per vaginam or per rectum. 

What do we find ? I will now follow the report 
which states:—“ The tumour occupies the lower 
part of the abdominal cavity; many nodules are 
to be felt upon its surface, some of which are 
movable and independent of the general mass. It 
rises out of the pelvis, and tends laterally into both 
iliac fossae; and in general shape is elongated 
from side to side and somewhat flattened apparently 
from before backwards, the nodules being smooth 
and rounded.” (These facts are just what our 
examination has revealed to us.) “ Per vaginam the 
orifice of the vagina is occluded in part. Through 
it the finger can only be passed by the use of 
some force. The examination was made under 
an anaesthetic. The uterine cervix is soft, and the 
os patulous. The uterine sound passes only two 
inches and then meets with obstruction. The 
uterus is apparently fixed to a mass above it, move¬ 
ment of the tumour from left to right causing the 
uterus to move with it. There is no vaginal 
discharge.” 

From all these points we gather that the case 
does not look like one of disease of the uterus per 
se, unless it be disease of the uterus of a perfectly 
simple kind; because if you have carcinoma or 
sarcoma involving the cavity of the uterus, you 
do, as a rule, get discharges from the vagina; but 
here there is nothing of the kind. This, however, 
is clearly a case of tumour connected with the 
uterus, as shown by the mobility of the uterus 
when the tumour is moved. It may be connected 
with the uterus by only a narrow pedicle, or it may 
he sessile and adherent; but as both sides are 
affected it appears to me to be more probably 
an ovarian trouble. When I first saw the case, 


before I knew of the points which were made out 
by a vaginal examination, I thought it might be 
some fibroid disease: but I do not think, with 
these multiple nodules, we can come to that con¬ 
clusion; indeed, I am disposed to believe that 
the disease is of a much more actively growing 
nature than a simple fibroma, and that the tumour 
is of a malignant character, involving ovaries and 
uterus. 

Treatment is always very simple after diagnosis. 
With the diagnosis I have made there is nothing 
open to us but to leave the case alone. I do not 
think the rashest or the most hopeful surgeon 
would suggest any exploratory operation, for all 
scientific probability points to the disease being 
of a malignant nature; and if so, any exploratory 
measure would simply be doing our patient harm. 

The next case we shall consider is that of Sarah 
G., aged 61. She is a widow, who has had neither 
children nor miscarriages. She has told us that 
her abdomen has been swelling for some months, 
certainly for under a year; so we may conclude 
that her present trouble is one only of a few 
months’ standing. On exposing the patient’s 
abdomen and looking critically at it, great big 
veins are at once seen meandering in its integu- 
mental covering, showing that there is pressure 
upon the deep veins, and the fact that her legs are 
swollen supports this view. The swelling is seen 
to occupy the whole of the abdomen: it even 
travels round to the loins, which are bulged on 
both sides. The woman’s trouble is, therefore, 
clearly something which fills the abdomen, but 
whether it is a peritoneal affection alone or whether 
it is a tumour of a pelvic or abdominal viscus we 
do not yet know. From what we see, however, 
I think we may safely say that there is something 
present which is not intestine. Suppose it had 
been intestine. We must remember that the con¬ 
figuration of the abdomen, when the large intestine 
is affected, differs from that which it assumes when 
the small intestine is implicated. When the small 
intestine is affected the tumour is central, rarely 
going beyond an inch or an inch and a half above 
the umbilicus. The swelling superficially looks 
very much like the abdomen of a woman at the 
seventh month of pregnancy, or with a much 
distended bladder, having just the same central 
position, and to a degree the same shape. In the 
case before us, however, it occupies more space 
laterally. If it had been large intestine, both 
hypochondriac regions with the epigastric region 
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would have been distended; in this case the 
condition is not as described. 

The patient on being asked to take a foil breath 
does so fairly well. 

Let me now, to acquire more facts, palpate. 
Passing my hand placed flat over the abdomen, I 
find a very uniform swelling in the region of the 
stomach, and there is a hard rounded mass in 
the umbilical region which you do not feel 
unless you put your hand flat upon it. Many 
men who come up for examination do this palpa¬ 
tion by digging their fingers into the abdomen. 
Having four fingers with a thumb, it seems absurd 
to employ only one. How such a method ever 
came to be taught I do not know, for by the 
use of all the fingers you learn not only the area 
and size of such a tumour as we find here, but 
much of its character. 

On continuing the examination, and beyond the 
area of the hardened mass, in the right hypo¬ 
chondriac and lumbar regions the parts are soft. 
Thus we have a firm smooth central tumour en¬ 
croaching somewhat to the right more than to the 
left side, with a soft feeling all round it. This 
condition suggesting that the swelling must be 
either encysted or encapsuled. With this conclu¬ 
sion the question consequently arises, Are the con¬ 
tents of the swelling fluid or solid ? To elicit an 
answer to this question you examine with the 
Angers for fluctuation. (This matter of how to 
detect fluctuation may seem a very elementary one 
on which to speak to you advanced gentlemen; 
but at the same time so many funny ways of 
examining patients for fluctuation are met with in 
daily life that it is just as well to give you the re¬ 
sult of my experience; and you must forgive me 
if I appear to be too elementary.) To obtain 
fluctuation, whether over a large or small surface, 
you are not to knead the parts. If you do you 
will always get a false sensation of fluctuation. 
But keep one hand or finger perfectly flat and 
motionless, and with the pulp of the other press 
upon the swelling at different points of its surface. 
In this case fluctuation cannot be obtained trans¬ 
versely across the abdomen, but from above down¬ 
wards it is indistinctly elicited. And yet I cannot 
say I get the fluctuation of fluid through it. The 
tumour has a soft kind of feel, resistant in a way, 
and elastic, this condition being very suggestive 
either of a soft solid, or of a polycystic growth; 
but for the moment as far as my examination has 
gone, further investigation is called for, and I want 


to ascertain more about the condition of things in 
the pelvis. And this brings me to the facts ac¬ 
quired by a rectal or vaginal examination. 

Now let us see what we learn by one of these 
methods as indicated by the report of the case 
which has been handed to me. The report states 
that “ the woman measures 35 \ in. at the level of 
the umbilicus. There is a dull area below a line 
through the umbilicus, the flanks being tympanitic. 
The prominence extends right and left equally, is 
smooth, with rounded borders, not fluctuating, but 
tense and elastic. The subcutaneous veins are 
enlarged. The os uteri is level with the vaginal 
wall, and is soft and patulous.” What does that 
mean ? That there is no neck of the uterus ; it is 
all drawn up and expanded. The whole body of 
the uterus and the neck are drawn up, and that 
fact at once suggests that there is uterine trouble. 
“ There is an abundant offensive, serous vaginal 
discharge. The tumour can be felt in the pelvic 
cavity on either side, hard and immovable.” 

Clearly then I think we come to the conclusion 
that it is a uterine tumour ; or it may be a uterine 
tumour associated with an ovarian affection; but that 
is only a speculation; there is no direct evidence of 
that being the case if we take the facts as we find 
them. Mark, there is no movement of the pelvic 
tumour at all. If an ovarian tumour had existed 
with a uterine we should probably have been able 
to move the ovarian over the uterine. 

The conclusion consequently to which we must 
come is that the case before us is one of uterine 
tumour, with which the ovaries may be involved, 
but the uterus forms the greater part of the tumour, 
if not ail. The disease, moreover, is clearly can¬ 
cerous. 

With that diagnosis we need only talk of pallia¬ 
tive treatment. There is surely no one here who 
would venture to interfere, operatively, in a case of 
that kind ? 


About this third patient, a man of 58, we cannot 
tell you much. He reports that he has had pretty 
good health up to the last few months. He says 
he can take his food, but he has some abdominal 
trouble. He came in for some trivial local disease 
which we need not discuss. There is not much 
to observe on superficially inspecting his abdomen. 
There are no enlarged integumental veins; there 
is no abdominal distension. But in the umbilical 
region there appears to be an enlargement behind 
the left rectus muscle, just above the line of the 
umbilicus, which moves up and down in respira- 
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tion; this latter fact being very important. If you 
had not first inspected the case, and had been in a 
hurry to manipulate the parts, you would probably 
never have recognized this condition. The swelling 
moves up and down with respiration. What does 
that tell us? That what we see is not in the 
abdominal parietes; that it is not connected with 
the parietal peritoneum; that it is something free 
in the peritoneal cavity, affected by the diaphragm, 
and moving up and down with respiration. Thus 
sight has here taught us a very great deal. 

Let us now learn what the fingers will tell us. 
On palpating with the hand flat I find I can cover 
the enlarged area, which seems to be a nodular 
swelling coming down below the ribs on the left 
side, dipping backwards, not extending into the 
loin, but stopping about the external border of the 
right rectus muscle, travelling down towards the 
umbilicus and extending across the middle line; 
it does not extend upwards to the ensiform carti¬ 
lage, nor below the left hypochondriac region. It 
is consequently a localized swelling. The muscles 
over the swelling are very rigid indeed; and in the 
right lumbar region in front there is a firmness and 
doughiness, which suggests that the swelling, what¬ 
ever it may be, is very much in the region of the 
transverse colon. 

On palpation just now whilst talking to you, with 
my hand on the region of the tumour, I felt a 
peculiar crackling or crepitation above the umbili¬ 
cus, which I do not think is due to the passage of 
fluid. It is highly suggestive of air rushing through 
a nanrowed orifice under the pressure of my 
manipulation. The sensation has been again 
repeated. I am sure it is from air. That fact 
tends to support the idea I had that the disease is 
one involving the transverse colon. That, remem¬ 
ber, is not the diagnosis yet, but only the con¬ 
clusion suggested by such facts as we have ascer¬ 
tained, —these being that we have a localized 
swelling on the site of the colon, with a nodular 
feel, moving up and down with the diaphragm, and 
accompanied by a peculiar crackling or crepitation 
suggestive of air rushing through a narrowed 
orifice. 

The patient says he received a kick in that 
region some years ago. His statement as to the 
appearance of his motions is very contradictory. 
There is nothing wrong with his urine, so that it is 
not likely to prove a kidney affection; but these 
additional facts do not help us much. I do not, 
however, think there is any doubt as to the dia¬ 


gnosis. The case is one of cancerous tumour of 
the transverse colon. We now come to treatment. 
What lines of treatment are open to us ? There 
is clearly something interfering with the lumen of 
the colon, which is beyond the reach of medicine 
in the way of cure. All that could be done by 
medicine would be by laxatives to make the 
motions as liquid as you can,—by giving such 
drugs as Glycerine and small doses of Castor Oil, 
and by feeding on animal broths. By such means 
the machinery of life may be kept going for a 
time. The only surgical proceeding which seems 
applicable would be excision of the diseased seg¬ 
ment of gut, a proceeding which I am not prepared 
to say off-hand should be carried out. As I look 
at the patient’s face, and feel his pulse, I do not 
think it would be justifiable. The patient is too 
feeble. A right lumbar colotomy, or artificial 
opening into his caecum are, however, questions 
which may have to be considered, should ob¬ 
struction become serious, which is not the case 
now. 

The fourth is another abdominal case which we 
may study for a few minutes with advantage. The 
patient is a comparatively young woman, being 
only 43. The report states that she “ was admitted 
complaining of loss of blood from time to time 
from the rectum, 5 in. of which had been removed 
eighteen months previously, in December, 1892, 
for local cancer. She had, however, received but 
little benefit from the operation on admission. 
Liquid faeces were constantly flowing away. There 
was great excoriation of the left buttock and ulcer¬ 
ation. The orifice of the rectum is nearly closed 
by a tight cicatricial stricture through which the 
tip of the finger can just pass. There was bleeding 
after admission,—as much as a pint being lost two 
or three times. 'The orifice of the rectum yielded 
to dilatation without difficulty; and is kept open 
by the occasional use of a bougie an inch in 
diameter. There can be felt, a finger length up 
the rectum, a hard mass at the posterior part. 
There has been no bleeding since the 4th inst.” 

That is a brief outline of the case, but it is 
enough to tell us what it was. The woman clearly 
had a local epithelioma for which she was operated 
on by excision of the local disease eighteen months 
ago. Before the wound healed there was return 
of the affection, and that has been steadily in¬ 
creasing since. With the increase of the local 
disease there has been also cicatricial contraction 
of the anus. This case opens a very important 
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question,—whether the. removal of the local disease 
was the best thing for the patient, or whether she 
would not have gained more by colotomy than she 
has by excision. As we now find her, she has 
clearly gained nothing by excision; for she has 
not only a narrowing of the bowel from a return of 
her disease, with cicatricial contraction of the bowel 
which was operated upon, but also incontinence of 
the faeces. 

I do not hesitate to say, without any unfriendly 
criticism of her past treatment, that it would have 
been better if she had had colotomy performed, and 
the local disease had been left alone. For after 
colotomy the local disease would not have grown so 
fast as it had done previously, since it would have 
been left unirritated. It is perfectly marvellous 
how local rectal disease settles down as soon as it 
has ceased to be irritated by nature’s efforts to 
' force motions over an ulcerated surface. 

- Next comes the question, which operation should 
be performed, inguinal or lumbar colotomy ? I do 
not like to admit that I have any prejudices for or 
against any operation, for I have not. But the 
weight of evidence to my experience goes in 
favour of lumbar colotomy as a general rule of 
practice. You are away from the disease, and you 
have full control over the artificial anus because 
the loins are fixed and resistant, and you can 
fasten a bandage better there than in the inguinal 
position. I have done inguinal colotomy in cases 
in which the lumbar operation did not seem ap¬ 
plicable; but I have never done it from choice 
where lumbar colotomy was available, and I have 
always regretted having to do it. I have likewise 
seen a great many cases of inguinal colotomy when 
done, but I have never seen any patient who 
could be kept so comfortable and clean after the 
operation as can a patient after the lumbar opera¬ 
tion; for the simple reason that the abdomen is 
the most variable part of the body; it is tight at 
one time and loose another, and no apparatus can 
adapt itself to these varying conditions. Now and 
then you may come across a patient who is going 
on fairly well, but such are exceptional cases, and 
not the rule. Unfortunately fashion rules physic 
and surgery as everything else, and it is the fashion 
now to do the inguinal operation which is more 
easy to do; but it is a most unsatisfactory measure 
as a rule, and is not to be compared, so far as 
comfort-giving and life-saving properties are con¬ 
cerned, with the lumbar. 

This patient looks a very healthy woman, and 


you would hardly believe there was much wrong 
with her. 

It is difficult to decide as to what should be 
done in her case, for at present there is, of 
course, the extension of her local disease, with 
the narrowing of the bowel as the result of 
operation. It is probable that in a case like this 
colotomy would have been the best operation as a 
primary measure, and when an artificial anus had 
been established, the local treatment of the rectal 
disease could have been considered. Primary 
excision of the rectum is not a very satisfactory 
operation. I could, if I wished to advocate it, put 
some cases together in which there have been 
wonderful results. I have one gentleman from 
whose rectum I took out an epithelioma the size 
of a florin, which I could isolate perfectly well, 
who is now perfectly well, twenty years after the 
operation; but that was a small local disease. 
The operation of excision ought to be wholly 
confined' to cases of limited disease of the lower 
end of the rectum, which can surely be isolated. 
In other cases the right thing is a colotomy, after 
which you may think secondarily of removing the 
disease when the artificial anus has been es¬ 
tablished. As a rule, patients have a much more 
comfortable and prolonged life after colotomy 
than after excision. I have patients alive and 
well whom I colotomized six, seven, eight and nine 
years ago. One old lady, over 70, whom I col¬ 
otomized twelve years ago for cylindriform car¬ 
cinoma, is now perfectly happy, and scarcely 
recognizes that she has any local disease, which, 
however, still exists, manifesting itself by the 
passage of mucus, etc., but it is passive. 

Let us fully recognize the fact that a local 
rectal disease, if not irritated, may become very 
quiescent, and the patient may live a long time 
with it. 


Eozema of the Scrotum. —Chrysarobin, be¬ 
ginning with 2 per cent. Vaseline Ointment, and 
increasing, if possible to 10 per cent., is preferred 
to Pyrogallol by Veiel. The latter, however, is 
useful where infiltration of the skin gives way too 
slowly to Tar preparations. When either of these 
drugs is used the surrounding skin should be 
protected with a Zinc Jelly.— (Mid. Rec .) 


Tincture of Oelsemium in doses of three drops 
every four hours, it is said, will relieve spasmodic 
stricture of the urethra.— {Med. Rec.) 
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VISCERAL PHLEBOTOMY. 


BY 

G. HARLEY, M.D., F.R.S., F.R.O.P. Lond., 

Corresponding Member of the Royal Academy of Sciences 
of Bavaria, of the Royal Academy of Medicine 
of Madrid, etc. 


Pari passu with the recent advances made in 
scientific physiology and pathology have most 
marked changes and improvements taken place 
in the medical and surgical treatment of disease. 
Some of them have merely appeared startling by 
reason of their novelty. Others have actually in¬ 
timidated on account of their seeming temerity. 
Many have been stigmatized as chimerical. While 
not a few have been condemned as being beyond 
the pale of rational therapeutics. Nevertheless on 
better acquaintance most of them have been found 
to be as replete with wisdom as they have proved 
to be pregnant with advantage to the healing art. 

Visceral phlebotomy, of which I am about to 
speak, may not untruthfully be said to belong to 
the latter class. For when it was first introduced 
by me to the notice of the profession in 1886,* in 
the form of hepatic phlebotomy, it was not only 
abused as a most dangerous, but stigmatized as a 
most unjustifiable operative procedure. Never¬ 
theless, although only seven years have glided 
away since its death knell was so vociferously 
sounded, instead of having been consigned to an 
oblivious tomb, it is not only still alive and 
flourishing, but has had added to it a twin-sister 
in the shape of pulmonary phlebotomy, by Dr. 
Christian Simpsoq,t and now I am about to advo¬ 
cate the extension of this mode of curative pro¬ 
cedure to every other come-at-able visceral organ 
of the body. 

There being no simpler or more effective way of 
proving either the safety of, or the benefits to be 
derived from a novel system of treatment than by 
quoting successful illustrative cases, I will not 
waste time in exposition; but at once briefly 
narrate two examples which can neither be gain¬ 
said nor doubted. And in order to save space, 

•Hepatic Phlebotomy, “ Brit. Med. Jour.,” 13th Nov., 
1886; ib. % 15th Jan., 1887. 

t A New Method of Bleeding in some forms of Pulmo¬ 
nary Congestion, with Four Cases, ** Lancet,” November 

1st, 1890. 


and yet put it in the power of those specially inte¬ 
rested in the subject to obtain possession of the 
details in each case, I will cite two that have 
already been published in extenso . The one by 
myself,* the other by my son, Dr. Vaughan 
Harley, f 

Case 1. The patient, a lady of intemperate 
habits, aet. 38, was not operated upon until she 
was supposed to be in a dying state from the com¬ 
bined effects of a greatly enlarged, hard, and in¬ 
flamed liver, and ascites, complicated with marked 
anasarca. After Dr. Dunbar Walker (whose 
patient she was) had rendered her insensible 
with the A.C.E.J mixture, I pierced the upper 
part of the liver, from right to left, with an eight- 
inch long trocar of the diameter of between a 
No. 2 and No. 3 sized English catheter. The 
normal liver being at least ten inches broad in an 
averaged-sized woman, and this liver being greatly 
enlarged—several inches both laterally and per¬ 
pendicularly—I felt perfectly safe in thrusting the 
eight-inch long trocar up to its very hilt. This 
was done with the hope that during its penetration 
it might wound one or more blood-vessels of suffi¬ 
cient calibre to yield a free stream of blood. 

On withdrawing the end of the canula, about 
an inch or two, blood issued freely, and twenty 
ounces were abstracted. The skin-wound was then 
closed with a piece of sticking plaster, and a 
bandage applied. Such was the benefit derived 
from the operation, that from the very next day the 
downward progress of the case was arrested. The 
liver decreased in size, and with the aid of tapping, 
the ascites and anasarca disappeared, and wiihin 
three months the patient was so well and strong 
that she could walk a distance of three miles, and 
never had a return of the disease. This having 
been a case of inflammation of the liver associated 
with dropsy, I will now cite one of an entirely 
different character, namely, one in which the in¬ 
flammation was associated with abscess, and that, 
too, of the worst of all possible forms—the 
strumous. 

Case 2. The patient was a country lad, aet. 17, 


• “ Brit. Med. Jour.,’* 13th November, 1886. 
t Abscess of the Liver: Treatment,'* Brit. Med. Jour.,” 
23rd November, 1889. 

X Tnis is a safer form of anaesthetic than Chloroform, con¬ 
sisting of one part of Absolute Alcohol, two parts of Chloro¬ 
form, and three parts of Ether. It was originally proposed 
by me, and afterwards recommended by the Committee 
“ On the Uses and Effects of Chloroform,” appointed by 
the Royal Medical Chirurgical Society of London (ol which 
I was a member) in their “ Transaction-. M of 1864, p. 341. 

e 




216 The Clinical Journal.] 


DR. HARLEY-VISCERAL PHLEBOTOMY. 


[August 2,1893. 


whom I was called to see by Dr. Cooper Key and 
Surgeon Heaven. The liver dulness extended from 
the right nipple-level down to two inches below 
the umbilicus, and four to the left of the mesial 
line. Phlebotomy was performed while the patient 
was under the influence of the A.C.E. mixture. 
But although the liver was punctured in several 
places, such was the hardness and compactness of 
its tissues, on account of the inflammation, that only 
a very little blood was obtained. Fortunately, 
however, profuse haemorrhage took place some hours 
afterwards," from the wounded liver, through the 
bile ducts into the intestines, with the result that 
within thirty-six hours the liver had diminished in 
size no less than an inch and a half all round, 
which made an enormous diminution, and within 
six days the first abscess had pointed and been 
emptied. In three days more a second abscess 
was equally < mptied, and on the thirty-eighth day 
the patient returned to his home in Lincolnshire, 
a distance of 120 miles, without a single bad 
symptom. The results in these two cases, I think, 
must convince even the most sceptical, not only of 
the safety of this operative mode of procedure, but 
of its utility as a curative agent. For without it I 
have not the slightest hesitation in opining that 
both of the patients who were subjected to it 
would have been in their graves within a few days. 

I now come to pulmonary phlebotomy, first 
proposed and practised by Dr. Christian Simpson, f 
This, I consider, is the most difficult form of 
visceral phlebotomy. From the fact that from the 
lungs being contained within the ribs, and con¬ 
stantly contracting and expanding, it is impossible, 
by the application of an external bandage, to 
bring the thoracic parietes into firm contact with 
the orifice of the wound made in the pulmonary 
tissues, so as to effectually close it. Consequently, 
the closure of the wound in the lung, after the 
operation, must be effected by the resilience of the 
pulmonary tissues alone being sufficient to retain a 
blood-clot in the channel made by the trocar. In 
order to favour this, Dr. Simpson adopted the 
plan of “after the withdrawal of twelve ounces of 
blood, the canula was held in situ with the finger 
over the end to allow a clot forming, and then it 
was slowly withdrawn.” . . . “The patient was im- 

• The case is reported in full by my son, Dr. Vaughan 
Harley, in a paper on Abscess of the Liver : Treatment. 
“ Brit Med. Jour.,” 23rd Nov., 1889. 

t A New Method of Bleeding in Some Forms of Pul¬ 
monary Congestion, with Four Cases. 11 Lancet ” (London) 
Nov. 1st, 1090. 


mediately and markedly relieved, both as regards 
the cerebral (she had been comatose, G.H.) and 
pulmonary conditions. No effusion took place, 
there was only trifling haemoptysis, and a suspicion 
of a small patch of pleurisy, without a rise of 
temperature.” Dr. Simpson employed aspirating 
needles in his operations; and although they did 
not prove successful like mine, this can scarcely 
be said to have been due to any fault in the 
operation, but to the diseases complicating the 
pulmonary congestion for which the phlebotomy 
was had recourse to; two of them being cases 
complicated with advanced organic heart disease, 
and the others equally incurable cases of Bright’s 
disease. 

Having thus shown that the apparently heroic 
method of extracting blood directly from an in¬ 
flamed internal organ cannot alone be practised 
with safety on a favourably placed gland like the 
liver; but on one of the most unfavourably placed 
organs of the body for the successful performance 
of the operation, namely, the ever-moving lungs, I 
think I need scarcely dread censure if I boldly 
recommend the performance of visceral phle¬ 
botomy on every suitable situated internal organ, 
when it is in a seriously congested condition, in 
preference to the application of leeches or 
cupping glasses to the external parietes over it: 
seeing that the cutaneous blood-vessels have in 
no case'whatever any direct communication with 
the internal organs lying beneath them. Con¬ 
sequently, the theory is but a delusion, and the 
practice of leeching and cupping but a snare, if 
done with the intention of directly diminishing 
the amount of blood circulating through, or stag¬ 
nating in a visceral organ; as the withdrawal of 
blood from the cutaneous capillaries can only act 
beneficially in such cases, in so far as it diminishes 
the entire amount of blood in the body. And, 
seeing that the largest internal organ forms but a 
small proportion of the whole frame, its thus 
diminished blood supply cannot be but an in¬ 
significant one; whereas, by my proposed method, 
as shown in the case of the liver, where twenty 
ounces of blood were directly withdrawn, and Dr. 
Simpson’s, of the lung, where twelve ounces of 
blood were equally directly extracted from the 
organ, as much or as little blood can be removed 
from the congested parts as the operator thinks 
needful. 

Recently I proposed extracting blood from a 
greatly enlarged and tender inflamed spleen, but 
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was thwarted by the nervous apprehensions of an 
imperfectly educated coadjutor, from his not 
knowing that needles as large as No. 3 sized 
catheters have been kept for twenty minutes in the 
ventricles of the hearts of living dogs without 
deleterious effect. Tis knowledge which inspires 
surgical confidence, and no one without it need 
trouble himself with the consideration of the 
question of visceral phlebotomy. For those about 
to practise it for the first time the following hints 
may be of service:— 

1. If it be deemed inadvisable to render the 
patient insensible, induce anaesthesia of the skin at 
the point selected for puncture, by the local appli¬ 
cation of the Hydrochlorate of Cocaine. 

2. Select the seat of puncture, and give such a 
direction to the trocar as will ensure the point of 
its entrance into the organ being brought into direct 
contact with the parietes, by the application of 
pressure to them after the completion of the 
operation, in order that the mouth of the wound 
in the organ may be readily and effectually closed 
by a bandage applied around the body. 

3. Let the trocar or aspirating needle be of the 
size of a No. 2 or 3 sized English catheter, and 
sufficiently long to penetrate deeply into the organ 
operated on, without there existing any risk of 
entirely transfixing it. 

4. Let the direction of the instrument be such 
as to avoid its puncturing any large blood-vessel. 

5. When all these points have been attended to 
it will save the patient pain if the instrument be 
rapidly and at once thrust into the organ to the 
full depth it is intended to penetrate. 

6. If no blood flows, then slowly, and by distinct 
degrees, withdraw the canula, in the hope that a 
sufficiency of blood will ooze from the transfixed 
capillaries, into the canal made in the organ by the 
instrument, as will yield a free stream, and enough 
for the required purpose. 

7. When the wished-for amount of blood has 
been obtained, before withdrawing the canula 
altogether from the organ, and just before it leaves 
it, in order to obtain a blood-clot-cork to stop up 
the wound with, place the finger on the mouth of 
the canula, and keep it there till it is thought a 
clot has had time to form both in its interior and 
in the canal made in the organ by the instrument. 
The next point is to get the clot in the canula to 
break off from that in the canal, so as to leave it 
behind, in order that its presence there may pre¬ 
vent any oozing of blood from the organ after the 


withdrawal of the instrument. This is best done, 
I think, by giving a twist to the canula at the 
moment it is felt to leave the organ. As the 
resilience of the tissues of the organ will cause 
them to contract sufficiently firmly around the 
clot within it, to prevent its being drawn out along 
with the canula. 

8. All that remains to be done now is to place 
an inch-square sized piece of adhesive plaster over 
the seat of the external puncture, and bind a pad 
over it with a flannel bandage sufficiently firmly 
as to ensure the internal surface of the parietes 
being brought into close contact with the orifice of 
the wound in the organ, the more effectually to 
prevent the possibility of an accidental internal 
haemorrhage taking place. 

All I have now to add is, that if I am not very 
much mistaken, the day is not far distant when the 
old-fashioned, and as erroneous as it is unsatisfac¬ 
tory, mode of withdrawing blood cutaneously, will 
be totally abolished in all cases of inflammation 
and congestion of internal organs having no circu¬ 
latory connection with the skin. And that the 
practice of visceral phlebotomy will become the 
recognized orthodox method of depletion in such 
cases. 


ORIGINAL ARTICLE. 


THE COMMON GELATINOUS 
POLYPUS OF THE NOSE. 

By A. MARMADUKE SHEILD, F.R.O.S., 
Assistant Surgeon to St. George’s Hospital, late Assistant 
Surgeon and Aural Surgeon to Charing Cross Hospital. 


The subject of nasal polypus is one of great 
importance because of the commonness of the 
affection, the frequent mistakes in diagnosis which 
are made regarding it, the distressing and varied 
symptoms it produces, and the great difficulty of 
carrying out efficient, and especially, curative 
treatment. In this brief article I propose to con¬ 
sider the common variety of polypus, the gelatinous 
or mucous. Sarcomatous growths, usually springing 
from the base of the skull, are more rare, and are 
only to be treated by surgeons who have had expe¬ 
rience of the perilous nature of operations of this 
nature. 

The gelatinous polypus of the nose is mainly 
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composed of loose connective tissue, sodden and 
distended with mucin, and covered with a ciliated 
epithelium. True myxomatous tissue such as is 
found in the jelly of Wharton or the vitreous 
humour, must be exceptional, for I have examined 
a considerable number of these tumours, and have 
never been able to find it. The growths are generally 
vascular, and swell up in damp weather, varying in 
size according to the conditions of vascularity of 
the nasal passages, and the activity of the muci¬ 
parous glands. They are pedunculated, but may 
have several attachments, and they are almost 
invariably multiple, the smaller growths of the size 
of a pea or bird-shot, being particularly liable to 
be overlooked. 

Situation .—In the vast majority of cases, these 
growths originate in the mucous membrane over 
the outer wall of the nose, either on the middle 
turbinal, or the mucous membrane of the outer 
wall of the nasal groove overlapped by it. Polypus 
of the septum is practically unknown, and this fact 
is of value in diagnosis. In certain cases polypi 
have been known to originate within the accessory 
cavities of the nose, as the antrum, ethmoidal 
cells, and parietal sinuses. The symptoms they 
thus cause are very vague, and the cases are 
necessarily likely to be misunderstood. The 
dripping of watery fluid from the nostril has been 
observed in cases of polypus of the antrum. In 
still more exceptional cases these growths, origin¬ 
ating high up in the nasal cavities, absorb the thin 
and papery bones and encroach upon the cranial 
cavity, producing fatal meningitis. 

Symptoms .—The symptoms of polypus of the 
nose are those of nasal obstruction, more or less 
complete, more or less distressing, according to the 
size and number of the growths. The symptoms 
vary in intensity, being always worse in damp 
weather and localities. In some cases the nose 
may be obviously distended, and the growths 
appear anteriorly. The voice assumes a charac¬ 
teristic nasal sound, mouth-breathing is prominent, 
and the lachrymal ducts are occasionally obstructed, 
leading to epiphora. The peculiar nasal intonation 
of the voice is important to recognize, for by it 
polypi may be suspected to exist in the posterior 
nares, where' they are not to be seen anteriorly. 
The obstruction to respiration produced by these 
growths seriously aggravates such conditions as 
chronic bronchitis and cardiac disease, and corre¬ 
sponding improvement to these conditions ensues 
on the removal of the polypi. The connection 


between these growths and asthma is a matter of 
extreme importance. Not only do polypi seriously 
aggravate asthma, but a significant number of 
cases of the latter affection are cured or much 
relieved by the removal of these growths. And it 
is by no means the large and obvious growths, 
only, that are to be considered in this respect. 
The removal of a small and unsuspected polypus 
from the nose has had beneficial effects in cases of 
asthma, and a thorough examination of the nasal 
cavities should therefore never be neglected in 
asthmatical subjects. In some cases nasal polypi 
cause aural symptoms of importance, as attacks of 
middle ear catarrh, and severe timitus. In my 
experience, this is especially the case when they 
grow in the posterior nares, and invade the naso¬ 
pharyngeal space. 

Diagnosis .—The diagnosis of gelatinous polypus 
in the anterior nares is easy, provided the nostril 
be well stretched open with a speculum and a 
brilliant light thrown into it from a forehead mirror. 
The growths are at once to be recognized by their 
peculiar gelatinous appearance, and if moved about 
with a curved probe it will readily be seen that 
they are pedunculated. Hypertrophy of the 
mucous membrane over the end of the spongy 
bone is very frequently mistaken for polypus. The 
swelling here is pink in colour, and perfectly 
sessile, and shrinks in the most marked manner 
after applying Cocaine. Polypi of the naso¬ 
pharynx are more difficult to detect, and they 
may readily escape notice unless the surgeon 
appreciates the peculiar nasal tone of voice, and 
symptoms of nasal obstruction with which they 
are associated. When large, they may be seen 
just below the edge of the soft palate; when 
smaller, they may be detected by the rhinoscope. 
Still more certainly may their existence be 
appreciated 1 * by the finger passed behind the co¬ 
cainized palate, and methodically used to explore 
the apertures of the posterior nares. Polypi 
growing within the sinuses, or high up in the 
ethmoidal cells, are peculiarly difficult to diagnose 
except inferentially; and if others have been re¬ 
moved from the lower parts of the nose, the 
existence of polypoid growths higher up may 
rationally be expected. 

Treatment .—The curative treatment of polypus 
of the nose is a matter of much difficulty, of far 
more difficulty, indeed, than a reader of text¬ 
books would be apt to imagine. Broadly speaking 
there are two main methods by which the treat- 
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ment of these growths is conducted. In the first, 
strong and serrated forceps, are thrust within the 
nares, and the growths, the bones, or anything 
that may come within the grasp of the forceps, is 
pulled away. The second method is conducted 
by aid of the snare, assisted, it may be, by light 
and delicate forceps of different curves and 
patterns, applied only to the growths themselves, 
under good illumination. 

The first method seems to me to have little to 
recommend it. Without anaesthetics, as many 
readers of this aiticle will be able to testify, it is 
agonizingly painful, and it has this unanswerable 
drawback, that by feeling with the forceps alone it 
is impossible to distinguish between healthy and 
diseased tissues, and that consequently small 
growths are left to rapidly take the place of their 
predecessors. As a preliminary operation, when 
the nostrils are extensively blocked with large 
growths, easily seen and seized, the forceps opera¬ 
tion may be occasionally admirable. It is essential 
in operating upon these cases to remember that 
the gelatinous polypus is seldom single, and it is 
quite surprising, after one is removed, how others 
will take its place, coming into view from above 
when the obstruction below is removed. Accord¬ 
ingly it is not uncommon to remove some eight or 
ten of these growths in succession, when at first 
but one or two were visible. Patients should 
always be warned of this, and advised to be pre¬ 
pared for a long and patient course of treatment 
if they wish for permanent relief. Snares of dif¬ 
ferent curves and constructions are needful, espe¬ 
cially of different strengths and sizes, and carrying 
different sizes of wire. A fine snare and very fine 
wire is needful to grasp a polypus the size of a pea 
high up under the middle turbinal. I always 
employ cold steel wire, but some surgeons advise 
the galvano-cautery loop. This has the advantage 
of being followed by no bleeding, and hence is 
useful in cases of large growths, when subsequent 
oozing would hide from view others of a middle 
size. The bleeding from the cold wire snare is, 
however, trivial, and a little firm pressure with a 
small sponge in a holder usually checks it suf¬ 
ficiently to allow of other growths being dealt with. 
I always find that, under Cocaine, these operations 
are well-nigh painless, but highly nervous patients 
will require an anaesthetic; and in the latter case 
the operator should do his best to remove all 
the growths at one sitting. 

Position .—The best position for the patient is in 


a sloping chair or couch, with the head well raised. 
The head of the couch should be placed just in 
front of good window-light, or a powerful lamp 
and reflector, or electric light. The operator wears 
a concave mirror upon his forehead, and thus 
strongly illuminates the nasal cavities. The fore¬ 
head electric light is very useful in these cases, and 
in the darkness of a London winter is sometimes 
essential. The kind of light or apparatus is not so 
essential, as good illumination with that special 
light or apparatus that the surgeon is most accus¬ 
tomed to deal with. The parts should now be 
painted with a solution of 10 p.c. Cocaine freshly 
prepared, and a pledget of wool soaked in the 
same solution placed in the nose, in contact with 
the growth. In about eight minutes, the parts are 
usually insensitive enough to allow of operation. 
The nostril is well dilated with the speculum, and 
the snare manipulated round one growth after 
another. With patience and care, at one sitting, 
the nares can be usually cleared. For a day or two 
after this, the patient may have the nose well 
syringed though with warm alkaline and antiseptic 
fluids, and then the parts should be again well 
examined. Frequently some shreds of morbid 
tissue will need removal, and for these, as well as 
for small sessile growths, a pair of slender forceps 
with ring or serrated blades, and “ a catch ” in the 
handle, are peculiarly appropriate. The operator 
cannot be too careful to detect and destroy the 
very small polypoid growths, for it is the continued 
growth of these which leads to such rapid and 
inveterate reproduction of the disease. The parts 
may now be allowed to heal, and what may be 
termed the second part of the treatment is now 
commenced. This consists in the destruction of 
the mucous membrane in the situations of the 
former polypoid growths with the actual or chemi¬ 
cal cautery. Of these the galvano-cautery is far 
preferable. The nose must be well cocainized, 
and a good light employed, while the instrument at 
a white heat sears all suspicious spots and patches. 
This must be most thoroughly done, or a fresh 
outbreak of the disease is certain. 

The above sketch of treatment will give some 
idea of the great patience that is needful on the 
part of the patient and surgeon tt> bring these 
cases to a good conclusion, and it may be pointed 
out, that if done with care such treatment should 
be devoid of anything like severe pain, and it will 
be observed, that it is conducted on the principles 
of general surgery that guide us in the treatment 
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of all morbid growths, removal of the tumours, 
and of the tissues from whence they spring. 

General Polypoid Disease of the Nasal Cavities .— 

I have applied this term to a class of cases, which 
unhappily most surgeons are familiar with, where 
the nasal cavities, even to the roof of the nose, 
and ethmoidal cells, are completely stuffed and 
blocked with polypoid growths. The unfortunate 
patient will usually tell us that he has had growths 
removed from his nose on numerous occasions, 
but finally he despairs from getting any permanent 
relief. On removal of some of the larger growths, 
or on moving them aside with a probe, the whole 
mucous membrane over the outer wall of the nose 
is crowded with other growths of the size of a 
No. i shot or a pea. The nose is usually much 
expanded, tears run over the cheek, and all nasal 
respiration is entirely annulled. 

These cases are among the more desperate in 
surgery, and one must especially remember that 
the removal of polypi from the roof of the nasal 
cavities, or from the region of the upper turbinal, 
is by no means free from risk of setting up cerebral 
sinus thrombosis, or septic meningitis. In these 
cases the parts are often bathed in foul and pent- 
up discharges, and in a significant number of cases 
necrosis is also present. Whether this be the re¬ 
sult of previous treatment, or of the growths them¬ 
selves, we will not now stop to inquire. I feel 
quite certain that the only treatment likely to 
prove of avail in these very obstinate cases, is by 
gaining free access to the nasal cavities, and re¬ 
moving as far as is prudent the bones and mucous 
membrane from which these growths spring. 

The steps of the operation, usually known by 
the name of Roux, are familiar to most surgeons. 
A competent and experienced anaesthetist must 
always be employed. I prefer to operate in these 
cases with the head on the side, and a strong gag 
fixed in the mouth. Should the operator prefer 
the vertical position he will do well to commence 
matters by plugging the posterior nares with two 
small soft sponges, firmly attached to pieces of 
silk, which are brought forward and hitched be¬ 
tween the incisor teeth. This obviates the nuisance 
and danger of blood flowing into the air passages. 
A highly competent assistant, who knows how to 
sponge out the naso-pharynx with rapidity and 
precision, obviates the necessity for this precau¬ 
tion. The ordinary preliminary steps of the opera¬ 
tion being completed, the inferior turbinals can be 
shaved off with a fine saw, and access is thus 


given to the neighbourhood of the middle turbinal, 
where the majority of growths originate. Any 
portions of this bone that are “crowded” with 
polypi may be removed with long, sharp scissors. 
The haemorrhage, which is very profuse, will be 
materially checked by sponge pressure, the 
sponges being small, securely held in clamp- 
forceps, and previously soaked in a hot and 
strong Alcoholic Solution of Tannin. The operator 
will proceed with caution as he approaches the 
roof of the nose, any rough thrusting of instru¬ 
ments in this direction being especially hazardous. 
In this way, the bulk of the growths and polypoid 
mucous membrane can be removed, and I finally 
pack the whole cavity with finely powdered 
Boracic Acid, rubbing the powder well into the 
wounded parts. Should the bleeding cease, the 
naso-pharyngeal sponges may be removed, and the 
soft parts being replaced, the cavities are gently 
syringed every four hours with warm Boracic 
Lotion. The results of this operation are very 
good, but it is severe, difficult of adequate per¬ 
formance, and not unattended with risk. Am¬ 
aurosis has been known to follow this and similar 
operations. Many patients with inveterate poly¬ 
poid disease are content to have temporary 
relief afforded them from time to time by the 
gentle removal of the larger growths with a snare. 

Mucous Polypi of the Naso-pharynx .—These 
growths usually originate from the back of the 
middle turbinal, and hang down into the naso¬ 
pharynx. Space will not permit me to mention 
the various ways in which they may be removed. 
These growths may be removed with ease by the 
steel finger nail, the parts from whence they grow 
being vigorously scraped. The operator must 
take the greatest care that the slippery detached 
growths do not pass into the air passages of the 
patient. 

It will be noticed in this article that no mention 
is made of the treatment of these growths by 
injections of astringent fluids as Tannin or Sul¬ 
phate of Zinc, by electrolysis, and the like. All 
such methods are troublesome, and only efficient 
after prolonged application in the case of single 
growths, which it is less distressing to the patient to 
remove with a fine snare in the ordinary manner. 


Glycerin for a Cough. —In severe paroxysms 
of coughing, from whatever cause, a tablespoonful 
of Glycerin in hot milk or cream will give speedy 
relief.— {Annals of Hygiene.) 
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A LECTURE 

ON THE MANAGEMENT OF 
“URGENCY CASES.” 

Delivered at the London Hospital, June 30th, 1893, 
By F. J. SMITH, M.D., M.R.O.P., 
Assistant Physician and Lecturer on Medical Jurisprudence 
to the Hospital. 


Gentlemen, —To-day, instead of talking to you 
about poisoning by alcohol alone, I propose to 
discuss a much larger question of which alcohol 
poisoning forms only a part. And I beg you to 
pay unusually close attention to-day while I try to 
give you a sketch of your best line of action in 
this most important group of cases. It is for lack 
of some such definite principles that mistakes 
occur, mistakes from which no extrication is pos¬ 
sible, and through which more than one medical 
man has ruined his reputation, and many public 
institutions have had much undeserved censure 
cast upon them. 

The class of cases of which I wish to treat are 
those in which we are sent for (usually in a great 
hurry) to examine and treat a patient in whom 
sudden and apparently severe illness,—either con¬ 
vulsions or unconsciousness,—has supervened, and 
whom we have not previously been attending— 
urgency cases I might label them. The latter as¬ 
sumption—that we have not previously been in 
attendance—it is necessary to note, for without it 
the cases come under the head of general medicine 
with which other teachers will make you acquainted. 

I will commence, then, with a bare enumeration 
of the lesions which are liable to take place sud¬ 
denly in persons who are apparently in perfect 
health, or, at least, are able to go about the public 
thoroughfares unattended. 

These are:— 

I. Hemorrhage : which may be— 

a. External', e.g., traumatism, varicose veins, etc. 

b. Internal , e.g., a ruptured aneurism or haemor¬ 

rhage from gastric ulcer. 

II. Vascular Lesions other than hemor¬ 

rhage, e.g., fainting or angina pectoris. 

III. Nervous Lesions— 

a. Cerebral softening or hcemorrhage , apoplexy, 

commonly called. 

b. Epilepsy, including post-epileptic states. 

c. Hysteria. 

d. Plumbism, lead encephalopathy, and colic 

rarely. 


e. Lunacy, especially G.P.I. 

f. Cerebral tumour must be included owing to 

possible occurrence of Jacksonian epilepsy. 

g. Sunstroke. 

h. Meningitis and encephalitis (with sudden onset 

of symptoms). 

IV. Blood Poisoning, of which the groups are— 

a. Urcemic . b. Diabetic. c. Alcohol. 

d. Other poisons, e.g., Strychnia , Opium , Bella - 
donna , etc., in fact, any poison practically. 

V. Sudden Death due to shock, for instance, 

or any of the above-mentioned causes, or 
to heart or lung disease. 

VI. Traumatism, more particularly, perhaps, 

fractures of skull, shock, etc. 

That is a fairly complete list of all the “ urgency 
cases” you are likely to meet with either in hospital 
casualties or in private practice. It may seem a 
very formidable one to carry in one’s mind, but a 
little consideration will show it is not really so very 
formidable in practice, for its use is not so much 
to determine a complete treatment as to give 
guidance to treatment on the spot. The possible 
lines of treatment to be adopted are but few. A 
good many cases are self-evident from the first, 
e.g., bleeding and most cases of traumatism. Such 
require and will receive no further mention here, 
in a lecture dealing only with a preliminary dia¬ 
gnosis and treatment. 

To commence, what mean6 have we for guid¬ 
ance as to our procedure from the moment of call 
till the patient is treated temporarily? We will 
begin with the history first. While getting ready, 
or going to the spot with the messenger, it is a good 
plan to inquire into the particulars of the seizure as 
closely as possible, asking, for instance, has the 
patient taken anything ? if so, what is its nature ? 
is the patient in a fit ? or has he met with an acci¬ 
dent ? These are mere illustrations of the questions 
which you would put, and from the answers to 
these questions if they be intelligent, or even in¬ 
telligible, valuable hints may be acquired : but I 
am bound to admit that in the majority of cases 
there will be either no history at all, owing to the 
absence of witnesses,—cases where persons are 
simply found in a fit or unconscious,—or the his¬ 
tory will be utterly unintelligible owing to the 
anxiety, fright, or imbecility of the messenger; or, 
again, it may be purposely misleading in some few 
criminal cases. Such as it may be, however, listen 
to it, and use your own judgment as to its value. 

On arrival what is to be done ? The first thing 
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is to clear a space round the individual, both to 
give him air and to prevent the bystanders from 
doing harm. Secondly, while clearing the space, 
you will have a few seconds in which to notice the 
general aspect of the patient. Is he motionless, 
and apparently dead, or is he in a fit, convulsed, 
and obviously living? Is his face natural in colour, 
or is it blue, with livid lips, or covered with drops 
of sweat, or is froth issuing from the lips ? If so, 
is this froth blood-stained ? Thirdly, while noticing 
these facts, loosen everything from the neck, and 
if necessary cut open the shirt, waistcoat, etc., for 
that purpose, to let the patient have the opportunity 
of breathing, at any rate. If the neck is at all con¬ 
fined, it may be so swollen as to impede respiration 
considerably. 

Fourthly, if convulsed, at once restrain him, or 
put something under the head so as to prevent 
injur}' to himself from his movements. 

You will perceive that I am giving these hints in 
the order of time and mixing up some of the dia¬ 
gnosis and treatment, but I want my lecture to be 
as practical as possible, and therefore choose the 
chronological method deliberately. 

In the next place our method of examination 
branches off according to whether the patient 
obviously has convulsions and is living, or whether 
he is quiet and possibly dead. 

We will imagine first that convulsions are pre¬ 
sent. We find the patient in “a fit,” as it is 
popularly termed. These convulsions may be due 
to : (a) Epilepsy ; (b) Hysteria; (<c ) Malingering; 
(d) Poisoning by Strychnine (it is just possible 
that you may get a case of poisoning by Opium, in 
which, instead of the comatose condition, fits 
supervene); (e) Uraemia; (f) Dentition (in babies). 
These are practically the only forms of fits that 
will occur in the particular circumstances which I 
am now considering. 

And now what are you to notice to determine 
with which of these you have to deal ? 

(i) The Eyes; they are the most important 
thing. 

Are they open or shut ? If shut is there much 
resistance to your forcibly opening and lifting up 
the eyelid ? Is the patient conscious and looking 
round? That would, of course, suggest to you 
malingering. Then as to the pupils note whether 
they are equal or unequal, dilated or contracted, 
and, most particularly of all, whether they react to 
light, also note if the conjunctival reflex is present 
or not. In epilepsy the pupils are dilated and 


insensible to light, or they may occasionally be 
oscillating without any obvious cause. In hysteria 
they react readily to light: in malingering they 
would obviously do the same; in poisoning usually 
the pupils will not act to light. They may be 
dilated as in Strychnine poisoning, which is the 
only likely convulsant. If it should happen to be 
a case of Opium poisoning they are contracted. 
In uraemia the pupils are as a rule fixed and 
dilated; they react very slowly, if at all, to light; 
but it may occasionally happen that they are 
perfectly natural in size. 

The conjunctival reflex is absent in epilepsy, 
uraemia, poisoning (as a rule), and present in 
hysteria and malingering. 

(2) Notice the froth coming from the mouth . 

It is usually present in epilepsy, and very pos¬ 
sibly blood-stained from biting the tongue. Blood¬ 
stained froth would very certainly make you think 
of epilepsy. Malingerers use soap for this purpose, 
knowing that an epileptic patient usually has froth 
at the mouth. Working it up with the saliva, they 
begin to foam at the mouth, and drop down in a 
fit; so that if you suspect malingering the mouth 
should be examined for soap. Froth may be pre¬ 
sent in poisoning, but it would not have any 
special significance. It might suggest Hydrocyanic 
Acid poisoning, but then there would be no fits 
present. 

(3) Notice the nature of the convulsions. 

They are most exaggerated, perhaps, in hysteria, 

and most universal. The malingerer is liable to 
over or underdo the motions. In poisoning by 
Strychnine an attack is soon over, and it consists 
usually in jerking movements of the head and the 
feet, with arching of the back, which, as a rule, is 
absent in epilepsy, and malingerers know nothing 
about it. 

(4) Note the general consciousness . 

The patient can certainly be roused in malin¬ 
gering and in hysteria. In true epilepsy and 
uraemia he is incapable of being roused. In 
poisoning he is either totally unconscious and 
cannot be roused at all (so that it need hardly 
come into this group), or he is practically perfectly 
conscious between the fits , and his muscles are 
perfectly relaxed. 

(5) Note the general appearance of the face. 

In malingerers, and usually in hysteria, the skin 
is hot and flushed, and a profuse hot perspiration 
is present if the movements are at all violent In 
epilepsy the face is possibly blue and congested. 
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but more usually pale; it may be moist, in which 
case it will be with cold sweat. In poisoning a 
cold, clammy sweat may break out. In uraemia it 
may be flushed, but more usually it is natural, or 
pale without sweat. 

(6) Note the pulse , over which, of course, the 
patient has no control. In malingering and 
hysteria the pulse will be full, bounding and rapid 
from the exertion made by the patients. In 
uraemia and poisoning it will be very small and 
rapid,—up to 140, 150, or something of that sort. 
In epilepsy it is usually somewhat accelerated. 

Such are your immediate means of diagnosis, 
not one of them absolutely trustworthy alone, but 
each lending considerable weight to the others. 

(To be concluded.) 


CLINICAL NOTES. 

(Specially reported for The Clinical Journal . Revised 
by the Author.) 

-JOH- 

WITH DR. GOV IN THE OUT-PATIENT 
OBSTETRIC DEPARTMENT AT 
ST. MARY’S HOSPITAL, JUNE 26th, 1893. 

Pain on Micturition. 

This is a fairly common symptom, for which 
women seek relief in our department. The causes 
may be divided into two groups : first, those pecu¬ 
liar to women, such as (1) Urethral caruncle, 
{2) Perimetritis, in which case the pain is due to 
inflammation of the peritoneal covering of the 
bladder. Owing to this inflammation, the accumu¬ 
lation of urine in the bladder excites pain and leads 
also to frequent micturition. (3) Inflammation of 
the vestibule, involving the urethral orifice or the 
presence of venereal sores in the same situation; 
and (4) it occurs as a neurosis, which often clears 
up with a few days treatment. Secondly, those 
causes common to both sexes, such as (1) Urethritis, 
(2) Cystitis, (3) the passage of a highly concen¬ 
trated acid urine, (4) the presence in the bladder 
of calculi, or the passage of gravel. 

This patient has had a thick yellowish discharge 
for some days, attended with pain on micturition. 
Examination confirms her statement as to a dis¬ 
charge, and suggests urethritis as a cause. To 
ascertain if urethritis is present you will notice that 
I remove all the pus from the vaginal orifice by 
means of cotton wool, and then having passed my 


finger into the vagina, press on the urethra from 
above downwards. On doing this more pus is 
squeezed out of the urethral opening, a fact which 
confirms the diagnosis of urethritis. I shall order 
her Mist. Buchu. Co. to diminish the irritation, and 
Lead lotion to apply to the parts. If the patient 
could be kept under constant observation more 
energetic treatment would be advisable. 

This other woman also gives a history suggestive 
of urethritis. She has been married ten months, is 
26 years of age, has had no children or miscarriage. 
She has had a thick yellowish discharge for the last 
few months, accompanied by pain on micturition, 
and she states that she has blisters about the 
vaginal orifice. Examination shows the presence 
of a number of condylomata and mucous patches 
about the vestibule and labia, which account for 
the pain and discharge. There is a history of recent 
syphilitic inoculation. I shall order her to take 
two tablespoonfuls of the Mistura Hydrargyri 
Perchloridi three times a day, and apply locally the 
following powder: 

R Hydrargyri Subchlor. 

Iodoformi . aa 3j 

Pulv. Amyli . 5 vj 

The two cases are both due to local causes, which 
are easily recognized by examination. 

Fibroids of the Uterus. 

This woman, 33 years of age, comes complaining 
of abdominal enlargement and “ flooding.” She 
married, for the second time, two years ago. She 
has had four children: three by the first, and one 
bom ten weeks ago by the second husband. There 
was an interval of fourteen years between the birth 
of the third and fourth children. Her last labour 
was normal though somewhat prolonged (eighteen 
hours). The abdominal enlargement was first 
noticed about one month after her last confine¬ 
ment, that is to say, six weeks ago; three weeks 
ago she had flooding, which lasted one week; it 
was unattended by pain, and no clots were passed. 
There has been no discharge. 

On examination, we find great flatulent disten* 
sion of the intestines, which accounts for the 
abdominal enlargement. The sound passes 3^ 
inches in the normal direction; the cervix is normal 
in texture ; behind it and attached to the posterior 
surface of the uterus can be felt a rounded swelling 
about the size of a hen’s egg, and another similar 
swelling can be felt attached to the upper angle of 
the uterus on the left side. There was no bleeding 
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on passing the sound. The history of flooding and 
the result of the examination lead me to believe 
that we have here a case of sub-peritoneal fibroids 
of the uterus. 

It is interesting to note that in spite of this she 
became pregnant, went to full time, and did not 
suffer from post-partum haemorrhage. Frequently 
these women are sterile, or if they become pregnant 
are apt to miscarry; if they go to full time post¬ 
partum haemorrhage is liable to occur, as the uterus 
cannot retract or contract over the situation of the 
fibroid. There is nothing to show whether the 
protracted labour was due to the tumours offering 
any obstruction to the passage of the child, though 
it should be remembered that this frequently does 
occur. * 

Uterine fibroids often undergo considerable in¬ 
crease in size during pregnancy, but during the 
puerperal state, whilst the uterus is undergoing 
involution, they shrink, and in some cases even 
may disappear. 

I shall order her two tablespoonfuls of the Mistura 
Ergotae c. Ferro, to be taken three times a day. 

This woman also has a fibroid of the uterus, but 
in her case the symptom mostly complained of is 
a continuous pain in the hypogastrium; there has 
been but little haemorrhage. Whilst ordering her 
Ergot and Bromide of Potassium, I cannot say 
that I expect the result will be very satisfactory. 
My experience is that Ergot is by no means so 
useful in these cases, where pain is the prominent 
symptom, as in those attended by profuse haemor¬ 
rhage. In such cases as this it may be necessary 
to perform abdominal hysterectomy. Removal of 
the appendages in cases of this kind is not generally 
attended with any good result. 

Pruritus of the Lower Vagina. 

This woman, aet. 62, came here a few weeks ago, 
suffering from pruritus of the lower vagina, asso¬ 
ciated with more or less general pruritus. This 
association made it unlikely that there was any 
local affection of the genital organs; and as there 
was no sugar in the urine, nor any local disease 
that could be discovered, the case was put down 
as one of idiopathic pruritus. I may say that in 
this affection the lower vagina is quite as frequently 
the site of the itching as the vulva. 

She has improved on a mixture containing 
Bromide of Potassium and Belladonna, and a local 
application of Lotio Nigra. 


Offensive Discharges. 

As a rule, when we meet with cases in which 
there is an offensive vaginal discharge, we are apt 
to think at once of malignant disease affecting 
some portion of the genital tract, and especially of 
the cervix, because it is so much commoner in that 
situation than in any other. An offensive dis¬ 
charge implies decomposition or putrefaction, and 
the reason why the discharge in cases of cancer is 
so often offensive is that the surface of the growth 
is exceedingly liable to necrose. As long as the 
cancerous tissue does not undergo this superficial 
necrosis there is no offensive discharge. You 
should remember, however, that though cancer is 
a frequent cause of offensive discharge, there are 
many other conditions which lead up to it. After 
parturition, for example, unhealthy sores about the 
vaginal orifice, a breaking down haematoma of the 
vulva, decomposition of retained products of con¬ 
ception in utero, or general or local sloughing of 
the vagina may cause it. Foreign bodies in the 
vagina, such as pessaries or pledgets of cotton, by 
favouring retention and so decomposition of dis¬ 
charges, may also cause it. Sloughing fibroids is 
another important cause. 

This woman, aet. 32, has been “ losing ” exces¬ 
sively for the last five weeks. She is married, and 
has had two children, the last being 15 months 
old ; she suckled the baby eleven months. She is 
anaemic, and not well nourished in appearance. 
Menstruation appeared six weeks after her last 
confinement, and recurred regularly every month 
until fourteen weeks ago. For nine weeks she did 
not menstruate, and then she began to bleed^ 
and the bleeding has persisted up to the present 
time. 

The first point to consider is whether she is 
pregnant, and if so whether the pregnancy is 
normal or abnormal. On vaginal examination the 
cervical canal is found not at all open; the body 
of the uterus is but slightly enlarged. Now, if 
pregnant with a living child she would have gone 
three months, and the size of the uterus by no 
means corresponds to that period of pregnancy, 
being only about the size of a one Month’s preg¬ 
nancy. Under these circumstances it is justifiable 
to pass the sound. It passes barely three inches 
in the normal direction. It is possible that she 
was pregnant but has miscarried without knowing 
it some time during the last five weeks, and a bit 
of placenta may or may not have been left behind. 
It is also possible that a small withered ovum, or 
carneous mole, may be retained in utero; if so 
the passage of the sound may lead to its expulsion. 
With regard to treatment, if Ergot and rest fail to 
control the bleeding, I shall recommend her to 
come into the hospital with a view to dilating the 
cervical canal and exploring the interior of the 
uterus. 
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Gentlemen, —The condition known as pneumo¬ 
thorax is one which yields unmistakable physical 
signs, so that its diagnosis is a comparatively 
simple matter. It is otherwise with the question of 
prognosis,—the element in our art of chief moment 
to the patient, and the point upon which the medi¬ 
cal attendant is mostly expected to give a definite 
opinion. Many things have to be considered in 
arriving at a conclusion in this regard, such as the 
nature of the lesion which has caused the pneumo¬ 
thorax, the previous condition of the thoracic 
organs, the degree to which the functions of 
respiration and circulation have been disturbed 
by the accident, and the like. 

For pneumothorax, per se , is not invariably 
lethal. Even when it occurs—as it does nine out 
of ten times—in the course of phthisis, /.<?., 
pulmonary tuberculosis, it may sometimes tend 
rather to the prolongation of life than the reverse; 
so that when death does occur in such cases, it 
may be from the natural progress of the piimary 
disease rather than from the supervention of this 
accidental complication. I have put this point in 
the forefront because I think it is apt to be over¬ 
looked ; not that I would have you regard 
pneumothorax too lightly—it is always a most 
grave condition—but I think its supervention 
should not close the door to hope. 

So much by way of preamble. I propose now 
to relate to you a case which is in the hospital, a 
desperate case, and one which, I am afraid, will 
not bear out what I have just been saying, but 
yet a case which has, in respect to its history and 
course, some interesting points, which have given 
rise to the idea of speaking to you about pneumo¬ 
thorax to-day. 

This case is that of a young man, aged 25, 
whose previous health, as he says, has been good, 
although he admits having had slight cough at 
Vol. H. f No. 15. 


times and to be rather subject to taking cold. 
However, there is no tubercular history in his 
family, and he has always led a steady life. He 
has never been laid up before his present illness 
began on the 18th May with pains all over the 
chest and back, but no rigor, no vomiting. The 
illness did not commence at all acutely; there 
was little beyond the slight discomfort of an 
ordinary catarrhal fever. The next day he kept 
his bed and was seen by a doctor who found that 
he had pleurisy. He remained under his care for 
a week, when he was admitted to the hospital on 
the 26th. We found that he had a slight cough 
and complained of difficulty in breathing. He is a 
very anaemic man, and was suffering from some 
dyspnoea: respirations 32; temp. 102-6; pulse 
104. Mr. Edwards, who examined him on his 
admission, found that he had well-marked signs 
of pleurisy with effusion on the left side, that is 
to say f there was absence of vocal fremitus over 
the lower part of the left chest, and there was 
dulness over the same region, extending behind 
from the base to the angle of the scapula. There 
was weak breathing over the same area except in 
the axilla where it was markedly bronchial, prob¬ 
ably from compression of the lung. The position 
of the heart’s apex could not be well defined; it 
certainly was not displaced at all to the right of the 
sternum. The heart sounds were clear. 

That was his condition—a spare, pallid man, suf¬ 
fering from pleuritic effusion. It might have been 
a case of simple acute pleurisy, not giving one any 
special cause for anxiety. The effusion was not 
abundant, but the pyrexia was marked, and there 
was no change for two or three days. Early in the 
morning of the 30th May, however, he was attacked 
with severe dyspnoea ; the pulse rate was increased, 
and the first thing that was noticed when he was 
examined a few hours later was the visibility of the 
impulse of the heart to the right of the sternum, 
the maximum beat being just beneath the right 
nipple. Then, too, it was noticed that the left 
side of the chest was markedly fuller than the 
right. That had not been observed before. 
Obviously something had supervened to cause an 
increase in its size, and in addition its respira¬ 
tory movements were practically abolished. On 
percussion we found a tympanitic note over the 
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front of the left side of the chest, the area of 
cardiac dulness being transferred from the left side 
to the right. The dulness before observed still 
persisted over the back. On auscultation, listening 
over the tympanitic area we could hear the breath 
sounds, but they were remarkably changed. In¬ 
stead of being, as before, feeble, except quite at 
the apex, they had now a sort of amphoric quality 
—in fact I think the word “ amphoric ” expresses 
their character better than that same term applied 
to the kind of breathing we hear over pulmonary 
cavities. It had not the hollow sound of the 
breathing over pulmonary cavities, but it had a 
distinctly metallic, amphoric echo. When he 
spoke one could sometimes hear the same kind 
of metallic ring in the patient’s voice, transmitted 
through the chest wall. Posteriorly the breathing 
was just as notable for its absence as before. On 
the right side there was harsh breathing, and exag¬ 
gerated fremitus. In addition to these signs we 
had further evidence that the tympanitic note was 
due to the presence of gas in the pleura in the 
familiar sign produced by combining percus¬ 
sion and auscultation by striking two coins on 
the chest, which evoked a metallic ring. In a 
normal chest all you hear when percussion is 
thus employed with two coins is simply a dull 
sound without echo, because there is no large 
cavity or sac through which the sound can echo 
or be reinforced. Whenever there is a cavity if its 
wall be thin enough, and near enough to the ear, 
you may get this bell-sound, or bruit d'airain , as 
Trousseau called it; it is a sign of pneumothorax, 
simply because you are then percussing over a 
large sac containing air. This bell-sound was 
now audible in our case, but not over a wide area, 
being limited to the upper part of the left front. 
However, that was sufficient as confirmatory evi¬ 
dence that the dyspnoea was due to pneumothorax. 
Then I should say there was no metallic tinkling; 
nor could we obtain any succussion splash, although 
the presence of fluid as well as air led one to have 
anticipated its production. These signs are not so 
constant as those I have mentioned; but we did 
not really need them to confirm the diagnosis of 
the cause of his access of dyspnoea being due to 
pneumothorax. 

We had now to face a question of grave import¬ 
ance and some difficulty, namely, whether it was 
right to let this man continue in this critical condi¬ 
tion. You see the aspect of affairs had suddenly 
changed; the prognosis, which on the previous day 


had been fairly good, the case being regarded as 
one of simple pleurisy with effusion, not so exten¬ 
sive as to require interference, in spite of the man’s 
anaemic and rather emaciated appearance, had not 
then given us much concern. But now there had 
supervened a pneumothorax; the lung in some 
place had given way; there had been set up a 
communication between the lung and pleural 
cavity; his pulse was extremely feeble and rapid ; 
the heart was beating under the right nipple, and 
the dyspnoea was very marked. It is often the 
wisest thing in pneumothorax to leave the patient 
alone, except to give Opium so as, if possible, to 
diminish the excessive dyspnoea and the excessive 
effort, to restrict the breathing in that way; but 
there are times when one dare not do that, be¬ 
cause when life seems to be threatened, when the 
dyspnoea is extreme, and the patient is so feeble 
as this man was, it seems incumbent on us to re¬ 
lieve the tension without delay. So it seemed to 
be in this case, and it was decided to perform 
paracentesis at once and carefully. If the aspirator 
had been used harm might have been done by in¬ 
creasing the aperture, of the precise nature and size of 
which, of course, we had no knowledge, and matters 
might have been made worse. We therefore drew 
off only a portion of the fluid which was in his 
chest, and no doubt some gas escaped too. 32 oz. 
of serous fluid were simply syphoned, and this was 
followed by great relief to the breathing and some 
shifting of the cardiac impulse which came back 
to the right border of the sternum from the right 
nipple. The patient felt altogether more com¬ 
fortable, and passed a good night 

That was on May 30th. You will see from the 
chart that during all this time and even for days 
afterwards there was considerable pyrexia (ioo° to 
102 0 ); he only had about one day’s comfort, for the 
day after he began to suffer from dyspnoea again, and 
the heart was seen to be Once more beating under 
the right nipple; in fact the previous perilous condi¬ 
tion had been re-established. It was obvious that 
to continue to draw off the fluid as we had done 
on that occasion with every recurrence of dyspnoea 
would be exhausting to the patient, and of more 
than doubtful benefit, and that the time had come 
when a free opening ought to be made, in the 
hope, that, as in many cases of empyema, the 
lung might rise to a certain extent. The case 
would thus be converted into one of empyema, 
and the chance of permanent relief be enhanced. 
So on the 3rd of June, Mr. Gould, at my request, 
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performed the operation for empyema, resecting a 
portion of rib at the seat of the puncture made in 
the previous operation, which, I should say, was 
about the fifth space in the axilla. A large 
quantity of air escaped on opening the pleura, 
with about 50 oz. of clear serous fluid. The heart 
travelled across the chest at the time of the opera¬ 
tion, and Mr. Gould felt the lung to rise, which 
was very encouraging. The effect of the operation 
was perhaps slightly to diminish for a day or two 
the severity of the pyrexia; but, unfortunately, the 
wound was not in a good position for free drainage. 
We did not hope that the fluid would maintain its 
serous character although the operation was done 
with all antiseptic precautions and dressings; still 
it was not likely, nor indeed would it have been 
likely if it had been left alone, to have remained 
serous. On the 7th of June it had become 
purulent, and with that change in its character 
the temperature rose to above 102°,—higher than 
it had been before; and since then, I regret to 
say, he has been losing ground rathgr fast, mainly 
because the pleura has not drained well. There¬ 
fore on Wednesday, the 14th of June, a week after 
the first operation, a counter-opening was made 
by Mr. Gould, behind and below the first aper¬ 
ture, without an anaesthetic as the patient was 
so extremely feeble. The cavity was irrigated with 
Boric Acid solution, and freer drainage has now 
been obtained : but the patient is in a very serious 
condition. He is sweating profusely, the fever is 
not much abated; after the free drainage it had 
fallen, but it has since recurred, and one fears that 
the patient will not recover. 

In commenting upon this case I may first of all 
remind you what are the causes of pneumothorax. 
These may be classi fied in various ways. A general 
division may be made under the heads of traumatic 
and morbid; and under the former class may be 
included external injuries to the chest wall, frac¬ 
tured ribs, perforating wounds, gunshot wounds, 
stabs, or injuries involving the mediastinum, as 
when, for instance, after tracheotomy emphysema 
occurs in the tissue around the trachea, and then, 
spreading to the chest, sets up a pneumothorax; 
or injuries to the lung itself and to the bronchi 
without any obvious injury to the chest wall. I 
remember the case of a child whom I was asked 
by Mr. Lawson to see, who was run over. There 
had been no fracture of the rib, but he had the 
signs of pneumothorax on the right side and very 
marked signs too, as if the bronchus had been 


ruptured. I can hardly think that so severe a 
lesion had occurred, for, almost wonderful to 
relate, that child recovered. The diagnosis of 
injury to the bronchus was probably wrong: it 
may have been, however, that the lung had been 
injured, and recovery had taken place, as it may do 
after slight injury to the lung although air has 
escaped into the pleura. Cases have been recorded 
where both bronchi have been torn across, and 
sudden death occurred in consequence. 

So much for traumatism. Then as to morbid 
lesions. We have morbid conditions of the lung 
or pleura, or organs outside them. 

Now as regards the lung the commonest is tuber¬ 
cular disease of the lung to which 90 per cent, of 
the cases of pneumothorax are due. It may be 
tubercular disease in either an early or an advanced 
stage. Then there are other conditions of the lung, 
such as emphysema. People with emphysematous 
bullae have sometimes ruptured them in a fit of 
coughing or during too great exertion. The mere 
act of coughing, as in whooping-cough, has been 
known to produce pneumothorax. Gangrenous or 
pyaemic abscesses of lung may burst into the pleura, 
but such causes of pneumothorax are comparatively 
rare. 

Then as to pleural states, it is singular that 
frequent as ulceration of the pleura is in empyema, 
which points generally to the lung, pneumothorax 
is not a common complication. An empyema may 
be entirely evacuated through the lung without our 
ever getting the signs of pneumothorax. Still, it 
does sometimes happen, and I show you a specimen 
in which the lung was thus ulcerated into from the 
pleura. That is from a man who was attacked with 
acute pleurisy after an operation. You will see a 
large deposit of lymph over the pleura with a 
necrosis into the pleura and perforation into the 
lung. 

Then other organs which contain gas, such as 
the oesophagus and stomach, may ulcerate into the 
pleura directly, and so give rise to pneumothorax. 

I might also mention the suggestion that evolu¬ 
tion of gas may occur spontaneously from the lung 
into the pleura. The late Dr. Graves, of Dublin, 
devotes a whole lecture to the subject of what he 
calls “ pneumatosis; ” but that condition is one of 
such infinite rarity that I do not know if any one 
nowadays has ever seen a case; and it is quite 
possible that the true origin of the pneumothorax 
may have been overlooked in the cases that have 
been so ascribed. 
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These different forms of pneumothorax vary very 
much in their results so far as regards the pleurisy 
which accompanies them. In many the pleurisy is 
perfectly simple, and the effusion is serous; in 
many, on the other hand, it is purulent and offen¬ 
sive ; and it seems natural that this should be so, 
considering the different kinds of causes which give 
rise to it. Perforation of the lung may occur in 
the very early stages of phthisis, so that we have 
the earliest deposits of tubercle from a very small 
non-pyogenic focus, and in such a case we may 
only get a hydro-pneumothorax. [It is not usual 
to get simple pneumothorax without fluid at all.] 
If, on the other hand, the perforation occur late in 
phthisis from a cavity filled with purulent secretion, 
the probability is of course that you will get a pyo¬ 
pneumothorax. So with these other conditions. 
Rupture of an emphysematous bulla is much more 
likely to give rise to a hydro-pjneumothorax than a 
pyo-pneumothorax ; rupture of a pyaemic abscess 
will give rise to the reverse. But very often cases 
at first serous become purulent, probably simply 
from the communication with the external air set 
up through the lung. 

As regards the case of the man of whom I have 
just been speaking, you may ask me under which 
of these categories to place it. There is no tuber¬ 
cular history in the case ; but he is a frail tuber¬ 
cular-looking man. My own feeling is that this 
pleurisy is tubercular, and that he has a small 
tubercular ulceration into the lung.* The proba¬ 
bility is that it proceeded from within outwards, 
that is to say, from lung to pleura and not from 
pleura to lung, because the first is so much the 
more common condition. I think this case hardly 
falls under any other category. It can hardly be 
due to a simple pleurisy, at least, it would be very 
rare, so rare, indeed, that I have not let that enter 
into consideration. 

I may now refer to another case which we had 
the opportunity of observing throughout its whole 
course, because it throws some light upon the 
present one and also illustrates the general con¬ 
dition in a more complete way. This patient, a 
young man also about 30, was in the hospital 
about ten years ago. And I might here mention 
that pneumothorax occurs far more frequently 
between the ages of 25 and 35 than before or 
after these ages; it is very rare in youth under 15, 
and is not common in advanced age. The reason 

• The sequel to the case related above showed far more 
extensive mischief than was suspected during life. 


simply is, that tubercular phthisis is much more 
common in the period I have named. This man 
of 30, then, was admitted on April 19, 1883, and 
remained in the hospital until the middle of 
October, when he died,—a period of six months. 
I have an abstract of the notes here, and perhaps 
by reading parts of them and some of the com¬ 
ments which they gave rise to at the time, I may 
give you a clear idea of the case. 

The patient was a German tailor, who had been 
suffering from wasting, weakness, cough, night- 
sweats, and shortness of breath. For some years 
he had suffered from winter cough, and during the 
year in which he came to the hospital it had lasted 
throughout the spring. The expectoration, too, 
had altered in character; it had become darker, 
but he never had haemoptysis. The cough, how¬ 
ever, was wearing him out, and was complicated by 
increasing emaciation, night-sweats, and general 
debility. He did not come to us for that, how¬ 
ever, but because a few days before he had some 
pain on the # left side. When he came in the 
physical signs were not very marked. He had a 
somewhat barrel-shaped type of chest. There was 
weak breathing, and a few crackling riles with 
inspiration at the right apex, harsher breathing at 
the left apex, and some friction sounds over the 
middle of the angle of the left scapula; this 
pleurisy being no doubt the cause of his pain. The 
cardiac dulness was somewhat encroached on, but 
not entirely obscured, by the pulmonary resonance. 
The heart’s action was regular; the heart’s apex 
was not displaced. It was concluded that he was 
suffering from bronchitis, left pleurisy, and phthisis 
in an early stage, the right lung being the seat of 
this ; but there were some suspicious sounds at the 
posterior apex of the left lung, and a high-pitched 
percussion note over the front. The question was 
whether the phthisis was more advanced than the 
physical signs seemed to show. He had a good 
deal of pyrexia, and although the pleurisy abated 
one felt that his phthisis was probably progressing. 
Then, to all appearance suddenly, there developed 
on the right side signs of pneumothorax. These 
signs were first detected on April 24th by Dr. 
Fowler. We cannot fix the precise date on which 
they first occurred. The man had no sudden 
symptoms, as in the last case. The note made at 
that time was : “ There is sub-tympanitic resonance 
all over the region of the liver. Breath sounds ex¬ 
tremely weak over right chest; a distant tubular 
sound heard in the right mammary region, where a 
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distinct bell-sound is audible. Also distant amphoric 
breathing at the angle of the scapula. Some dul- 
ness at the base posteriorly.” He had, therefore, all 
the signs of pneumothorax. 

In the case of this patient we concluded that, 
seeing he had the signs of phthisis, and also the 
history of it, there was no doubt it was tubercular 
in its origin; but still, in order to make the matter 
clearer, one has to inquire, How does the perfora¬ 
tion take place in pulmonary phthisis ? When we 
see the ravages that disease makes in the structure 
of the lung we cannot be surprised at the occur¬ 
rence of this complication. The development of 
tubercle leads to necrosis of the lung tissue, the 
necrotic or caseated masses soften and are dis¬ 
charged through the bronchi, leaving excavations 
of various size and form behind them full of pus. 
When such cavities form in contiguity to the pleura 
the liability to perforation is great, but owing to the 
occurrence of pleurisy and consequent adhesion the 
pleural cavity may be obliterated at this spot before 
the ulceration extends so far. Therefore it is that 
pneumothorax mostly occurs when the phthisical 
process is yet in an early stage before there is time 
to allow of adhesions being formed, or at a part of 
the lung to which excavation has extended beyond 
the limit of the protective adhesions. Accordingly, 
it may occur very early in the course of a case of 
phthisis, or else late in the disease by the extension 
of the ulcerative process to previously free parts of 
the lung not yet adherent to the chest wall. The 
outlook is different in the two classes; for if it be 
a late event, when one lung, perhaps, is riddled 
with cavities and quite useless for breathing, and 
the upper lobe of the other lung also excavated, a 
pneumothorax due to ulceration of the lower lobe 
of the latter lung may determine death in a few 
hours by completely and suddenly compressing the 
only portion of lung tissue that is doing any work. 
If, on the other hand, the phthisical process be in 
an incipient stage, although the whole lung may 
suffer collapse, there is not much imminent danger 
to life, and the symptoms may not be so severe. 

Such was the state of affairs in this man. We 
had no evidence of his pulmonary disease being 
advanced: and the occurrence of pneumothorax 
in him was less ominous than it would have been 
had it occurred late in the course of phthisis. In 
this patient, too, the onset was slow; there was no 
sudden attack of pain or dyspnoea, and it may have 
been that the patient was habituated to this dis¬ 
turbance by the fact of there having been a certain 


amount of pleurisy with effusion at the time. It 
really seemed from the subsequent course of the 
case that this accident had a beneficial effect upon 
his phthisis. The temperature fell to normal after 
the supervention of the pneumothorax, and re¬ 
mained so for six weeks. This shows, then, that 
pneumothorax is not necessarily accompanied with 
fever—probably it is only so when the effusion 
becomes purulent; and, what is even more import¬ 
ant, it seems to be a confirmation of the view that 
tubercle does not extend in compressed lungs. 
One may even go so far as to say that the super¬ 
vention of pneumothorax is really Nature’s method 
of arresting phthisis. 

To make a long story short with regard to this 
former case of mine, I may say that after nearly 
two months with very little change in his condition 
we decided to withdraw some fluid from his chest; 
and he was on more than one occasion operated 
on. The fluid at first was clear. About two 
ounces were withdrawn on June 7th; on June 
12th, twelve ounces of serum were withdrawn; 
there was no rise of temperature, no ill con¬ 
sequences. On June 16th, we drew off without 
any difficulty forty ounces, and now he began to 
fail. The fluid had been serous each time, but 
there now began to be suppuration, and he 
required a free opening made; that was done by 
Mr. Clark. I had to leave town in July, and on 
my return in September I found he had a good 
deal of pyrexia and was much emaciated. There 
was free drainage, but still he was obviously going 
downhill, and, as I have said, he died in October. 
The interesting point was that on post-mortem 
examination we found not a trace of tubercle on 
the side on which the pneumothorax was. The lung 
was compressed, and dark areas were found where 
the lung could not expand at all; but there was 
not a trace of the lesion which had given rise to 
the pneumothorax. The other lung, however, was 
riddled with tubercle. The tubercle had extended 
in that lung, but it had not taken root in the lung 
which had given way. The probability is that 
there had been originally a small focus which gave 
rise to the pneumothorax, but that the tubercle 
did not spread in the collapsed lung. 

Both these cases, unfortunately, have rather a 
gloomy tendency; and seemingly contradict the 
hopeful view with which I commenced this lecture, 
and now, before I close I would like to refer to 
some of quite a contrary character. One of them 
was the case of a young man, aged 23, who came 
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to the hospital in November, 1886. He had a 
good family history, but he had been subject to 
winter cough and had had some night-sweats, and 
was possibly tubercular. He had not, however, 
been laid up. He had had an attack of pain 
about five or six days before admission, and was 
unable to lie upon the left side on which the pain 
was, and where we found well-marked signs of 
pneumothorax. This is usually the rule, for, in 
spite of the fact that there is only one lung left to 
breathe with, they do not lie upon that side, be¬ 
cause it is so painful, but lie upon the opposite 
side to that of the pneumothorax. There was no 
fever. We watched him for about two months. 
There was gradual improvement; slowly the signs 
of pneumothorax disappeared, though they had not 
entirely gone when he left the hospital. He came 
back again, in order to show himself, in January— 
a fortnight afterwards—and then we found the 
heart beating in the normal position, the breathing 
perfectly natural on both sides, and the patient 
apparently quite recovered. 

I can remember another case, also that of a 
young man, who, being rather late, was hurrying 
to his office one morning, when he seems to have 
ruptured his lung. He came in with well-marked 
signs of pneumothorax, and recovered entirely in 
a few weeks. 

A year ago I saw a man, aged 60, with the signs 
of pneumothorax on the right side. He was some¬ 
what emphysematous and had recently had influ¬ 
enza. The pneumothorax had occurred suddenly, 
in the night time, without obvious cause, but we 
could not help surmising that it was due to 
phthisical ulceration. He had some scanty signs 
of quiescent phthisis, but felt fairly well, and was 
able to get about, and the condition had not given 
rise to any serious anxiety. I am unable to say 
whether, in this case also, the pneumothorax has 
entirely disappeared, as I have not seen him 
since. 

But we must remember that people may go on for 
years, at all events for months, with gas in the 
pleura, without feeling any bad effects. They are 
well enough to go about their ordinary avocation 
though they have really only one lung to breathe 
ith. 

Now and then there are cases of pneumothorax 
which entirely recover, as in the two instances I 
have just named. Some of these may be cases of 
incipient phthisis, and, ultimately, the patients may 
again develop tubercle; but, unfortunately, we do 


not often get a chance in hospital practice of 
tracing out the later histories. That is more 
likely to occur to you in family practice, where 
you can follow up the whole medical history of 
your patients. 

[Note. —The fears expressed at the time of the 
delivery of this lecture were speedily realized, for 
the patient whose case was there related did not 
long survive the attempt to secure freer drainage 
of the pleura. The pulse continued to rise in fre¬ 
quency, it was 136 on June 15th, and 150 on the 
16th, when it was noted that the cardiac impulse 
was in the fourth left interspace, one inch within 
the nipple line. Abundant riles of a crackling 
character could be heard over the lung from the 
clavicle to the nipple, whilst in the fifth interspace 
were some crackling sounds which occurred with 
the cardiac beats and were uninfluenced by respi¬ 
ration (pleuro-pericarditic?). We observed too 
marked flattening of the chest wall from the cla¬ 
vicle to the nipple, and the percussion note, no 
longer tympanitic, was short and high-pitched. 
There was a free discharge of offensive pus. He 
rapidly became worse, weaker, and died on June 
18th. At the post-mortem examination by Dr. 
Voelcker the amount of disorganization of the lung 
was far greater than the brief history of illness or 
the physical signs had led us to anticipate. The 
left lung was much collapsed, and was covered 
with pyogenic membrane, being adherent over the 
second and third ribs, but not at the apex. The 
right lung was non-adherent, and the pleural sac 
on this side contained a small quantity of serum. 
There was about i£ oz. of turbid serum in the 
pericardium with lymph covering the serous mem¬ 
brane. The heart wall was softened. As to the 
lungs, the right showed some scarring at the apex 
and emphysema, and, moreover, contained a few 
groups of grey and some yellow granulations. The 
two lobes of the left lung were adherent to each 
other, the upper lobe being riddled with inter¬ 
communicating cavities above, and presenting 
groups of caseating tubercles below. In the 
lower lobe three inches below' the apex, near the 
anterior margin was an oval opening 10 mm. in 
diameter through which air escaped when blown 
into the trachea. On section this opening was 
seen to lead into a cavity, roughly circular in out¬ 
line, and 3 cm. in diameter, which communicated 
directly with a fair-sized bronchus. Scattered 
through the lobe were groups of caseating tubercle. 
The bronchial glands were pigmented, not caseous. 
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There was no evidence of tubercle in any other 
organ. 

It may be suggested that the markedly amphoric 
quality of breath sound and of the vocal resonance 
were due to the comparatively large size of the 
fistulous opening and its free communication with 
the air passage.] 


A CLINICAL LECTURE 

ON 

A CASE OF THROMBOSIS OF THE 
PROSTATIC PLEXUS. 

Delivered at the London Hospital, June 16th, 1893, 

By O. W. MANSELL-MOULLIN, F.B.O.S., 
Surgeon to the Hospital. 

The patient to whom I wish to direct your 
attention to-day was admitted into the hospital 
about a fortnight ago, suffering from retention of 
urine. He is a hale, hearty man, 70 years of age, 
who, according to his own account, never ex¬ 
perienced any inconvenience until a few days 
before admission. Then he noticed that there 
was some difficulty in micturition ; the stream was 
smaller than it used to be; there was no force in 
it; some little time had to be spent in futile efforts 
before any urine came at all, and after he had 
finished it continued to flow away in drops. This 
grew worse, so rapidly that within a week he lost 
the power of passing it altogether, and after wasting 
much time and strength in useless attempts, at 
last he applied to a medical man, who drew off a 
large quantity of urine mixed with blood. From 
that time he has been unable to pass a drop of 
his own accord, and it has to be drawn off three 
times a day. Fortunately for him there is no 
difficulty ; a full-sized catheter enters with ease, 
and the amount of blood in the urine is beginning 
to diminish. The colour, however, is still a dark 
chocolate, showing that the oozing from the mucous 
membrane has not yet come to an end. On ex¬ 
amination per rectum the cause is apparent at 
once; the prostate is very much enlarged, and is 
rather tender on pressure. It is not hot, however, 
so that there is no inflammation; and the surface 
so far as it can be felt is smooth and even. 

This case is a very fair example of an exceedingly 
common class, one that you will meet with fre¬ 
quently in private practice; my object in bringing 


it before you to-day is to draw your attention to 
the very important share that is taken by the 
vesico-prostatic plexus in producing and aggra¬ 
vating the troubles that are generally laid to the 
credit of the enlargement itself, and to show in 
what way and by what means this very serious 
complication can be avoided. 

The general arrangement of the plexus is well- 
known to you. It lies between the neck of the 
bladder above and the gland below, receiving 
in front the dorsal vein from the penis and some 
little ones that come from the lowest part of the 
anterior surface of the bladder; and behind, those 
from the rest of the bladder (four fifths of the 
whole), the anus and the perirectal tissues. My 
colleague, Mr. Hurry Fenwick, has shown how 
accurately all these veins are fitted with valves, so 
that in normal circumstances none of the blood 
from the rectum can enter them, and there can be 
no backward pressure upon the vessels in the walls 
of the bladder. But this holds good only for the 
young subject. As men grow old these veins 
become more and more distended, until they form 
at last a great varicose plexus, from which the 
valves have long since disappeared and through 
which the blood circulates with extreme slowness. 
Whenever this is subjected to any extra strain, if, 
for example, the bowels become constipated, after 
alcoholic or sexual excesses, or when any unusual 
effort is required owing to micturition having been 
delayed too long, the blood pours into it from all 
sides, the veins are unable to empty themselves, 
the stream becomes stagnant, and then thrombosis 
sets in, beginning in some of the outlying recesses, 
and extending until sometimes the whole plexus 
seems to be filled with coagula. How common 
this is, at least in its minor degrees, you may judge 
from your experience in the dissecting room. 
There you will scarcely find an old male subject 
in which phleboliths, left by the calcareous de¬ 
generation of thrombi, are not present in some 
part of the prostatic plexus; and in many there 
are long chains like rows of beads. The specimen 
that I pass round for inspection was taken from a 
case very similar to the present one. The thrombi 
you may notice are recent, and fill the anterior 
part of the plexus only; yet so great was the con¬ 
gestion of the mucous membrane lining the prostatic 
portion of the urethra and the neck of the bladder 
that considerable force was required to pass a full- 
sized catheter; the urine was full of blood, which 
from its colour had already been in the bladder 
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some considerable time, and the interior was deeply 
stained with shades of red and black from old 
and recent extravasations. From the progressive 
character and the severity of the symptoms in the 
present case, I have very little doubt that the 
condition is essentially the same; but as there is 
no thrombosis of the dorsal vein of the penis or of 
other branches of the internal iliac, and no 
thrombosed piles, and as no definite tender masses 
can be felt per rectum along the upper border of 
the gland, it is impossible to prove that there is 
actual plugging or anything more than intense 
congestion. 

Now, this congestion, whether it passes on to 
thrombosis or not, is responsible for a great many 
of the circumstances in connection with enlarge¬ 
ment of the prostate that otherwise are very difficult 
to understand. It explains, for example, the 
frequency with which the symptoms of enlarge¬ 
ment occur among those who, like judges, are 
compelled to lead sedentary lives. There can be 
no possible connection between sitting, however 
soft the seat may be, and this peculiar form of 
glandular upgrowth ; but if you think for an instant 
of the effect of occupation and mode of life upon 
the circulation through the pelvic organs, the reason 
is apparent at once. Slight enlargement is common 
in men past middle life; by itself this, in the 
majority of cases, does not cause the least incon¬ 
venience, and the possessor may not even be 
aware of its existence; but when from some acci¬ 
dental cause, passive congestion, even in a mode¬ 
rate degree, is added to this, the two together form 
at once an obstacle too great for the bladder to 
overcome, and retention follows as a matter of 
course. It explains also the relation that exists 
between excessive stimulation of the sexual organs 
and enlargement. That there is a close connec¬ 
tion between the development of the testes and 
that of the gland is certain. Castration in early 
youth prevents its growth ; in adult life it causes it 
to waste; both the glandular and muscular part 
being affected, until all that is left is a hard, 
fibrous nodule; but this does not explain in the 
least why the gland begins to grow in an irregular 
fashion when the sexual function is on the uane. 
If analogy in such matters is worth anything the 
gland should waste instead of growing. Excessive 
stimulation, with failing power, has been suggested 
as an explanation, and it has been pointed out 
that symptoms of prostatic enlargement not unfre- 
quently manifest themselves for the first time 


within a few months of a second marriage con¬ 
tracted late in life. Without denying the connection 
in any way, it seems much more likely that the 
real cause is to be found in the congested state of 
the prostatic plexus, which is naturally present 
under such conditions. The prostate may, in such 
cases, be slightly enlarged already, or it may then 
for the first time begin to increase; but the diffi¬ 
culty of micturition, when it makes its appearance 
in such cases, is not of slow and gradual growth, 
but sudden, within a few weeks, and often within 
a few days. Mere overgrowth of the gland, by 
itself, cannot account for this. 

Congestion again is nearly always the cause of 
complete retention when, in a case of enlarged 
prostate, it occurs suddenly and without warning. 
In exceptional instances there may be a valvular 
upgrowth at the neck of the bladder, springing from 
the posterior margin of the orifice, and falling over 
it as micturition begins; or two, one on each side, 
meeting in the middle line; one such case was in 
Glo’ster Ward a few months ago, and recovered 
complete control after the projecting lobe had 
been excised; but instances of this kind, in com¬ 
parison with those in which congestion is the cause, 
are very rare. Nearly always when retention occurs 
without warning the immediate cause is the swelling 
of the mucous membrane at the neck of the bladder, 
and in the prostatic urethra; the blood cannot find 
its way out from the submucous plexus and, as a 
consequence, the mucous layer becomes so thick 
and firm that the orifice, especially if the strength 
of the bladder is not quite what it ought to be, is 
completely and almost instantaneously sealed. 

There is another curious fact about enlargement 
of the prostate to which I believe this condition of 
congestion and thrombosis gives us a clue. There 
can be no doubt that, sometimes spontaneously, 
more frequently after slight operations, the enlarge¬ 
ment disappears, or at any rate, diminishes to such 
an extent that it is no longer serious. This has 
been brought forward as an argument in favour of 
partial operations—removal, that is to say, of only 
a portion of the obstruction instead of complete 
excision. Now there are undoubted cases of in¬ 
volution of the gland; Harrison, for example, has 
shown by post-mortem examination that such a 
thing can take place; but I am sure that in a large 
proportion of cases the diminution is apparent 
only, due to cessation of the congestion and ab¬ 
sorption of the thrombi. In many instances (and 
the present is one in point) it is not possible to 
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say whether the mass that can be felt through the 
rectum consists of enlarged prostate by itself, or of 
the gland enlarged to some extent, engorged with 
blood and surrounded by a plexus of varicose 
thrombosed veins. In the former case the size 
rarely alters within, that is to say, a short space 
of time. In the latter the gland is usually tender 
on pressure without being hot, and, as a rule, 
begins to shrink after a fortnight or three weeks 
treatment. Now this is just the condition of things 
that occur so commonly in sudden retention of 
urine in old men: the increase in size of the 
prostate is mainly due to engorgement and throm¬ 
bosis, and the subsequent diminution (it may be 
noted that it rarely shrinks to quite its former 
dimensions) to absorption and contraction. Partial 
operations, such as Bottini’s, are frequently suc¬ 
cessful at first; the linear cauterization of the 
mucous and submucous tissue along the floor of 
the urethra (the prostatic substance itself is not 
involved to any depth unless the application is 
very prolonged) leaves an amount of cicatricial 
contraction that is sufficient for a time to prevent 
the canal being closed by mere congestion. Un¬ 
happily this effect is not permanent, for even if the 
gland does not grow up and close the canal once 
more, the mucous membrane that lines the sides 
of the prostatic urethra, if the cause that started 
the congestion continues, soon becomes sufficiently 
thickened to seal the passage again. 

This, however, does not by any means exhaust 
the catalogue of ill effects that are due directly to 
congestion and thrombosis in these veins. Haema- 
turia is one. In cases of prostatic retention it is 
so common as almost to be the rule: the urine 
when it is drawn off is nearly always mixed with 
blood that has oozed from the surface of the 
mucous membrane (especially if the tension of 
the fluid in the bladder is suddenly lowered); and 
this, if you could see it, is deeply stained and dis¬ 
coloured with old and recent extravasations. De¬ 
generation of the muscular coat of the bladder 
is another. Its nutrition suffers: no part that is 
kept in a state of chronic congestion can be 
healthy for long. The muscular fibres waste and 
lose their strength ; the connective tissue between 
them increases in amount, and then contracts and 
becomes intensely hard, leaving the wall rigid, 
irregular and almost powerless. The mucous 
membrane becomes swollen and thickened; there 
is a strong tendency to catarrhal inflammation; as 
on all surfaces kept in a state of chronic conges¬ 


tion, excoriations easily form, and these, when they 
occur near the neck of the bladder, give rise to 
1 hat irritability and tenesmus which are so distress¬ 
ing in cases of this kind, and which, by the 
ceaseless straining they cause, make the already 
existing congestion tenfold worse. Nor does the 
prostate itself escape. Sometimes the growth 
maintains its adenoid character until the last, 
and forms great masses which may project into 
the bladder and give rise to all the symptoms of 
an intravesical tumour; more frequently, and at 
least in part from the effect of long-continued 
congestion, the gland tissue, such as it is, dis¬ 
appears and is replaced by a dense fibroid 
growth almost as hard as scirrhus. In rarer cases 
other still more serious consequences follow. I 
have known the thrombi extend into the iliac 
veins and cause the most painful oedema of the 
leg; and I have also known them from the start¬ 
ing-point for suppuration, especially after opera¬ 
tion, such as lithotrity, in which there is sometimes 
a considerable amount of bruising. Pyaemia 
might readily occur in the same way; embolism 
is fortunately rare, perhaps because the thrombi 
are but little exposed to injury and are therefore 
seldom broken up. 

Leaving aside altogether the question of the 
treatment of retention of urine and of the other 
consequences that so frequently occur in cases of 
this kind, the prevention of congestion is the key¬ 
note in the treatment of enlargement of the pros¬ 
tate. Constitutional measures must of course not 
be neglected, but it has never yet been shown that 
any drug has the least influence upon the rate of 
increase of the gland. Local treatment, if some 
form of prostatectomy is not thought necessary or 
advisable, resolves itself into the prevention or the 
resolution of congestion by every means in our 
power. We cannot stop the growth, but we can 
stop this complication which makes the enlarge¬ 
ment so very much more serious. Constipation, 
sexual indulgence, long railway journeys, driving, 
exposure to cold and damp, and delay in mictu¬ 
rition are injurious because of this; and so is 
alcohol, except in medicinal quantities. 

Stimulants, partly, perhaps, because they are 
so frequently associated with some of the other 
agencies I have named, but partly also for their 
own sake, are most harmful. They give the 
bladder more work to do and increase the con¬ 
gestion, while at the same time they dull the 
sensibility and impair the muscular and nervous 
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energy. A very large proportion of the cases in 
which acute prostatic retention occurs can be 
traced directly to indulgence in them. The patient 
must be well clad and take a fair amount of 
exercise : the bowels must be kept regularly open: 
the urine rendered as unirritating as possible, 
remembering that its natural reaction is acid, and 
that there is very serious risk of phosphatic calculi 
forming if it becomes alkaline when the prostate 
is enlarged; and if there is any hydrocele or 
varicocele, the scrotum must be well supported 
so that there may be no dragging. The only 
local application that I have found of much 
service is cold water, and that should be used 
freely in the form of a douche night and 
morning, and as a cold injection after the bowels 
have been opened. Its influence may not be 
great, but it certainly does tend to brace up the 
parts, and so assist the veins to pass their contents 
onwards. 


A LECTURE 

ON 

THE COMMON FORMS OF CON¬ 
TRACTED PELVIS. 

Delivered at St. Bartholomew's Hospital, June, 1893, 

By F. H. OHAMPNEYS, M.D., F.R.O.P., 
Physician Accoucheur and Lecturer on Midwifery to the 
Hospital. 

The commonest of all the varieties of contracted 
pelvis is the simple flat pelvis, that is to say, a 
pelvis only flat, one that is not generally contracted 
also. The characters of a simple flat pelvis are 
that the conjugate is contracted ; the antero-poste- 
1 ior diameters below the brim are not contracted, 
or are even expanded, and at the outlet they are 
very often enlarged. Other diameters than the 
conjugate are either normal, or may be increased. 
As we have already said, the measurements show 
that the crests are diminished as regards the 
spines, and that the conjugates, all of them, aie 
diminished. 

There are two principal varieties. There is the 
flattened non-rickety variety , which is said to be 
the commonest form. I think we must understand 
that to mean that when rickets is present the trans¬ 
verse diameter is relatively contracted, not actually 
contracted. Measuring these pelves roughly we 


find the transverse diameter in one 6 inches, that 
is increased; that was a 5 inch pelvis before it 
was flattened, I have no doubt. The others shown 
are all 5 inches. According to whether you lay 
stress on actual or relative contraction you call 
them contracted or not. 

But according to this statement of Spiegelberg’s 
I think what is meant is that if there is no rickets 
the transverse diameter is increased. However, 
we generally speak about the pelvis as we find it, 
and not as it was before it was deformed; and 
therefore a conjugate diameter of 5 inches allows 
us for obstetrical purposes to consider the j>elvis 
as not contracted. In the flat non-rickety variety, 
very often the attention is not called to the occur¬ 
rence, because the labour goes on pretty well, 
unless the contraction of the conjugate is extreme, 
which is not usually the case. This is a 3J inch 
pelvis in which a biparietal would get through 
without any trouble, and you would never dream 
from that measurement that it was a contracted 
pelvis. It is, however, an example of simple flat 
pelvis. In this pelvis when it is not rickety there 
is said to be no disturbance of the relation of the 
spines to the crest. 

How does this deformity occur ? I showed you 
last time. The bones are soft, the articulations 
are soft (we shall see that the two great forms of 
flattened pelvis depend upon whether it is the 
bones or the articulations that are particularly 
soft), the weight comes down on the ilia, the 
counter-pressure from the femora is external to 
that line, and therefore )ou have a flattening 
downwards, and a tendency to rotate the bone 
between the sacro-iliac joint and acetabulum out¬ 
wards and backwards, and the result is flattening. 

The great things which determine the pelvis or 
produce the form of the pelvis are: first and fore¬ 
most, and above all things, the sex of the woman. 
A woman has a woman’s pelvis because she is a 
woman. Next, you have the mechanical influences 
coming to bear, and these are three: the body- 
weight pressing downwards, the counter-pressure 
of the femora pressing upwards, and the contrac¬ 
tion of muscles which does not always make itself 
very apparent, but in some forms of pelvis is seen 
to run riot. 

The cause of the flattening of a pelvis which is 
not rickety is probably overloading in early life. 
It is generally seen in the lower classes, and it is 
there accounted for by the burdens which young 


girls are seen to carry as they are growing up. 
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They are constantly, for instance, carrying babies 
which are much too heavy for them, and which 
are liable to influence their pelves deleteriously. 
Of course rickets helps, but that we are not con¬ 
sidering now. 

The course of labour in these cases is very often 
normal. 

The flat rickety pelvis is a rickety pelvis which 
is flattened. The difference in the two is that in 
a rickety pelvis you have the signs of rickets. 
Looking at the pelvis to see what sort of bones 
it is composed of you And it is an ill-finished 
pelvis lacking the polish of the normal pelvis,—in 
fact it is an ill-manufactured thing. It is not like 
the pelvis of osteo-malacia, which has a worm- 
eaten appearance. This is a thing unfinished; a 
malacosteon pelvis is one which has been finished 
well by Nature, and then is worm-eaten by disease. 

I need not go over the mechanics of this de¬ 
formity because it is precisely the same as the 
other, except that the deforming causes are able to 
produce more effect because of the presence of 
tickets which softens the bones and articulations. 

Now to go more thoroughly into the shape of 
a flat rickety pelvis. Whatever the meaning of 
the other statement may be, the majority of really 
flattened pelves are undoubtedly rickety; the pelvis 
is compressed antero-posteriorly, and, its depth 
being diminished, it is low. The form of the brim 
varies. Sometimes it is elliptical, sometimes reni- 
form. The reniform is the commoner variety. 
The cause of the elliptical is simply that the whole 
brim is flattened from above downwards equally; 
in the reniform the promontory of the sacrum has 
been driven deeply forwards so as to make an 
indentation like the hilum of the kidney. The 
transverse and oblique diameters in the brim and 
cavity are either normal or increased. (Of course 
if the transverse diameter is diminished in spite of 
the flattening, which it may very likely be, at once 
the pelvis comes under the class of the generally 
contracted pelves, of which we shall speak directly.) 

Towards the outlet there is general expansion; 
the tubera ischii are apart, the coccyx and sacrum 
are tipped back. The sacrum, unlike the rest of 
the bones which are abnormally curved, is un¬ 
usually straight, and the bodies of the sacrum 
project from the alae. I show you here a good 
example in which the conjugate is contracted not 
more than an inch, the transverse is 5 in., the 
tip of the sacrum is far back. The antero¬ 
posterior diameter of the outlet of the bony pelvis 


in this case measures 4^ in., the outlet measured 
to the coccyx is 5A in., so that it is actually 
increased. The tubera ischii are more than 4 in. 
apart. Looking at the sacrum and comparing it 
with the normal sacrum you will see that the 
bodies project from the alae because the bones are 
altogether soft, but apart from that, the sacrum is 
also driven bodily forwards by the softness of the 
articulations. This softness of the articulations 
probably makes the difference between the reniform 
and the elliptical varieties. Instead of having the 
normal curve the sacrum is straight. 

I shall soon speak about the course of labour in 
these cases more fully, but the course of labour in 
flat pelves is this,—and it is a great thing to 
remember,—all the difficulty is at the brim; the 
other parts of the pelvis are even expanded, and 
therefore the problem is to get the elliptical body, 
the head, capable of being moulded, through a 
ring too small for it in some dimensions but not 
in all. Here we have to do with diameters and 
not with circumferences. In the generally con¬ 
tracted pelves and in hydrocephalus we have to 
do with circumferences, — whether the circum¬ 
ference of the head will go through the circum¬ 
ference of the brim; but here the question is 
whether the diameter of the head will squeeze 
through the diameter of the brim. When it is 
through there is generally afterwards no difficulty 
at all. Slighter cases are very suitable for forceps. 
I shall speak of the treatment later. 

Now we come to the Generally Contracted 
Pelvis . 

The generally contracted pelvis is the least 
common of the three forms; in other words, there 
is generally some deformity as well as small size. 

The characters of generally contracted pelves 
are that, first of all, the shape is perfect. (Here 
I must add a note: We say that, and it is on the 
whole true, though not actually true, because very 
often the conjugate is larger in proportion than it 
should be.) All the diameters are, or may be, 
proportionately diminished. On looking at such 
a pelvis you might not be struck by anything 
about it if you had no pelvis with which to 
compare it; you would probably consider it a 
normal pelvis until you began to measure it, when 
you would find out the condition. 

There are three varieties described, and I add a 
fourth to them. 

The first is the “ child-like ” variety. That is a 
German term requiring explanation. The child- 
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like form is a form that generally is found along 
with undeveloped sexual organs. Here is one in 
which the woman had no vagina, and no uterus; 
but I do not think it is generally contracted, be¬ 
cause the transverse is 5 in. and the conjugate 4^. 
This other measures 5 by 3 and is really a slightly 
flattened pelvis. Remember this shows what I 
have repeated and will continue to repeat while 
talking about these pelves, that the chief cause of 
the shape of the female pelvis is that a woman is 
a woman; and if the pelvis has inside it unde¬ 
veloped or ill-developed sexual organs, the pelvis 
is most likely to be ill-developed also. Often in 
these cases the mind is ill-developed too. 

Of course this child-like pelvis has no obstetrical 
value at all, because the woman cannot become 
pregnant. 

Secondly, you have what is called the " juvenile ” 
pelvis, by which is meant that the female charac¬ 
teristics are present, but are arrested. You find 
this sort 1 of thing repeatedly in cases where the 
development has been arrested, say, by small-pox 
or one of the acute exanthemata at a critical time 
when the girl is growing up to womanhood. The 
uterus in such a case often remains permanently 
ill-developed. 

Then you have the dwarf’s pelvis. Dwarf pelvis 
is the pelvis of a dwarf. I need not say any 
more. Such a woman will probably also have no 
children, and there will be no obstetrical value. 
Some dwarfs, however, are quite competent to 
produce children. They run the risk of not having 
dwarf children; but they do sometimes beget 
dwarfs, or at any rate children small enough to 
pass a dwarf pelvis. 

Then you have the rickety pelvis, of which this 
generally contracted pelvis is a good example. 
It measures 3$ in the conjugate, and 4 in the 
transverse. Rickets may, of course, arrest the 
development of the pelvis, and circumstances may 
prevent the pelvis from being deformed ; the child 
may be kept quiet and the pelvis may recover 
itself, and so on. 

What is the course of labour in a generally con¬ 
tracted pelvis. I shall speak of the mechanics 
later. Here comes in the distinction in the case 
of a generally contracted pelvis, that it is not 
a question of passing a body of a particular size 
through a ring one of the diameters of which is too 
small, but that it is a question of passing a body 
altogether large through a cylindrical canal alto¬ 
gether too small for it, and the difficulty is 


throughout, from the inlet to the outlet. All 
these cases are unsuitable for version, and the 
great point to remember about them is never to 
turn. 

Lastly, we have generally-contracted flat pelvis, 
and of these we have the non-rickety, which is 
very much the less common, and the rickety, 
which is much commoner. 

The characteristics of a generally-contracted 
flat pelvis are that it is a generally-contracted 
pelvis which is flattened, altogether too small to 
start with, and made worse by flattening. The 
mechanics of the production of the deformity of 
this pelvis are the same as those of simple flat 
pelvis. 

The course of labour here is extremely difficult, 
because you have all the difficulties of general 
contraction added to the special ones of flattening ; 
and in these cases again turning is generally unsal¬ 
able. Never turn if there is any general contrac¬ 
tion. I shall presently go over th^ mechanism of 
labour separately. 

What is the influence of contracted pelvis? (I 
am speaking now of contracted pelves altogether. 
I shall speak to you of the mechanism of each as 
I come to it.) Contracted pelvis has an influence, 
first of all, on the position of the uterus and its 
mobility; secondly, on the attitude and presenta¬ 
tion and position of the child; thirdly, on the 
pains ; fourthly, on the canalization of the cervix; 
fifthly, on the bag of membranes; sixthly, on the 
mechanism of parturition; and I would add as a 
corollary to this that it always acts mechanically, 
that is to say, there is no obscure influence through 
the nervous or muscular systems. 

(1) It has an influence on the position and 
mobility of the uterus. A great deal of what I 
shall say now I have already said: I merely put it 
into its proper place now. 

(a) The uterus is higher than usual. There is 
not room for its lower segment and the presenting 
part in the pelvis. 

(If) The uterus is unusually mobile because it 
cannot come down into the pelvis, and the present¬ 
ing part cannot come down; therefore the whole 
thing balances and floats on the top. The height 
of the fundus, too, in a woman of this sort often 
appears to be greater than it actually is, since 
such women are often stunted in growth, and 
the height of their abdominal cavity is often very 
much diminished. From the pubes to the ensi- 
form cartilage would measure much less than it 
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should, and, of course, the uterus growing from 
below, will approach more nearly the ensiform 
cartilage than it should, although it may be the 
same distance above the pubes. 

(c) Another influence I have already described, 
namely, pendulous belly, which is produced be¬ 
cause there is less room in the abdominal cavity 
than there should be. If the lower uterine seg¬ 
ment and the presenting part cannot come down 
into the pelvis the abdomen has to find room for 
it. In addition there is often some sort of spinal 
curvature, and the commonest is lordosis, which 
is simply due to the increased inclination of the 
pelvis obliging the woman to throw her trunk back 
in order to keep the balance. The lordosis en¬ 
croaches on the abdominal cavity; but whatever 
curve encroaches on the abdominal cavity— 
whether it be forwards (lordosis), or backwards 
(kyphosis), or laterally (scoliosis)—naturally takes 
away from the length of the abdominal cavity. 
When the belly once becomes pendulous, the 
abdominal walls once having begun to yield, you 
have an additional pressure on the back of the 
uterus, the pressure of the abdomen and its 
contents. 

(2) We have disorders of attitude, position, and 
preseptation. Presentation is abnormal four times 
oftener than it should be, especially by virtue of 
the frequence of brow and face presentations. The 
proportion increases with each pregnancy. Pro¬ 
lapse of the small parts, hand, foot, and cord, is 
frequent, and the frequency increases with each 
pregnancy. The uterus gets more mobile because 
its attachments are stretched, the broad and round 
ligaments are longer than normal. Each labour 
being severe, the uterus gets weakened and worn 
out, so that things get worse. 

(3) We have disorders of the pains. This is 
only indirect. There is no special influence of 
contracted pelvis upon the course of labour. It is 
all mechanical. First of all, the water is often dis¬ 
charged early, abolishing the general intra-uterine 
pressure. That, of course, is due to the fact that 
the presenting part does not any longer fit the 
lower uterine segment because there is no room 
for it in the pelvis. There is, therefore, a way left 
on each side by which the waters may be forced 
with the membranes. They project like a glove- 
finger and rupture early. That is very prejudicial 
to the proper dilatation of the cervix. Of course 
it abolishes the general intra-uterine pressure which 
is the general uniform force so important in 


common labours. Secondly, you have pendulous 
belly, which disorders the pains because they 
act at variance to the pelvic axis. Thirdly, you 
have the mobility. The presenting part is not 
fixed in the pelvis, so that the downward pressure 
during the pains cannot act as it should. In the 
pendulous belly the mesial part of the abdominal 
wall is nothing but layers of fascia and skin with¬ 
out muscular fibres at all. Again, the abnormal 
mobility of the uterus hinders the effect of retrac¬ 
tion in fixing the head at the pelvic brim. This 
also prevents the head from pressing with advan¬ 
tage on the lower uterine segment and parts below 
it, and therefore it fails to excite the bearing-down 
pains which are so important at this time of labour. 
And here it comes to pass that a woman may have 
rupture of the uterus without ever having got into 
strong labour, because the presenting part never 
gets down low enough to give bearing-down pains, 
and yet the uterus may rupture from thinning of 
the lower uterine segment. This obviously gets 
worse and worse, and therefore rupture is com¬ 
moner in multipart than in primiparae. 

(4) There is disorder of the dilatation of the 
cervix and dilatation of the bag of membranes. 
The head cannot keep up the dilatation because it 
cannot press on the lower uterine segment. It 
hinders it even, because here the cervix may be 
nipped between the head and the pubes, and being 
kept there and growing oedematous becomes an ob¬ 
struction to labour. The water passes the head 
and distends the membranes beyond it. If the 
cervix is soft and dilatable it yields to the mem¬ 
branes, if it is undilatable the membranes get 
driven past it, like the finger of a glove, and the 
waters run off in consequence of their rupture 
before full dilatation of the cervix has occurred. 
The less the head fills the space, the sooner the 
rupture occurs. After the rupture of the mem¬ 
branes the cervix hangs like a loose flabby bag 
just after delivery; and this illustrates the fact 
that the dilatation of the cervix is principally 
active. It dilates whether there is pressure upon 
it or not. The perineum and floor of the pelvis, 
on the other hand, have to be forced in labour, 
though they do yield. Yielding is nearly the 
whole matter in dilatation of the cervix, it is only 
a subsidiary matter in dilatation of the perineum. 
The dilatation of the cervix, in this as in other 
cases, is principally from the drawing up of the 
cervix over the head. It is also from the pushing 
down of the head into the cervix. But, of course. 
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when the head cannot be pushed down into the 
cervix, it must be done by pulling over the head. 
A man pulls on a jackboot by getting hold of the 
straps and drawing it over his foot; but he some¬ 
times completes the putting on by stamping his 
heel into it. This illustrates the actions that occur 
during the passage of the cervix over the head. 

In such cases the caput succedaneum rarely 
does, but may act as a dilating body. This re¬ 
traction of the cervix, this pulling up of the 
contractile part of the body of the cervix is one 
of the things which leads to rupture, and that is 
why rupture of the uterus is so common a result 
of neglected labour in contracted pelvis. In 
consequence of the anterior lip of the cervix being 
nipped between the head and the pelvis you have 
the formation of a rare form of fistula. If the 
cervix is retracted thoroughly you have vesico¬ 
vaginal fistula, which is the commonest; but if 
nipped thus you have a vesico-cervical fistula, a 
fistula very difficult to treat. 

The effects of the successive labours upon the 
woman in her parturitions I have alluded to. It is 
well-known that a woman with a small amount of 
contraction of the pelvis gets on sometimes pretty 
well in her earlier labours, but gets into difficulty 
as the labours go on. This was said by fireside 
authors to be due to the diminishing size of the 
pelvis. It is nothing of the sort. What it is due 
to is the increasing size and hardness of the chil¬ 
dren’s heads and the diminishing forces of labour. 
And in talking about the increasing size and hard¬ 
ness of the children’s heads we have the influence 
of sex to remember, the male head being larger 
and harder than the female. 

(6) We have the disorder of the mechanism of 
labour; and to that will follow the mechanism of 
the three commonest varieties of contracted pelvis. 

The first difficulty is the engagement of the head 
at the brim. Until this is done no progress can be 
made. The proper engagement of the head at the 
brim varies with each deformity. There is not a 
universally favourable way for it to engage. Each 
has its own advantages and disadvantages. It is 
most important that a favourable position of the 
child in the uterus should be effected. Where 
there is pendulous belly, for instance, it is im¬ 
portant that this should be rectified, therefore a 
binder ought to be put on. I remember a case in 
which I am sure the woman’s life was sacrificed 
for want of a binder, the patient having been 
allowed to be in labour for a considerable time 


before I was sent for, and no binder applied al¬ 
though the belly was extremely pendulous. A 
binder will not help the woman to bear down, but 
it will bring the uterus into proper relation to the 
axis of the brim. Generally speaking, if the 
greatest circumference of the head is already fixed 
in the brim, the head is said to have “ engaged ”; 
if the head is impacted so much the worse for the 
woman, but so much the better for the prospects 
of getting it through. It cannot be impacted with¬ 
out having made considerable progress towards 
getting through; but, of course, the worst is not 
over unless it is only the brim which is to be dealt 
with, because when you have the pelvis contracted 
throughout you may have a tremendous squeeze 
right through the pelvis, and it may be too much 
for the woman to manage even with your help. 
This applies therefore particularly to flattened 
pelvis : the head impacted or engaged in the brim 
is a good sign in flattened pelvis. 

(To be concluded.) 


A LECTURE 

ON THE MANAGEMENT OF 
“URGENCY CASES.” 

Delivered at the London Hospital, June 30th, 1893, 
By F. J. SMITH, M.D., M.K.O.P., 

Assistant Physician and Lecturer on Medical Jurispradence 
to the Hospital. 


(Continued from p. 223J 

As regards diagnosis from the point of view of 
treatment, the malingerer is the most important 
perhaps to detect inasmuch as the threat of a 
bucket of cold water followed by the act, if the 
diagnosis is certain is the best treatment. The 
eyes will form your best guide, the semi-shut con¬ 
dition to ascertain the degree of sympathy with 
which he is being regarded is perhaps the most 
important point to notice, and also the difficulty 
with which he will allow you to lift up the eyelid. 
If there is real unconsciousness you can lift up the 
lid easily; but if there is a deliberate attempt to 
prevent your doing it you may be tolerably certain 
it is malingering, especially if there is also a hot 
flushed, perspiring countenance. 

Between hysteria and epilepsy the diagnosis is 
not so easy or so important in this particular 
connection, as both require to be removed to a 
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quiet place to recover; but again the activity of 
the pupils or the reverse is perhaps your best 
guide. In epilepsy, as I have said, they are fixed; 
in hysteria they are not. In epilepsy the con¬ 
junctival reflex is absent, in hysteria it is usually 
still present. 

The last two cases, Strychnine poisoning and 
uraemia, require a little more careful thought and 
treatment. Obviously the Strychnine poisoning 
should be treated at once and on the spot. If 
the urine be examined the presence of albumen 
will decide the question, though the localized and 
more rhythmic nature of the convulsions and the 
complete retention of consciousness between the 
attacks have already decided the probable dia¬ 
gnosis; and treatment must be followed accord¬ 
ingly. 

So much for those cases in which a fit is present. 
We will now pass on to the second group of cases, 
those in which active convulsions are not present; 
the patient being either quiet or comatose, or 
possibly dead. Here the cases may be usefully 
divided into three classes, though I shall treat of 
them only in two :— ' 

I. Those who are actively conscious, and perhaps 
noisy, especially when undergoing examination of 
any sort. 

II. Those who can be roused with difficulty (on 
speaking to them, pinching them, pricking them, 
etc.). 

hi. Those who are absolutely comatose, and 
cannot be roused at all. 

The last two hardly differ, and I shall mention 
them together. 

Firstly, those who are actively conscious and 
may be noisy. Practically there are four things 
to be thought of here. 

(1) Alcoholism—drunkenness. 

(2) Head injuries and cerebral disease. 

(3) Lunacy. 

(4) Poisoning other than alcohol. (Rarely.) 

How can we tell which is present ? Here again 

of course, the first thing is the history from others. 
This point I have already touched upon, and will 
here only say that it is likely to be very important 
because a man, conscious like this, is very likely 
to have some friends round him, and you will be 
able to get some sort of history from them, that 
may help you. 

Secondly, listen to the patient, rousing him if 
necessary for the purpose. The alcoholic, of 
course, will be abusive and noisy. In a case of 


head trouble, either from traumatism or disease, 
the patient will also possibly be noisy and abusive. 
Do not be misled at once by what the patient says. 
Compare it with what you have heard from others. 
For instance, the friend may assure you that the 
patient has certainly had no alcohol. More than 
one man with intracranial haemorrhage has been 
taken for drunk, because of his abusive language. 
A few years ago a man was brought into the 
receiving-room just in this condition. He did not 
say anything when he first came in; but as soon 
as he talked he began to be noisy and abusive* 
wanting to fight the house-surgeon and porters. 
He was treated as drunk. They gave him an 
emetic, applied the battery and tried to rouse him 
by pulling his moustache, etc. Finally, he was 
just going to be turned out of the receiving-room 
as a simple ordinary “ drunk,” when another house 
physician happened to come in who was struck 
with the man’s peculiar look, and remarked that 
the man looked bad and advised his colleague to. 
take him in. They were removing him to the 
ward, but he died before reaching it. It was found 
to be a case of cerebro-spinal meningitis. Do not, 
therefore, be misled simply by the abusive and 
noisy conversation; just see how it fits in with 
other facts in the history. Lunatics, of course, 
may possibly talk nonsense, or it may be a plausible 
tale, but it is contradicted or unconfirmed either 
by the facts or by the story of others. In poison¬ 
ing there may be a certain amount of delirium 
present when the patient is aroused, e.g. y in 
Belladonna, Hyoscyamus, Stramonium, and Cam¬ 
phor; in the first three the three D’s will help 
) ou (the dryness of the throat, the dilated pupils, 
and the delirium); in the case of the last there 
will be the smell of the breath. 

Thirdly, if what you hear is not sufficient to 
establish your diagnosis, see what you can ascer¬ 
tain with your eyes. They will have been active, 
I trust, while listening with your ears; but still we 
come more particularly now to think of what you 
can see. Here again, as in the first group with 
the active convulsions, the colour and appearance 
of the face may help you. In alcohol it would be 
naturally flushed ; in head mischief, whether it be 
of the nature of haemorrhage or inflammation, the 
face is possibly flushed, but it is much more likely 
to be pale; and in intracranial haemorrhage, the 
lips and face are likely enough to be cyanosed. 
The faces of lunatics often will be natural, or, at 
the most, flushed simply with exertion. In the 
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case of deliriant poison the face would be dry and 
flushed, or possibly it may be moist and pale if 
there is much collapse present. 

Again, as in the convulsed patient, the condition 
of the pupils is the next point to note. In alcohol 
they are pretty sure to be dilated and very likely 
fairly active; instead of in the stage in which a 
man can be roused they are always active to light. 
In head conditions, whether of the nature of disease 
or serious injury, the pupils will probably be fixed, 
and either dilated, contracted, or unequal. In 
lunatics, of course, the pupils will be active 
enough. In poisoning, in this group of cases, 
they would be very widely dilated and inactive to 
light, the eyes glistening. 

In concluding this group, I may say that the 
diagnosis only seldom presents any real difficulty, 
and the points I have given you will be, as a rule, 
sufficient. But if, as in the case I have mentioned, 
there is still doubt, take the temperature. This 
will be raised or lowered in serious cases. If you 
get a normal temperature in a man who can be 
roused fairly easily, or is talkative and has active 
pupils, the probabilities are that there is nothing 
very serious amiss with him ; if, on the other hand, 
you find the temperature raised, you must think of 
inflammatory conditions of the brain; whereas if 
it is lowered pretty considerably, you must under¬ 
stand that there is a good deal of collapse, and 
the case had better be watched. Keep all your 
faculties on the stretch for any little thing that 
might suggest the case to be a serious one. If 
still in doubt, act as if the case were a serious one, 
putting the patient to bed. 

n. I will now pass on to the group of cases in 
which the patient is actually unconscious, but may, 
or may not be capable of being roused momentarily. 
And I shall begin as I shall end with a golden rule, 
which is:— Never allow an unconscious patient 
to be left alone. If he is seen at a hospital 
take him in. Far better to take in fifty drunken 
men in one night and let them lie under supervision 
on mattresses than allow one man to die unattended. 
The one action can only possibly subject you to 
some mild chaff, and cause temporary inconvenience, 
the other may ruin you and your hospital forever. 
If seen elsewhere than at a hospital have him re¬ 
moved at once either to a hospital or to his home, 
and do not leave him till some trained nurse or 
reliable person is in charge. That is a golden rule 
from which you should absolutely never depart. 

How are you to make a diagnosis as to the 


cause of the unconsciousness? Any one of the 
conditions which I enumerated at the beginning 
may be present from simple fainting to uraemic 
coma or death ; or there may even be a combination 
of two or more of them present. A drunken man, 
for instance, is not absolutely free from the chance 
of being knocked down, and he is even more 
likely than a sober one, ceteris paribus, to have an 
intracranial haemorrhage. If a man’s vessels are 
diseased and he gets drunk, the arteries which can 
dilate do so, the diseased ones cannot, and in¬ 
tracranial haemorrhage may occur. 

(To be concluded.) 


THERAPEUTICAL NOTES. 


Hydrastin in Epilepsy. —Kisseleff has studied 
the action of Hydrastin in epilepsy, and after 
experiments upon dogs and guinea pigs, has arrived 
at the following conclusions :— 

1. The excitability of the cerebral cortex is 
lowered in proportion to the increase of the dose 
administered; but it will not fall to o per cent., 
even with fatal doses of Hydrastin. 

2. Hydrastin possesses a cumulative action, and 
provokes a permanent lessening of the excitability. 

3. While the excitability of the white matter was 
fully diminished, it was not so pronounced as that 
of the grey matter. 

4. The paroxysms of epilepsy of guinea pigs are 
favourably influenced by Hydrastin. 

5. It has the same effect upon toxic epilepsy 
(produced by Nux Vomica or Strychnia). 

6. Hydrastin diminishes cerebral excitability of 
the cerebral cortex, and also in cases of intense 
cerebral hyperaemia artificially provoked. 

From a clinical point of view, Kisseleff has 
obtained good results in some cases of epilepsy 
treated by Hydrastin in doses of five centigrammes 
a day, but the small number of cases observed does 
not permit us to form definite conclusions. 

(/our. de Med. dc Paris.) 


Red Iodide of Mercury, in doses increased 
from one-twentieth to one-sixth of a grain, and 
Iodide of Potassium, in twenty to forty-five grain 
dose after each meal, continued for two to three 
months, should be given, in addition to Aconitine 
in tic-douloureux, even in the absence of syphilitic 
history.—(Sequin, Med. Pec.) 
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ON 

PERNICIOUS ANEMIA. 

Delivered at the Middlesex Hospital, June 23rd, 1893G 
By R. DOUGLAS POWELL, M.D., F.R.O.P., 
Physician to the Hospital. 


Gentlemen, —I propose to consider to-day a 
case of pernicious anaemia. I should have liked to 
have brought the patient into the theatre for you 
to have seen his appearance, which is very charac¬ 
teristic Unfortunately, as our hospital is closing 
for some weeks, it has been found necessary to 
remove him to another. However, as you have 
had the opportunity of seeing him in the ward, you 
will doubtless have fixed in your minds a picture 
of his interesting case. 

The patient is 20 years of age, unmarried, a 
coachman by occupation, and has always enjoyed 
good health up to the present illness. There is 
nothing in the family history to throw any light on 
the case; suffice it to say that he is one of eleven 
children, and that the most careful inquiry fails to 
elicit any history of anaemia or haemophilia amongst 
his relations. As regards his own history, there is 
one point of importance : in 1891 he joined a club 
of harriers, and from the time he joined until the 
present illness incapacitated him he ran on two or 
three days each week some four or five miles. 

The onset of the disease was, as is usual in these 
cases, insidious; about Christmas, 1892, some six 
months ago, he noticed that there was frequent 
bleeding from the gums. This continued, and he 
soon commenced to feel weak and debilitated; he 
next complained of noises in the head. He 
gradually lost colour. The weakness slowly pro¬ 
gressed and became so marked that early in March 
of this year he had to give up work. Rest and 
change of air did him some good, and he returned 
to work, but soon had to give it up again owing to 
the recurrence of the weakness and to the appear¬ 
ance of a new symptom—profound nausea. 

He was admitted here on May 20th, and his 
condition then was as follows: he was of sleek 
appearance, covered with a fair amount of adipose 
tissue, his face was plump and round; there was 
Vol. II., No. 16 . 


great and peculiar pallor, the skin having a 
lemon-like tinge; a few scattered haemorrhagic 
spots were seen under the skin, there was no 
oedema of the extremities. He complained of 
great weakness, some thirst, shortness of breath, 
and bleeding from the gums. The latter occurred 
chiefly at night, so that on waking in the mornings 
he would find watery blood in his mouth. 

The pulse was small, regular and quiet. The 
heart’s dulness was normal. Apex beat not strong. 

A systolic murmur was heard over the pulmonary, 
aortic, and mitral areas; the murmur at the apex 
being conducted to the axillary line. It was 
difficult to say whether they were separate murmurs 
or whether the two first were conducted. I shall 
return to this point later on. A venous hum could 
be heard in the veins of the neck. Beyond the 
shortness of breath, there was nothing noticeable 
as regards the respiratory system. 

His abdomen was well covered and normal in 
appearance, with the exception of the colour of 
the skin. The edge of the spleen could be felt on 
deep inspiration. 

I would here observe as regards splenic en¬ 
largement that it can be ascertained in two ways; 
by palpation of the anterior splenic area, or by 
percussion over the posterior splenic area. In, 
perhaps, one third of the cases of enlarged spleen 
of only moderate degree, the evidence as to the 
enlargement can only be obtained by percussion 
posteriorly; in the others the organ can be felt to 
be enlarged on palpation below the cartilages, 
especially on deep inspiration. I do not stop to 
explain this, but content myself with calling your 
attention to it as a clinical fact. 

To return to our case—the tongue was clean; 
on the left side there was a deeply-drilled-out ulcer, 
which no doubt accounted for some, but not all of 
the blood which escaped. The gums were spongy 
in appearance, and bled on being touched The 
ophthalmoscope revealed several haemorrhagic 
patches in each retina. From their colour we 
judged some to be of old standing, others of more 
recent occurrence. 

There was no tenderness on pressure or percus¬ 
sion over the bones of the leg or elsewhere. 

The Blood .—On pricking the finger blood 
readily; it was watery in appearance, yet different 
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from that of ordinary anaemia. It was of a dirty 
pinkish-red colour, like the washing out of a vessel 
which had contained blood—a very characteristic 
appearance. The red corpuscles were diminished 
in number: thus, instead of there being 5,000,000 
in each cubic millimetre, only about 1,000,000 
were found. The haemoglobin was not diminished 
in a degree proportional to the diminution of the 
red corpuscles, for though the latter had diminished 
to one-fifth of their normal amount, the blood still 
contained about 20.5 per cent, of haemoglobin. 
This is a point of some importance in the diagnosis, 
for in other forms of anaemia the haemoglobin 
percentage is relatively lower than that of the red 
corpuscles. Not only were the red corpuscles 
diminished in number, they were, or rather a small 
proportion of them were, deformed in a charac¬ 
teristic manner; some were pointed like lemon 
pips, others rather like lozenges, and some showed 
nuclei.* This condition, when present, is important, 
pointing as it does to the case being one of per¬ 
nicious anaemia, though such deformed corpuscles 
are occasionally found in other forms of extreme 
anaemia; its absence, however, is not to be taken 
as evidence against a case being one of this affec¬ 
tion, for it may not be found at all examinations, 
especially in the earlier stages. There was no 
absolute increase of white corpuscles. The ex¬ 
amination of the blood, then, yielded important 
evidence as to the nature of the case in several 
ways. 

The urine has been on all occasions up to the 
present time, as you see it now, pale, and of low 
specific gravity. It has not contained albumen, 
sugar, or uric acid crystals. In some cases of per¬ 
nicious anaemia the urine is high coloured, whilst of 
low specific gravity, the coloration being found on 
spectral analysis to be due to pathological uro¬ 
bilin t from absorption of bile pigments, derived 
from the disintegration of haemoglobin. J I have in 
some cases observed a frequent deposition of uric 
acid crystals from a pale urine of low specific 
gravity, and in one case the fatal termination was 
brought about by renal haemorrhage, which I could 
only attribute to injury to some portion of the 
urinary tract by such crystals. 


• Detached nuclear bodies (microcytes), often found in 
pernicious anaemia, were not present in the specimens we 
examined. 

■f Dr. MacMunn. 

X See Observations on the Urine in Pernicious Anaemia, 
by Dr. W. Hunter, “ Practitioner,” 1888. 


The temperature (see chart) is typical—you can 
see that it is vacillating, though almost always 
somewhat raised, and on one occasion there was a 



sudden rise to 104°. There was nothing to explain 
this, but I have noticed similar sudden rises in 
other cases of pernicious anaemia. 

To recapitulate the main features of the case s 
he was 20 years of age; profoundly anaemic, the 
anaemia being of a peculiar character; there was a 
disposition to haemorrhage from the gums, under 
the skin and into the retinae; the spleen was en¬ 
larged ; there were murmurs over the heart; and 
there was the altered condition of blood on which 
we have already spoken : (1) it was watery and of 
a peculiar colour; (2) the red corpuscles were 
diminished in number, and some of them deformed 
in appearance; (3) the haemoglobin was not di¬ 
minished in proportion to the red corpuscles. 

The first point in the diagnosis was the pro¬ 
found anaemia, and we had to consider the 
causes of this condition. Anaemia is spoken of as 
primary or secondary: (1) Primary, under which 
heading is usually included ordinary ancemia or 
mere malnutrition of the blood, chlorosis , and idio¬ 
pathic pernicious or essential anaemia; the disease 
of which we believe our case to be a good example. 
(2) Secondary, i.e., anaemia consequent upon 
haemorrhage, or upon one or more of the several 
poison-influences br other conditions which are 
recognized as diseases, of which it is a striking 
feature. Probably the only anaemia that can be 
rightly called simple is that mere malnutrition and 
wasting of blood from which people suffer who 

have a deficient supply of food ^pd sunlight 
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Chlorosis is a disease almost invariably to be 
traced, singly or in combination, to two well- 
recognized causes, viz., nervous shock and absorp¬ 
tion of poison from faecal accumulations in the 
colon. It should, therefore, rather be regarded as 
a secondary anaemia, and as we learn more of the 
exact pathology of pernicious anaemia we shall also, 

I have no doubt, be able to place that disease 
under the more scientific heading. But mean¬ 
while the diagnosis of pernicious anaemia is derived 
mainly by way of exclusion, and we have to run 
through in our minds the list of diseased condi¬ 
tions knowp to produce intense anaemia, and to 
ask, does our case correspond to any of them? 
Now these, or the chief of them, may be enume¬ 
rated as follows: (1) pyrexia, (2) tuberculosis, (3) 
cancer, (4) malaria, (5) lead poisoning, (6) ma¬ 
lignant endocarditis, (7) Hodgkin’s disease, (8) 
morbus Addisonii, (9) leucocythaemia. 

The history of our patient enables us to at once 
exclude many of these causes ; there has been no 
severe haemorrhage; * there is no evidence as to 
pyrexia, tuberculosis, cancer, malaria, or lead 
poisoning being one or the other the cause. 
Physical examination excludes Hodgkin’s disease, 
and there are none of the characteristic signs of 
Addison’s disease. A drop of blood placed under 
the microscope showing no practical excess of white 
blood cells excludes leucocythaemia. We were left, 
therefore, to make a diagnosis between malignant 
(ulcerative or infective) endocarditis and pernicious 
anaemia, and in actual practice you will, I think, find 
the distinction between these two diseases your 
principal difficulty. The anaemia is profound in 
both cases, but in pernicious anaemia the tint is 
peculiar, of lemon hue rather than dead white. 
In both diseases you have irregular pyTexia—the 
range being, as a rule, as in this case, lower in 
pernicious anaemia than in malignant endocarditis. 
Embolism is the rule in malignant endocarditis, 
the exception in pernicious anaemia. It was not 
present here; but you may often have to wait 
some weeks or months before you get evidence of 
embolism—of which enlargement of the spleen 
with recurrent pains there and intermittent 
haematuria are the most frequent signs—in the 

• Concealed haemorrhage arising from the withdrawal of 
blood from the intestine is an occasional cause of profound 
anaemia, simulating the idiopathic or pernicious form. The 
anchylostomum duodena le^ a small round worm parasite, 
endemic in Egypt, is a cause of this intense anaemia. The 
fiilka*%ta hama/obia may produce a similarly anaemic state, 
bat the haemaluria it occasions is too obvious to obscure 
diagnosis. 


cardiac disease. And, let me remind you, the 
spleen is usually enlarged in pernicious anaemia. 
This enlargement is, however, as a rule, painless, 
while that associated with the presence of embolic 
infarcts is tender on palpation. 

I have already quoted a case of pernicious 
anaemia in which haemorrhage from the kidneys 
resulted. In both diseases scattered subcutaneous 
haemorrhages in the form of petechial spots are 
observed. 

Retinal haemorrhage is distinctly a point in 
favour of pernicious anaemia. You would think 
that a history of rheumatism and the presence 
of cardiac bruits more or less varying in cha¬ 
racter, would be definite pathognomonic signs, 
—the presence or absence of which would settle 
(in favour of endocarditis) the diagnosis between 
these two diseases. 

But, on the one hand, in malignant endo¬ 
carditis the history of rheumatism, especially in 
children, is often very obscure, while the cardiac 
murmurs are often very soft and difficult or im¬ 
possible to differentiate from those that may be at¬ 
tributed to the extreme anaemia. You may also look 
in vain for the often described altered characters of 
the murmurs from time to time in ulcerative endo¬ 
carditis, except, perhaps, such slight changes as 
are equally to be found in anaemia; but, some¬ 
times, of course, the sudden breakage of a valve 
cord will produce a marked and characteristic 
variation in the sounds. 

In our case the murmur was conducted to the 
axilla, this must be taken as evidence that it was 
not a conducted sound from the pulmonary region. 
Such a murmur, however, by no means indicates a 
definite valve lesion. It is not infrequently heard in 
great anaemia, in which disease the ventricles are 
ill-nourished from want of healthy blood, and yield 
before the blood pressure, permitting a slight leak 
backwards through the valves; the murmur pro¬ 
duced is out of proportion to the cause, owing to 
the blood being so thin and watery. Our grounds, 
then, for a diagnosis in this case of pernicious 
anaemia as against other forms, and especially that 
form of anaemia attendant upon malignant or 
ulcerative endocarditis are, firstly, the general 
features of the disease; secondly, the special reasons 
given as excluding the other forms enumerated, 
and, thirdly, the following points of greatest weight 
as against the cardiac form, viz.: 

The peculiar lemon colour of the patient. 

The retinal haemorrhages. 
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The absence of embolic phenomena. 

The want of history of acute rheumatism and 
cardiac disease. 

The conclusion that the murmurs present were 
due to the blood condition. 

The microscopic examination of the blood re¬ 
vealing characteristic changes in the shape 
of the red corpuscles. 

No one alone, but all these considerations com¬ 
bined, justify the diagnosis. 

What do we understand by pernicious anaemia ? 
Of its causation we know but very little. It has 
been attributed to haemorrhage, especially to puer¬ 
peral or climacteric haemorrhage, or to the with¬ 
drawal of blood by intestinal worms. Bad sanita¬ 
tion and malnutrition are of course given as causes. 
It certainly is in men associated with the uric acid 
diathesis, but probably the connection may be 
consequent rather than causative. It is interesting 
to note the fact that the only point of possibly a 
causative kind in our case was the fact of extra 
physical exertion of a prolonged and fatiguing kind 
in a stable youth, probably not too well-fed and 
with no training.* But none of these so-called 
causes, which are common to the incidence of 
many diseases, can be regarded as more than 
possibly of proximate importance. 

The two chief points that have been urged with 
regard to the pathogeny of pernicious anaemia are, 
firstly, that it is due to a defective formation of red 
corpuscles, and, secondly, that it is due to an in¬ 
creased destruction of them. The second hypo¬ 
thesis, to which we are, I believe, indebted to 
Quincke, would seem the only one tenable at 
present, the points in its favour being: 

1. The microscopic evidence we have of the 
corpuscles actually in process of destructive altera¬ 
tion. 

2. The relative excess of haemoglobin in the 
blood, and the dark colour of the urine sometimes 
found in the later stages of the disease pointing to 
increased waste rather than to diminished formation. 

3. The liver (the grave of the red corpuscles t) is 
post mortem found to contain an excess of ferru¬ 
ginous debris . On applying fresh solution of 
Sulphide of Ammonium to sections of the liver the 
outer zones of the lobules become darkly-coloured 
owing to the presence of haematin. 

4. In the marrow of the bones large numbers of 

* See Dr. Clement Duke’s case of disintegration of blood 
as result of excessive exertion. 

t Murchison. 


nucleated red corpuscles and of cells enclosing old 
red corpuscles and pigment are found. 

When we come to prognosis we have to acknow¬ 
ledge it to be most unfavourable. Temporary 
improvement, even arrest for a time, of the disease 
would seem to be possible, but this is at present 
the best we can look for. With such a prognosis 
the question of treatment must be but a very 
limited one at present. It is obviously futile to 
give Iron, for the particular feature of the disease 
is the inability of the red corpuscles to retain the 
Iron, of which there is evidently no want in the 
blood. The only drug which seems to be of any 
use is Arsenic, and that only has the power at 
the best of somewhat delaying the progress of the 
disease. This patient has taken Arseniate of Iron 
T v gradually increased to £ grain every four hours, 
and he has seemed to improve since admission as 
regards his general symptoms. I give Arsenic in 
the form of Arseniate of Iron rather as a convenient 
means of administering it than for the sake of the 
Iron, but the drug must be steadily pushed. The 
diet should be plain and nutritious, and the patient 
be kept quiet in bed, or on a couch which may be 
arranged in the open air so as to economize the 
heart power to the utmost extent. 

You will gather from what I have said that in 
our present state of knowledge the most important 
thing is to diagnose this fatal disease in its earliest 
stage, but we hope that those whose researches 
have done so much to enlighten our knowledge 
as to its pathology will soon be able to add to our 
knowledge a treatment which will enable us to 
remove it from those diseases whose prognosis is 
inevitably fatal. 


A CLINICAL LECTURE 

ON 

CLEFT PALATE AND ITS 
TREATMENT. 

By WILLIAM ROSE, F.R.O.8., 

Professor of Clinical Surgery in King’s CoUege, and 
Senior Surgeon to King’s College Hospital. 


Gentlemen, —I propose to lay before you to¬ 
day a short resumi of the subject of cleft palate— 
a subject which can never be uninteresting to 
King’s College men, since my distinguished pre¬ 
decessor and teach^r D Sj|j z ^ r i^lj^Tt f -Fergusson, did 
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so much to elucidate its mechanism and the best 
method of treatment. 

By cleft palate is meant a congenital defect of 
the roof of the mouth, whereby the structures 
entering into its formation do not unite in the 
middle line, thus allowing an abnormal communi¬ 
cation to exist between the nose and mouth. The 
term does not include losses of substance, resulting 
from injury, syphilis, or lupus. The cleft usually 
starts posteriorly and extends forwards for a variable 
distance, although it has been known to be limited 
to the anterior portion of the palate and bony 
alveolus, but only in exceedingly rare instances. 
The mildest cases consist merely of a bifid uvula, 
perhaps not involving the palate at all; the next 
degree of severity affects the velum alone; more 
or less of the hard palate may also be implicated, 
the cleft reaching as far forwards as the site of the 
anterior palatine canal; whilst the severest forms 
of the deformity extend in addition through one or 
both alveoli and the upper lip, the intermaxilla 
being in the latter case displaced forwards, perhaps 
on the tip of the nose. 

On looking carefully at a cleft palate the defect 
usually seems to be mesial; but occasionally it 
appears as if a unilateral or bilateral fissure existed. 
To understand such an occurrence it must be re¬ 
membered that there are three bony processes 



IMagram to represent the formation of the palate and 
nasal septum, a Ethmo-vomerine septum, b Palatal 
process, c Tongue, d Mouth, e Nasal cavity. 

uniting in the middle line of the roof of the mouth, 
viz., the two palatine processes, growing in hori¬ 
zontally, one on each side from the maxillae, and 
the ethmo-vomerine septum growing down vertically 
from the under-surface of the fronto-nasal process 
(fig. 1). All these should amicably join together 
about the ninth or tenth week of intra-uterine life. 
If, however, the palatine processes fail to reach the 


middle line, a median defect appears, unless the 
ethmo-vomerine septum be so hypertrophied as 
to project between the palatal segments, when the 
appearance of a double cleft is produced. When 
one division of the palate unites with the mesial 
septum, the other failing to reach it, then an 
apparently unilateral cleft results; most commonly 
the defect is on the left side, the vomer being 
attached to the right free edge, a left-sided alveolar 
harelip also complicating the case. The reason 
why the anterior portion of the palate is rarely 
affected in this manner without the posterior part 
being involved, is that the union of the various 
segments usually progresses from before backwards. 

The width of the cleft, and the slope of the 
segments varies greatly in different cases. The 
wider the cleft, the more unfavourable it is for 


□ a 



Fio. 2a. 



Fio. 2b. 

Diagrams to illustrate the fact that the more vertical the 
slope of the palate, the greater the ease with which 
the detached Haps can be apposed, a b Bony palate. 
a o Muco-periosteal flaps. 


treatment by operative means: and this is one of 
the arguments used in favour of the removal of 
the intermaxilla in cases of double harelip, so as 
to allow of the approximation of the two maxillae. 
Remove it, they fall naturally together; leave it, 
and they are wedged permanently apart. As to 
the slope of the segments, the more vertical they 
are, the more favorable for operation, since when 
flaps of muco - periosteum are loosened they 
naturally fall towards the middle line. When 
they are more horizontal, and the palate more like 
a Norman than a Gothic arch, greater lateral 
displacement of the flaps is needed to bring their 
edges into apposition, and this involves much 
more traction by means of the stitches, and hence 
less satisfactory results (cp. figs. 2A and 2B). 
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The effect of such a deformity upon the indi¬ 
vidual, from a physiological point of view, is very 
serious. To begin with, the process of nutrition 
is considerably impaired owing to the fact that the 
power of suction is lost, and fluids taken into the 
mouth are apt to escape through the nostrils 
instead of being swallowed. Consequently these 
children must be carefully spcon-fed, otherwise 
they become emaciated and succumb to inanition 
or intercurrent maladies. If they grow up, articu¬ 
lation becomes so indistinct that it is often diffi¬ 
cult to understand what they say, the voice having 
a nasal ring. All the letters known as explosives, 
whether dentals, labials, or gutturals, requiring a 
certain amount of air-pressure within the mouth 
for their due pronunciation, are difficult to pro¬ 
duce, particularly b y d, p y t , g y f etc. The moral 
effect of this deformity, particularly when asso¬ 
ciated with harelip, is such as to cause these 
patients to shun publicity and to suffer from ner¬ 
vous depression. Moreover, the exposure of the 
nasal mucous membrane to the air is so much 
greater than usual that it is exceedingly liable to 
catarrhal inflammation, resulting in the occurrence 
of exudation and scabbing, which undergoing 
putrefactive changes leads to a sort of ozaena. 
Both taste and smell are much diminished in con¬ 
sequence partly of the unhealthy state of the mu¬ 
cous membrane, and also from the absence of an 
opposing surface against which the tongue can 
triturate the food. 

As to the best period at which to interfere by 
operative means, considerable divergence of opinion 
exists. There are some surgeons who advocate 
the performance of an operation at as early a date 
as possible, and, in fact, it has been undertaken 
when the child was but a few days old. The 
success attending such practice has not been 
gratifying, inasmuch as the little patients appear to 
be more liable to other diseases which carry them off 
la er on, even if the immediate result is satisfactory. 
Tnis, however, is not nearly so likely to be a 
certainty as in cases where treatment is deferred, 
inasmuch as infants have no moral control, and 
are much more likely to suck at the stitches and 
interfere with them by the tongue, whilst the 
buccal cavity is so small that the operation is 
extremely difficult, and any slight excess of force 
extremely harmful. On the other hand, patients 
should not be left too late, for although the imme¬ 
diate results obtained will be much better, yet bad 
habits of speech will have been contracted, and 


subsequent physiological success, as gauged by the 
quality of the speech, is much less likely to follow. 
After an experience extending over 20 years, I 
have come to the conclusion that the operation 
may best be undertaken at about the third year of 
life, a period at which, although habits of speech 
have not been fully formed, there is yet sufficient 
mental development to enable the child to be 
easily kept under control, and even to assist the 
efforts of the surgeon. It is most important that 
the child should be in a thoroughly satisfactory 
state of general health, and that the mouth and 
throat should be similarly free from local disease 
or inflammation; and to guard against accidents 
it is well to make a routine practice of keeping a 
child under observation indoors for a few days 
before operating. If the tonsils are slightly 
enlarged, as is not uncommonly the case, it is by 
no means necessary to remove them if no active 
inflammation is present; pharyngeal adenoids, 
moreover, may be left, as they subsequently assist 
in effecting closure of the nasal cavity during 
speech. 

The Operation .—The child should be placed on 
a suitable table, if possible, one with a moveable 
headpiece being used, as it is often necessary to 
alter the height of the head during the proceedings. 



The arms should be fixed to the sides by attac hi ng 
them to a strap or bandage passed round the thighs 
below the trochanters, but the patient should not 
be tied down to the table, so that, although he 
cannot raise the hands to the mouth during the 


partial anaesthesia which is often present, yet he 
can be turned easily to one or the other side so as 
to allow blood to run from the mouth. Anaesthesia 
may be induced in the ordinary way by chloroform 
dropped upon the corner of a towel, or by means 
of a Junker’s inhaler. The mouth is efficiently 
gagged open, and preferably by means of a uni- 
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lateral instrument, which can be slipped in or out 
of position very readily, and also easily fixed by a 
sliding ring-catch, such as one which I suggested 
many years ago as a modification of the late Mr. 
Mason’s gag (fig. 3). 

In a case involving both the soft and hard palate 
there is no reason why the whole cleft should not 
be dealt with at one sitting, and you have doubtless 
often seen cases where this has been successfully 
accomplished, both in my own wards and in those 
of my colleagues. However, when a large inter¬ 
maxillary bone has been previously removed, 
leaving a considerable gap anteriorly, it is some¬ 
times only possible to deal with the posterior two- 
thirds of the cleft, either deferring dealing with the 
anterior portion to a later date, or not attempting 
to close it at all, and trusting to the application of 
a suitable obturator, to which artificial incisors can 
also be attached. The operation th^t we now 
employ is practically that introduced by Langen- 
beck, and is known as uranoplasty. For conve¬ 
nience it may be described in four stages:— 

Stage I. Incision and detachment of muco- 
periosteal flaps .—The knife should be inserted 
close to the last molar tooth and about half an 
inch from the alveolar margin, and carried forwards 
parallel to the teeth to a spot just behind the 
lateral incisor. The whole of the muco-periosteum 
must be divided down to the bone, and the incision 
always kept perpendicular to the surface of the 
palate, so as to keep the edges as thick as possible. 
Suitable raspatories (fig. 4) are now introduced 
into the wound, and the soft structures of the 
palate stripped up towards the middle line, until 
the point of the instrument is seen protruding 
into the cleft. Great care is needed in dealing 
with the hinder part, to ensure its total detach¬ 
ment from the hamular process and back of the 
bony palate, and yet not to damage it at this 
its weakest spot. This manipulation must be 
thoroughly carried out on either side, the extent of 
the incisions being shown by the continuous black 
lines in fig. 5. This stage of the operation is 
almost always associated with copious bleeding. 

Stage II. Paring of the edges of the cleft .—This 
is accomplished by grasping the base of the uvula 
with the forceps, shown in fig. 6, which are so 
constructed as to seize the exact margin, having 
angular prehension, retaining their hold by means 
of the-spring catch in the handle. Thus steadied 
and held, a thin paring can be removed, if pos¬ 
sible, in one piece, on this side, and the same 


repeated on the other. It is better in this way to 
defer the paring of the edges until after the muco- 
periosteal flaps have been freely detached, first 
because the freshened edges do not get bruised by 



Fig. 4 . Raspatories used in Uranoplasty. 


the necessarily frequent use of the sponge; and, 
secondly, because the bevel at which the edges 
should be pared can be more accurately estimated 
when the flaps have been loosened. 
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Stage III. Passage and tightening of sutures .— 
The plan which I always adopt is that known as 
the “ loop method ” of Sir W. Fergusson, and is 
carried out as follows:—A long-handled palate 
needle with a suitable curve (fig. 7), and threaded 
with about 18 ins. of fine white silk is passed 
through the muco-periosteal flap from below 
upwards, and at a spot about 2 or 3 mm. from 
the margin. As a rule it is not necessary to hold 


of the palate, a loop projecting from one side, 
and the double ends from the other. This process 
is commenced anteriorly and carried backwards 
until the base of the uvula is reached, the stitches 
being inserted about half a centimetre apart, so 
that nine or ten threads may be needed to secure 
the whole palate. They are left loose, the ends 
being held by the anaesthetist against the cheeks 
until all have been inserted. A six inch length 



Fig. 6. 

Diagram to indicate extent of incisions. The thick black lines show the primary incision; 
the thick dotted lines, the extension backwards of the same to relieve any lateral tension; 
the thin dotted lines indicate approximately the position of the free posterior border of 
the bony palate. The right-hand figure shows the position of the sutures and the condition 
of the parts at the close of the operation. 



Fig. 6. Forceps used to steady the palate whilst paring the edge. 



Fig. 8. Wire Twister. 


I 


the flap to effect this. The loop of silk projecting 
into the cleft is now grasped with smooth-nosed 
forceps and drawn out of the mouth, whilst the 
needle is withdrawn. A similar loop is passed 
through the opposite side of the cleft at an exactly 
corresponding point, so that there are now two 
loops emerging from behind through the cleft. 
One of these is loosely passed through the other, 
and the latter gently withdrawn, carrying with it 
the loop end of the former thread, and thus a 
double thread has been passed through both sides 


of fine well-annealed silver wire is successively 
hooked over each loop, drawn into position by 
the silk thread, and tightened to a suitable extent 
by the wire-twister shown at fig. 8, so that the 
pared edges of the cleft are exactly apposed. 
This is best undertaken from before backwards. 
Finally the uvula is stitched with silk inserted by 
means of a double-curved needle; silver wire 
would irritate the back of the tongue too much 
and cause vomiting. 

Stage IV. It is now only necessary to take 
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steps for the relief of all lateral tension , a most 
important and essential proceeding. The best 
way to accomplish this is to prolong backwards 



Fra. 7. 

Various forms of Palate Needle. 

through the soft palate the lateral in¬ 
cisions already made so as to divide 
the levator palati, and my usual plan 
is to insert the forefinger into the 
opening so as to detect any tense 
bands remaining which may need di¬ 
vision. Occasionally the anterior and 
posterior pillars of the fauces, con¬ 
taining respectively the palato-glossi 
and palato - pharyngei muscles, will 
also need to be snipped across. 

The child should now be put to bed 
with the head low, so that any accu¬ 
mulation of blood or mucus may gravi¬ 
tate easily into the pharynx. I have 
lately been in the habit of washing the 
mouth out with a weak solution of 
Sanitas, but I do not consider it es¬ 
sential when dealing with healthy 
children in private practice; indeed, 
it is better not even to look into the 
mouth for three or four days. It is 
best to give no nourishment for the 
first three or four hours, and but very 
sparingly for the first twenty-four. 
Milk and water given by a spoon or 
from a feeder will form the staple 
article of diet. By about the fifth 
day soft food, such as soaked bread 
and custard pudding, may be safely 
given. The patients are generally 
allowed up on the sixth day. The stitches may 
often be left in for a fortnight or even longer with¬ 
out doing any harm. 



In Morphine Poisoning Dr. Daily stretches 
the sphincter ani with the bivalve speculum as 
often as respiration flags, and regards it as a plan 
well worth following.— (Med. Aec.) 


A LECTURE 

ON 

THE COMMON FORMS OF CON¬ 
TRACTED PELVIS. 

Delivered at St. Bartholomew's Hospital, June, 1893, 
By F. H. CHAMPNEYS, M.D., F.R.O.P., 
Physician Accoucheur and Lecturer on Midwifery to the 
Hospital. 


f Concluded from p. 238J 

We shall now take the 

Mechanism of Labour in the Common Forms 
of Contracted Pelvis. 

Firstly, and a thing to be well noted, in simple 
flat pelvis the head is unusually transverse at the 
brim and remains so for a long time, that is to 
say, first of all, you have diminished Solayres* 
obliquity (which is the obliquity of the head to 
the quadrant of the brim, the long diameter of the 
head corresponding rather to one of the oblique 
diameters than to one of the transverse or antero¬ 
posterior). But in this case the head is essentially 
transverse, the reason being that it is the position 
of least resistance. With a pelvis flattened ellip- 
tically or in a reniform manner, the long diameter 
of the head will lie, with least resistance, nearly 
transversely. 

Secondly, you do have Naegele obliquity. Naegele 
obliquity is anterior obliquity. The causes of that 
are (1) pendulous belly, which is very common in 
these cases; (2) backward pressure of the anterior 
abdominal wall curving the foetus so that its left 
shoulder approaches the left side of the head. 
This flexion, once produced, tends to increase, 
because it increases the posterior arm of the lever, 
the anterior arm tending to diminish. Thus the 
sagittal suture lies nearer the promontory than the 
sacrum. This is what is meant by Naegele obliquity. 
I have already described this fully in connection 
with the position of the head in normal labour 
without any question of the pelvis. The Naegele 
obliquity is the rule in flattened pelvis; in normal 
labour it is not. There has been a long contro¬ 
versy on the point, but most now agree that this is 
the truth. The head in the Naegele obliquity has a 
considerable mechanical advantage, or, at any rate, 
a conceivable mechanical advantage, because it is 
found that if you measure the diameter of the 
head from below one parietal protuberance to 
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above the other you get a smaller diameter than if 
you measured it across the biparietal diameter. 
That is called sometimes a subparieto-super- 
parietal diameter. The lid of a kettle sometimes 
slips in. It slips in, so to speak, on account of a 
Naegele obliquity; it gets on its edge and passes 
through in its least diameter. The Naegele 
obliquity, as described by Naegele, should imply 
bending of the head towards the posterior 
shoulder; but it does not do so, necessarily* 
because all we have to do with is the head; the 
body above does not come into our mechanics. 
A Naegele obliquity may be produced by pen¬ 
dulous belly alone; there is no need to have 
the foetus bent to produce it. With a pen¬ 
dulous belly the head may come down with the 
ear presenting, and yet the body not bent. In 
the same way it may be due merely to disordered 
pelvic inclination. 

Thirdly, the head retreats towards the side on 
which the occiput lies. The head is broader in 
the biparietal than in the bitemporal region, and if 
pressed in any transverse diameter in front of the 
biparietal, will naturally retreat towards the side on 
which it lies. Being a wedge, pressure causes it to 
retreat towards its larger end. 

This retreat of the head towards the side on 
which the occiput lies is particularly seen in reni- 
form pelves. In elliptical pelves the head may be 
extended, and in reniform pelves the head is very 
often flexed. The greatest friction encountered by 
any part of the head will hold it back (namely, the 
occiput in an elliptical pelvis). In elliptical pelves 
the great fontanelle is lower than the small, and 
nearer the pelvic axis; the smaller fontanelle is 
higher up and out of reach; and this is on the 
road to face and brow presentation. 

You can easily see that in a reniform pelvis it is 
of the utmost importance that there should be 
ample room in the transverse, because in this pelvis 
it is of the utmost importance that the head should 
retreat towards the side in which the occiput lies 
in order to bring the small bitemporal into the 
conjugate; but if there is not room for this it 
must bring a diameter more nearly approaching 
the biparietal into the strait; and consequently 
diminution in the transverse diameter is equivalent 
to diminution in the conjugate; and in order to 
enable the head to pass through the small conju¬ 
gate there must be ample room in the transverse 
diameter. 

In the mechanism of labour at the brim we have 


the head transverse, the head either flexed or ex¬ 
tended according to the form of the pelvis, and 
the head in the reniform pelvis at least, lying to 
the side—that side on which the occiput lies—the 
whole head going well to one side of the pelvis. 
First of all the posterior parietal descends, and 
then round that the anterior descends the quicker 
and catches it up. They both go through in that 
way, and the result is the spoon-shaped depression 
in the posterior temporal region which accurately 
gives the size and shape of the conjugate and the 
direction in which it has passed. It is scored as a 
glacier is scored by the rock along which it has 
passed. The first thing is, there is Naegele obliquity; 
presently the posterior parietal descends the quicker 
of the two, and the Naegele obliquity is abolished. 
Probably up to a certain point there is less friction 
against the promontory than against the broad 
symphysis; but at a certain point the spoon shaped 
depression gets to such depth that the friction in¬ 
creases enormously, and that is made a fixed point, 
and round that the anterior side goes. That relieves 
the difficulty, and the posterior parietal then slides 
through. Dr. Matthews Duncan has written an 
interesting paper on this subject. I saw his expe¬ 
riments when he first came to St. Bartholomew’s 
Hospital. I was curious to see these foetuses pass 
through artificial brims of pelves which we have 
still got. As the head passes the obstruction, if 
there has been previous extension the large fon¬ 
tanelle ascends and the small descends. 

Supposing there has been extension, as soon as 
it is through the brim flexion takes place instead 
of extension, and from that point onwards the 
mechanism is normal. But it is not always normal, 
because in speaking of face presentations I pointed 
out that if once the face became extended fully it 
could not get back again, because the long arm of 
the lever, instead of being anterior became posterior, 
and the longer the arm became the more the head 
became fixed in a condition of stable equilibrium. 
If once thoroughly extended, therefore, a face case 
is the result. The spoon-shaped depression lies 
on the posterior temporal region. It is not a 
regular curve; it gets to a considerable depth first 
and then suddenly curves up. The spoon-shaped 
depression shows the amount of compression there 
has been. You can measure exactly the size of 
the conjugate by measuring to the bottom of the 
spoon-shaped depression. It also shows the 
direction in which the head passed. If the head 


passes in a condition of extension of course the 
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spoon-shaped depression will run backwards and 
towards the base; but if the head passes flexed 
it will run in the opposite direction. It scores the 
direction in which it passes. 

In generally contracted pelves the same me¬ 
chanism may take place as in a normal pelvis with 
a large head. 

We continue the mechanism in generally con¬ 
tracted pelves , which is very easy to remember. 
The difficulty of a generally contracted pelvis is not 
one of dimensions, but of size, of circumference, 
of bulk; and the whole thing resolves itself into 
resistance,—resistance at the circumference. There¬ 
fore we have the same sort of problem as with a 
large head and average pelvis, as in the case of a 
slightly hydrocephalic head. The amount of re¬ 
sistance, usually speaking, determines the amount 
of flexion. Where the resistance is great at the 
girdle of contact there the flexion is great. There¬ 
fore in generally contracted pelvis flexion is 
intensified. The head in a case of this sort enters 
the brim with the suboccipito-frontal diameter 
embraced by the girdle of contact. The part that 
has to pass is the suboccipito-frontal, which gives 
the greatest squeeze in passing through the nar¬ 
rowest part of the genital canal. It all depends 
on whether the circumference of the brim will 
allow the suboccipito-frontal diameter to pass 
through. If that will not pass live birth is 
hopeless. The long diameter of the head in this 
case very nearly corresponds to the long diameter 
of the genital canal. It would do so quite but for 
the neck, which prevents the head from accurately 
adapting itself as an egg would to the long passage 
through which it has to pass. The small fontanelle 
in this case may be nearly in the axis of the pelvis 
instead of the upper and posterior angle of the 
right or left parietal bone as the case may be. 
In this case also there is no Naegele obliquity, and 
there is generally a certain amount of obliquity to 
the quadrant of the brim, or Solayres* obliquity. 
That is to say, the head does not present 
transversely or antero-posteriorly; it presents, in 
other words, exactly as in an ordinary vertex case, 
only that flexion is intensified. The moulding of 
the head takes place in accordance with this. 
The 8uboccipito- frontal diameter is the part em¬ 
braced tightly, and consequently the head elongates 
itself in the diameters vertical to that. To put 
it specifically the great diameter lengthened is the 
occipito-mental which makes the head extremely 
long. We all know the appearance,—the conical 


shape,—of the head of an ordinary child in the 
first labour after a considerable amount of squeez¬ 
ing. It is exactly the same in a generally contracted 
pelvis, only that it is intensified. 

Deviations of the uterus, disorders of pre¬ 
sentation and disorders of the attitude of the 
child are rare. 

The generally contracted fiat pelvis is a horrid 
pelvis. Of course it combines in itself all the dis¬ 
advantages of the two. I would remind you that 
speaking about flat pelves I said the transverse 
diameter was all-important because it enabled the 
smallest part of the head to come through the 
conjugate; but if there is only just room for the 
long diameter of the head to get through anyhow 
in the transverse, of course a larger part of the 
transverse diameter of the skull than the bitem¬ 
poral will come opposite the conjugate, and has 
to get through as it can. Consequently a small 
amount of contraction in the transverse considerably 
narrows the conjugate, a large transverse diameter 
relieves the conjugate. There is no real mechanism 
about this pelvis, if there is any at all, it depends 
upon how much flattening in proportion to the 
transverse contraction there is. In cases of this 
sort you get the most difficult labours that are 
ordinarily met with, because the other pelves I 
shall speak of are all rare. These three, the flat, 
the generally contracted, and the generally con¬ 
tracted flat are the three great varieties, the gener¬ 
ally contracted flat being the worst. The Solayres* 
obliquity is generally present, that is, obliquity to 
the quadrant of the brim. The head does not 
present generally transverse, but it may do so. It 
depends upon the relation between the general, 
contraction and flattening. There may or may not 
be Naegele obliquity. Below the brim the head 
has not the advantage which it has in an ordinary 
simple flat pelvis, that below the brim there is no 
difficulty, because the pelvis in this case is con¬ 
tracted throughout. Of course in this form the 
pressure is very great. There is often sloughing 
of the soft parts and formation of fistulas, generally 
vesico-vaginal fistula; and it is said more than half 
the children are born dead or die soon after birth. 

The shape of the foetal skull varies according to 
the mechanism. 

I shall speak now about the Treatment. 

Perforation or Caesarian section are the ultimate 
resorts; but talking about full time or premature 
children that we endeavour to deliver alive by the 
natural passages, there are only two forms of 
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delivery—forceps and version. Some time ago 
these were in apparent antagonism. There were 
those who always turned, and those who never 
turned, but always used forceps. They are not 
related to each other as alternatives. There are 
cases which are usually more suitable for the one 
than the other. As a rule it is best to stick to one 
or the other, making up your mind which is likely 
to be the best, and endeavour to give it a fair trial. 
It is not generally good practice to first of all use 
forceps and then to turn, with craniotomy and 
Caesarian section last, for this gives the worst 
results. But there are cases, as in flattened pelvis, 
where an attempt at delivery by forceps may be 
made with judgment and turning afterwards at¬ 
tempted with extraction by the feet, and sometimes 
successfully. The great point to remember is that 
they are not alternatives as far as the child is 
concerned. If you can deliver by one or the other 
in the interests of the child, you are bound to 
deliver by forceps, since the child runs a much 
greater risk from the after-coming head with turn¬ 
ing and extraction by the feet than by the forceps. 
As soon as you have the body out the head re¬ 
maining behind must be delivered within three or 
four minutes afterwards to secure life, whereas it 
is not necessary to deliver so soon with the forceps. 

In a simple flat pelvis turning may be used as 
an operation of itself. The version is easy; ex¬ 
traction easy or difficult. The most favourable 
cases are those in multipart, with relaxed soft 
parts which offer no resistance. In that case the 
whole problem is getting the transverse diameter of 
the head through the conjugate. When that is done 
the work is over. But, of course, if the soft parts 
have never been dilated you have to deal with 
them also, and sometimes that will kill the child, 
which is alive after you have got its head through 
the brim. You must remember what I told you 
about the mortality of craniotomy,—that cranio¬ 
tomy shows a much larger mortality in cases where 
the diameter of the brim is moderately small than 
where it is very small, because the practitioner is 
tempted to try forceps in unsuitable cases. In a 
case where he sees the whole thing is absolutely 
impossible he does not attempt forceps, and so 
much the better for the mother; but where he 
does not see it is impossible, he tries forceps, 
bruises the tissues, perhaps infects his patient, and 
the death is put down to craniotomy, which is not 
just. 

If you turn, do not be in a hurry to deliver the 


body. Let it come down slowly, because the more 
time it takes in coming down the less likelihood 
there is of its being impacted, the more thoroughly 
the soft parts are dilated, and the less likelihood 
there is of the head being hung up by the soft 
parts. Again, there is the advantage in the head 
coming last, that you are bringing the small end 
of the wedge of the head first; in that way you 
assist moulding, but the moulding must be quick 
or else the child will die. 

If the head engages well in the brim you 
should use forceps; do not turn, because engaging 
at the brim means that the child will probably 
come through. Moulding of the head is best 
done when the head comes first, because time can 
be given to it, but not for mechanical reasons. If 
you could allow the same time to the child with 
the after- coming head, the head would mould 
better. That is why in hydrocephalus the after¬ 
coming is delivered more easily than the foregoing 
head, because it will mould better, but there we do 
not consider the life of the child; in most of those 
cases the child’s head has to be tapped. Here, 
however, we have to deliver a living child. 

I shall now give you the sort of principles which 
should guide us. Much better than absolute rules 
for particular cases are principles which you can 
apply to all cases. 

First, the head is not engaged. Do not 
generally use forceps. 

Secondly, the woman is a primipara. That, so 
far, is against turning because you cannot eliminate 
the soft parts which have never been dilated, and 
they may form a considerable obstacle. 

Thirdly, the head engages. That means forceps. 

The great thing I have got to say is never to 
turn in any case of general contraction with or 
without flattening. Why should you never turn ? 
Because, first of all, the dangers of the after¬ 
coming head have to be considered, but especially 
because you have not to deal in this case with a 
brim which is contracted in one diameter, the 
diameters below the brim being normal: but you 
have to deal with a long tunnel which is narrowed 
from top to bottom. 

It is quite one thing getting a head through a 
ring in three minutes when there is no difficulty 
afterwards; it is quite another to get it through 
a long tunnel, all of which is too small. Secondly, 
when you come to extract the head, if there is not 
ample room, you get the head extended, and so 
substitute for the suboccipito-frontal diameter first 
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of all the occipito-frontal which is larger, and 
eventually the mento-occipital, which is 5^ in., 
and will not go through any generally contracted 
pelvis. These are the two mechanical reasons 
why in general contraction you should never turn, 
first, because it is a tunnel; second, because you 
get the head extended. You may try the forceps 
but you must only try it for a limited time, 
remembering that those are just the cases where 
women get into difficulties, and you get with 
forceps contusion, lacerations, and sloughings. If 
the forceps fails, do not turn, but perforate. That 
is very simple, and should always be remembered, 
—general contraction negatives turning. I reserve 
the question of Caesarian section or other surgical 
operations on the mother for the lectures on these 
subjects. 

These are the three commonest forms of con¬ 
tracted pelvis, the three you are most likely to 
meet with, and we have now finished their con¬ 
sideration. 


A LECTURE 

ON THE MANAGEMENT OF 
“URGENCY CASES.” 

Delivered at the London Hospital, June 30th, 1893, 
By F. J. SMITH, M.D., M.R.C.P., 
Assistant Physician and Lecturer on Medical Jurisprudence 
to the Hospital. 


(Concluded from p. 240 .) 

A hysterical woman may have an epileptic fit 
and post-epileptic coma, and she may have got 
drunk previous to the outset of either. Some 
systematic examination is therefore requisite. 

Your preliminary actions are here the same as 
in the other groups; clear a space round the 
patient, free his neck from any tight band, listen 
to any history that is forthcoming, and if definitely 
pointing to poison act promptly on it. You may 
then smell the breath, but take no notice of 
alcohol, because if anybody finds a man in a con¬ 
dition at all resembling fainting or unconsciousness 
the first thing he does is usually to rush to the 
nearest public-house and get him a glass of brandy. 
The breath, therefore, almost always smells of 
alcohol, but it will have a distinctive odour in 
cases of poisoning by Camphor, Turpentine, Car¬ 
bolic Acid, Hydrocyanic Acid, Chloroform, Opium, 


etc. In Diabetic Coma the breath will be sweet 
like apples. It is not many weeks since I was 
called to see such a case in consultation, and on 
entering the room I thought I had gone into an 
apple store room. Then, occasionally, patients in 
uraemic coma have rather a peculiar smell: they 
are said sometimes to smell of ammonia from the 
decomposing urea. So much for the smell; but 
do not forget to neglect alcohol. 

Note the face as before. If it is pale and dry 
it is quite likely to be only simple fainting; if it is 
pale and sweaty with cyanosed lips it may, as 
likely as not, be cerebral haemorrhage or poisoning: 
at any rate it is a serious matter: if it is flushed it 
may of course be simply alcoholic poisoning or 
fever. If the face is quite purple the probabilities 
are that it is a case of severe cerebral injury in 
some way, either haemorrhage or compression from 
other causes. 

Next, go on to the pupils. They are contracted 
in Opium poisoning, and also very frequently in 
pontine haemorrhage; dilated in other forms of 
poisoning, of course in alcohol. But there is a 
point in the latter case for you to note, because it 
may save you a good deal of anxiety. In alcoholic 
poisoning in its milder forms, and even when it has 
gone as far as coma, the pupils are dilated ; but if 
the patient in this condition lies down to sleep the 
pupils will contract, and on waking them up you 
find the pupils contracted. If now you inflict 
pain on the patient, by pulling his moustache, for 
instance, the pupils dilate and again contract, or 
contract and dilate, as the case may be. The 
pupils very slowly react to the stimulus of peri¬ 
pheral pain. This is not true of any other lesion 
that I know of in this class, and certainly it is not 
true in the more serious cases of coma. If the 
pupils are unequal again think of haemorrhage into 
the pons. They are either contracted in pontine 
haemorrhage or they are unequal; they are also 
often enough unequal in one-sided haemorrhage, 
due to pressure on the third nerve, causing the 
pupil on that side to contract at once. On the 
other hand it may cause the rupture of the third— 
in injury, for instance—and then the pupil may be 
dilated on that side, so that inequality of the pupils 
makes you think either of haemorrhage into the 
pons or unilateral cerebral compression. 

Inequality of the pupils is a marked feature 
usually in general paralysis of the insane, and as 
these patients are liable to sudden fits of uncon¬ 
sciousness a perplexity may in this way arise ; th^ 
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history will usually clear up the difficulty when 
consciousness returns. The pupils may be dilated 
and inactive ; this is liable to occur in any form of 
coma or unconsciousness, but if present it means 
danger, so act accordingly. Lastly, the pupils may 
be of natural size and activity; if this be so, the 
case is probably one of slow recovery from an 
epileptic fit or fainting, and likely to end favour¬ 
ably. To sum up: if the pupils are inactive, 
whether dilated or contracted, the case is probably 
dangerous, if not fatal; if, on the other hand, they 
react to light or pain, the prognosis is better, but 
the case ought to be watched. 

After the facial examination, look for localized 
paralyses, that is to say, apoplexy; raise first one 
arm and then the other, and see if they equally 
flabbily drop or if the one is slightly or perfectly 
held up. So with the legs. Notice also any 
affection of the eye muscles: are the eyes turned 
particularly in one or other direction. If you find 
localized paralysis of this sort you may be pretty 
sure that what you have got to deal with is severe 
cerebral mischief. The question whether it is 
haemorrhage or blocking of a cerebral vessel, I 
do not propose to discuss, but I might mention 
that the more profound the unconsciousness the 
more do you think of haemorrhage as opposed to 
softening. 

The next point is the respiration. If the 
respirations are stertorous the probabilities are in 
favour of a cerebral lesion, haemorrhage; but one 
must not forget that it may become stertorous in 
any case of dangerous coma. Therefore stertorous 
breathing suggests danger, more especially if it is 
also slow. 

Then we come to the pulse. If it is small, 
compressible and slow, it is very likely to be Opium 
poisoning, though the pulse is occasionally very 
rapid in Opium poisoning. If it is small, thready 
and quick, think of internal haemorrhage: but a 
small, rapid pulse is met with also in uraemia. 

If the pulse is full and slow you may think of 
cerebral pressure, either from haemorrhage or 
tumour, and post-epileptic coma. 

The next point is the urine, drawing it off for 
the purpose. In diabetic coma you will find 
sugar. If it is uraemic coma there is likely to be 
albumen, or possibly blood, or both; but remember 
that the absence of albumen does not exclude 
uraemia. 

After noting all the foregoing points try how far 
the patient is capable of being roused : the depth 


of the coma increases usually pari passu with the 
danger; this is a great guide for immediate treat¬ 
ment, though of very secondary value for diagnosis. 

Lastly, the temperature should be taken. It 
may give you valuable hints, though I must admit 
that it is not likely to afford you much indication, 
inasmuch as it is subnormal in pretty nearly any 
comatose condition. The circulation and general 
chemical changes are reduced, and so the temper¬ 
ature sinks; and naturally the lower it is the worse 
the prognosis, or at any rate the more serious the 
condition. It may be raised in cerebral haemor¬ 
rhage. In the fits of the general paralytic (in 
which the patient is quite unconscious and 
comatose), the temperature will always be found 
to be raised, or at any rate, very frequently: and 
in inflammatory conditions, such as meningitis 
appearing from sudden rupture of a cerebral 
abscess, the temperature may be raised. In sun¬ 
stroke, which is a very important matter (there 
have been several cases in the course of the last 
few months in London and elsewhere), the tem¬ 
perature is frequently very high—up to 105-6-7-8, 
or even higher. Then of course you get the 
indication for treatment—put the patient at once 
into a cold bath. 

On the cases where the patient is already dead, 
a very few words will suffice. I have in a previous 
lecture given you the signs of death. The simplest 
to apply in “ urgency cases ” after the application 
of the stethoscope, is a string tightly tied round the 
finger, swelling of that member implying some 
degree of circulation. 

Such, Gentlemen, are the signs you have for a 
preliminary diagnosis. I will briefly recapitulate 
the main factors—the breath for foreign smells, 
the fixity and inequality of the pupils, localized 
paralyses, stertorous breathing, and the nature of 
the pulse. These are the things which you can 
ascertain certainly within half a minute; and then 
you can test the urine and the temperature with 
very little delay. But the practical application of 
all I have said lies in the consecutive recognition 
of three points:— 

(1) Determine if poison has been administered, 
for the treatment of all poisoning cases must be 
prompt, every minute is of importance. Do not 
forget, too, that drunkenness is as much poisoning 
as an over-dose of Opium, the difference being 
that it is much commoner and the effects pass off 
much more rapidly; and if alcoholic coma is 


present the case requires as careful treatment as if 
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Opium or any other fatal drug were in question 
and the case should be as promptly dealt with, and 
taken into hospital. 

(2) If poisoning can be excluded, remember 
then to differentiate between noisy alcoholism and 
those dangerous lesions which may simulate it, and 
never forget in this connection that shock may take 
the form of excitement. 

(3) All cases of complete coma must be care¬ 
fully watched during the continuance of uncon¬ 
sciousness from whatever cause it may arise. 

Such, Gentlemen, are the remarks I have to 
make on “ urgency cases.” I have tried to give 
you a working scheme of analysis of such cases. 
Do not think that because these rules seem easy 
to read that they are easy to follow. Far from 
it, and I am afraid that notwithstanding all I can 
say to you you will still make mistakes; never¬ 
theless, if you will always act on the golden rule, 
“when in doubt treat the case as if the more 
serious condition were present,” you cannot make 
blunders that will entail any serious consequences. 


CLINICAL NOTES. 

(Specially reported for The Clinical Journal. Revised in 
each case by the Author.) 

-*- 

WITH DR. RALFE 
IN THE WARDS OF THE LONDON 
HOSPITAL, JULY 26th, 1893. 


A Case of Diabetes Mellitus being treated 
with Raw Pancreas. 

This girl,aet 22, was admitted under Dr. Ralfe’s 
care on April 21st, 1893, suffering from diabetes 
mellitus. Without going minutely into her symptoms 
it may be said that the case is in every respect a 
typical one. On admission she was passing an ex¬ 
cessive quantity of urine, of a high specific gravity 
( io 35); the amount of sugar averaged 150 grammes 
per diem. She was put upon Morphia $ grain 
three times a day, and the diet ordered was of the 
strictest nature. This treatment was persisted with 
until July 3rd, but the amount of urine passed 
kept about the same in quantity; its specific 
gravity varied from 1035 to 1045 ; and the average 
amount of sugar passed per diem was 140 grammes. 

On July 3rd she commenced to take 3j of raw 
pancreas every morning. The pancreas is obtained 
perfectly fresh from a recently killed sheep each 


morning ; it is minced up very fine and eaten in a 
sandwich. There has been no difficulty in getting 
the patient to eat it; she has always taken it 
readily, and there has been no nausea or other 
disturbance as a result. Every care has been 
taken to see that the pancreas is quite fresh, and 
on two successive days it was omitted in conse¬ 
quence of its being slightly tainted. 

The effect has been to diminish the quantity of 
urine passed; the specific gravity still remaining 
high (1035 to 1045); though the sugar is diminished 
in quantity. 

As a result of the two days without the pancreas 
the sugar again increased, but it then diminished 
on the resumption of the pancreas administration. 
But during the last few days has increased again. 

The results are as follows. Average daily amount 
of sugar prior to administration of pancreas *=140 
grammes. Amount of sugar after ten days with 
pancreas = 60 grammes. Amount of sugar after 
two days withdrawal of pancreas = 190 grammes. 
Amount of sugar after one week’s resumption of 
pancreas =70 grammes. Amount of sugar last 
estimation no grammes. 

Dr. Ralfe does not regard the case as conclusive 
one way or another as yet; but thinks it is certainly 
somewhat striking that there was so marked a fall 
at first to almost one half the amount; and also that 
there was a rise after missing the treatment for two 
days, to be followed by a decrease again on its 
resumption. Before coming to any conclusion on 
so important a question a mass of evidence must 
be collected. Dr. Ralfe points out how in other 
44 cures,” especially that of jaborandi, what high 
expectations have been formed. 

Another point of interest is that the patient has 
slightly increased in weight, having gained f lb. 
between July 3rd and 25th. 

It is not easy to account for the increase in the 
daily amount of sugar, from 70 grammes on 24th 
to no grammes on the 25th inst. It may be that 
the amount of pancreas administered is not now 
sufficient, and Dr. Ralfe is increasing the amount 
to 3ij a day. Later on Dr. Ralfe intends to try 
the salivary glands, as some authorities have stated 
that these glands act equally as well as the pancreas. 
Before doing so, however, he intends to try the 
effect of cooked pancreas. 

A Case of Acute Catarrhal Nephritis. 

Treatment and Prognosis. 

Dr. Ralfe remarked that frequently a too gloomy^ 
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view of this disease is taken without allowing for 
the difference of age and the circumstances of the 
patients. Here is a man, aet. 22, obviously suffer¬ 
ing from acute catarrhal nephritis. He tells us 
that on the 22 nd of this month he noticed that his 
feet and legs were swollen. On the evening of the 
24th he was admitted. He is passing a small 
quantity of urine, which is almost solid with albu¬ 
men. There is general oedema and ascites. Such 
a history points at once to acute catarrhal nephritis, 
and as his work is of such a nature that he fre¬ 
quently gets wet through, we may attribute it to a 
chill. 

As to treatment he will be kept entirely on a 
milk diet, with a large quantity of fluid to drink 
(two or three quarts in the twenty-four hours); 
hot compresses are applied to the loins. He will 
have two vapour baths a week, and take internally 
a mixture of Sulphate of Magnesia. Under this 
simple treatment, plus the rest in bed, Dr. Ralfe 
expects him to recover, and if only his circum¬ 
stances would permit, this recovery should be 
absolute and complete. 

In the first place he should persist with milk diet 
for some time; his clothing should be suitable, 
and he should follow no occupation which renders 
him liable to chills. A cold, damp climate, such 
as ours is in the winter, should be avoided; and 
such a case should always get away from England 
for the winter to a warm, dry locality, such as the 
Cape, Natal, or New Zealand. Here, of course, 
comes the question of the patient’s circumstances. 
Those who can afford to live such a life as Dr. 
Ralfe describes, naturally have a very much better 
chance than those whose circumstances make it 
practically impossible. 

Dr. Ralfe also remarked that these cases almost 
always continue to pass a trace of albumen long 
after the kidneys had recovered, and expressed a 
warning against giving a gloomy prognosis on this 
account; a small quantity of albumen being quite 
compatible with a normal condition. A gradually 
increasing quantity of albumen, with or without the 
presence of casts, is quite another matter; with 
such a condition there must obviously be some 
mischief going on. Therefore, if you find a trace 
of albumen in the urine of a patient whom you 
know to have had acute catarrhal nephritis, you 
need not be unduly alarmed as regards prognosis, 
provided that the circumstances of your patient 
are such as will allow him to take the necessary 
care as to exposure and climate. 


Dr. Ralfe has at present under his care a patient 
whom he has seen since 1874, who had at that 
time acute catarrhal nephritis, and who has since 
passed continually a trace of albumen. According 
to some, the prognosis must have always been 
grave. His circumstances, however, enabled Dr. 
Ralfe to give a good prognosis, which has been 
borne out. 

Dr. Ralfe alluded to a very interesting case 
of this disease, which was in the same ward about 
a year ago. He was a young man. He had got 
a chill by riding on the top of an omnibus after a 
long and hot walk. His urine was, like the present 
case, practically solid with albumen. When he 
had been in the wards four days he developed 
small-pox, and had to be removed to one of the 
special hospitals. Naturally, seeing that small-pox 
had supervened on acute catarrhal nephritis, a 
gloomy view was taken ; yet he recovered, although 
he had a severe and protracted attack of small-pox. 
He was afterwards some time at a convalescent 
home. On his return to town he came here; the 
urine was then found perfectly normal, without 
even a trace of albumen, and has remained so up 
to the present time. The long rest, the non-stimu¬ 
lating diet, and the proper hygiene for such a case, 
had combined to cure this man. Dr. Ralfe alluded 
to other cases equally convincing, but these are 
sufficient to show that acute catarrhal nephritis is, 
under favourable conditions, a curable disease, and 
that we are justified, under these circumstances, in 
giving a more hopeful prognosis than is usually thq 
case. 
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Neuralgia: 

ft Ammon. Brom. 

Sodii Salicyl.aa 3 j 

Tinct Hyoscyam. ... 3ij 

Aq.ad giv 

Teaspoonful every half hour till relieved, or 
four doses are taken. 

(Hightower, Med. Rec.) 


Pertussis: 

ft Hyd. Peroxide (10 vols.) 3 yj 

Glycerine . 3iv 

Water.ad giij 

Dose: Half a fluid ounce, in a wineglassful of 
water, five or six times a day. 

(Richardson, Med. Rec.) 
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The topic to which I wish to direct especial atten¬ 
tion to-day is the use of Antipyretics and Internal 
Antiseptics more particularly in Typhoid Fever. 
During the last twenty-five years the treatment of 
enteric has been slowly undergoing a process of 
evolution involving many and great changes. The 
statistics showing the high mortality under what 
was called “ the expectant plan ” have been often 
quoted, and have recently been collected by Dr. 
Gilman Thompson, of New York (“ Inter. Clinics,” 
vol. iv,). They show a death-rate ranging from 17 
or 18 up to 49 per cent., and in New York City 
from 1876 to 1885 a series of 7,712 cases had a 
mortality of 41.28 per cent. On the other hand, it 
is now a matter Of ancient medical history that 
Brand and his followers claim to have reduced 
that mortality to 3,9 per cent, in a series of 5,573 
cases by means of thorough antipyretic treatment 
(Graham Steell, " Med. Chron.,” April, 1892). 

At the Bristol Royal Infirmary we commenced a 
more or less systematic treatment by antipyretic 
methods in 1878, and the statistics from that time 
are as follows:— 

1878 to 1883, 195 cases; No. of deaths, 19. 

Three fatal cases found to be due to other 
causes reduce the mortality to 16, giving a per¬ 
centage of 8.2. 

More recently the results have been collected 
for me by our house-physician, Mr. Ormerod, show¬ 
ing a mortality of 15.38 per cent, in a series of 221 
cases, extending over nine years. 

The detailed table gives us an excellent illustra¬ 
tion of the fallacies associated with any inferences 
drawn from a small number of cases. In the year 
1885 there were 14 cases, with no death; in 1889 
there were only two deaths in 39 cases; whereas in 
You II., No. 17 . 


the last year, 1892, the mortality of a small number 
of cases (22) has been as high as 27.27 per cent. 

The total number of cases since the year 1878 
amounts to 413, with a mortality of 50, giving a 
percentage of 12.10. 

This result has been obtained by partial anti¬ 
pyretic treatment of one kind or another, but is not 
worthy of comparison with the 1 per cent, in a 
series of 1,223 collected from the experience of 
Brand, Vogel, Jurgensen, and others, or with the 
40 cases with no death reported by Wilson, of 
Philadelphia. 

It was soon after my appointment as physician 
that we commenced a more or less systematic 
application of the principles of antipyretic treat¬ 
ment laid down by Brand, and advocated by 
Liebermeister. It has recently been said by 
Peabody (“Med. Analectic,” Jan., 1890) that it 
would be difficult to devise a more irrational 
method than what has been called the expectant 
one; there may be uncertainty as to what will 
prove to be the best method, but this scarcely 
justifies the plan which has been too long in vogue 
of wrapping ourselves round with the cloak of 
“ masterly inactivity,” while we study the natural 
history of a disease which is well known to have a 
mortality of something over 20 per cent., and 
which by masterly activity has been and can be 
reduced to one-fourth this amount. We are only 
now beginning to rouse ourselves out of this 
lethargic apathy which has for so long almost 
prevented progress in the treatment of this grave 
disorder. 

It is difficult to understand why it was that the 
results of antipyretic treatment obtained so little 
credence for many years, and even now are only 
treated with suspicion and half-belief. The cold 
bath method, in one or other of its numerous 
modifications, has in most hospitals been long ago 
superseded by one or other of the numerous 
medicinal antipyretics, but there appears just now 
to be rather a reaction in its favour, and Dr. J. C. 
Wilson recently (“ Medical News,” November 
26th, 1892) claims to have reduced the mortality 
50 per cent, by this method at the German Hos¬ 
pital in New York. The “ baffling and perverting 
carnal mist ” described by Browning (“ Paracelsus,” 
p. 34) has long enveloped the antipyretic treatment 
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of typhoid; the inconveniences of systematic 
bathing, the discomforts of it, and the trouble of it, 
have been allowed to overwhelm the statistics of 
its results, and have led to the employment of one 
after another of the numerous substitutes which 
have from time to time been in vogue. All are 
agreed as to the efficacy of the cold bath, not 
only in reducing the temperature but in reducing 
the severity of the general symptoms; those who 
have used the bath largely have every confidence 
in its efficacy, and where time is an object it still 
remains the only reliable method for the graver 
forms of hyperpyrexia. Quinine in large doses 
has also been abundantly proved to be a reliable 
antipyretic when used in a particular way, but 
there is still much misconception on this point; 
even the best of text-books give inaccurate state¬ 
ments, and it cannot be too definitely stated that 
five or ten grains of Quinine even when given 
every three or four hours is not an antipyretic dose, 
which should be for an adult not less than thirty 
or forty grains within one hour. The cold bath 
and Quinine formerly gave us excellent results, 
and they rarely failed to keep down the tempera¬ 
ture below the 103° line. 

But the systematic use of the cold bath was 
gladly given up in favour of the long list of modern 
antipyretic drugs of the aromatic series, of which 
one after another has come into use for a time, 
but only to be supplanted in the course of a year 
or two by something better. Most of these drugs 
have done good service, but one after another has 
fallen into disrepute, and even the favourite Anti- 
pyrin has now been to a very large extent super¬ 
seded by the more modern favourite, Phenacetin, 
around which the antipyretic treatment of typhoid 
now for a while appears to rest, and we may well 
compare and contrast Phenacetin and the cold bath 
as the two rival methods struggling for mastery. 

On the one hand we have the cold bath, having 
either the depressing action of modern antither- 
mics upon the heart, nor their irritating action 
upon the kidneys: a perfect antipyretic, but with 
many serious disadvantages. On the other hand 
we have a coal-tar product, which gives no dan¬ 
gerous depression such as follows some of the 
members of the aromatic group, which acts rapidly 
as an antipyretic, and at the same time is a nerve 
sedative and produces little effect on the circula¬ 
tion. This drug, in doses of three to eight grains, 
five grains usually suffices in the adult, gives a 
marked fall of temperature in about thirty minutes 


after ingestion, and the reduction continues usually 
from four to six hours. If larger doses be given 
profuse perspiration may occur, but no bad con¬ 
sequences supervene. I quite endorse the state¬ 
ment of Goldmann (“Med. Bulletin,” June, 1890) 
and of Shoemaker (“ Materia Med., Pharm. and 
Therapeutics,” vol. ii.) that it is “the safest and 
most efficient member of the aniline group.” 

Dr. Ott (“Modern Antipyretics,” Easton, Pa.) states 
that in the first work of typhoid fever Phenacetin 
repeated for several days causes the greatest relief 
to the severe pain in the head, it quiets the rest¬ 
lessness and promotes sleep, and that Phenacetin 
is less dangerous than the other antipyretics. In 
rapidity of action Antipyrin, on account of its solu¬ 
bility, comes first, next Antifebrin, and last, Phena¬ 
cetin. 

The fall of temperature by Phenacetin is more 
gradual, and the minimum is not reached for three, 
four, or even five hours after the administration of 
the drug. As regards duration of action, that of 
Phenacetin is longer than that of Antipyrin or 
Antifebrin. Neither has Phenacetin so great a 
destructive influence upon haemoglobin like Kairin, 
Thallin, or Pyrodin, nor is it so apt to cyanose like 
Acetanilide. The drug appears to exert its action 
more by lessening production of heat than by in¬ 
creasing discharge, and here we have an important 
difference between it and the cold bath. 

“ Phenacetin decreases heat production, the bath 
increases it; the one permits Ihe source of ther¬ 
mogenesis to go on actively, the other represses it; 
the one fans the flame, the other smothers it,” 
(Ott). Need we any longer hesitate which of these 
two agents should have the preference; why should 
we give the patient the discomforts of the bath 
when heat production can be lessened by other 
means, not only with comfort but with absolute 
safety. 

In our own experience at the Bristol Royal 
Infirmary and elsewhere, Phenacetin has almost 
entirely superseded all other antipyretics; its 
advantages were seen to be so decided and its 
effects altogether so satisfactory that for several 
years past this has been almost the only drug in 
every-day use for the reduction of fever heat: we 
rarely find that it fails to do what is expected of 
it, and we have no hesitation in repeating the dose 
hour after hour until the looked-for effect comes. 
Although at one time I was an ardent advocate of 
cold bath treatment, it is now several years since 
I have had occasion to use it; and although I still 
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have the greatest confidence in the antipyretic 
value of full doses of Quinine, it is several years 
since I have found it necessary to fall back upon 
it 

Before leaving this subject of antipyretics in 
fever I would like to add one word of caution: 
there seems to be a tendency to become discon¬ 
tented after a while with any method of treatment, 
no matter how good it may be ; the modern 
antipyretics are becoming a little discredited, and 
prejudice against them appears to be growing. 
The natural outcome of such prejudice will be to 
leave the fever alone altogether, and so recur to 
our former expectant method: this to my mind 
will be a gigantic error. We must not allow the 
swing of the pendulum to go so far as this, and 
failing the modern method we must of necessity 
fall back on the older antipyretics — Quinine, 
Digitalis, cold bath, and so on; but antipyretic 
treatment in one form or another has become as 
great a necessity to the physician as antiseptics 
have to the surgeon. 

It is a fortunate circumstance, too, that the 
antipyretics are to some extent antiseptic drugs, 
and apart from the antipyretic action. Altogether 
the modern use of antiseptic drugs to counteract 
the effect of germs and their toxines is a method of 
treatment of which we are likely to learn more in 
the future than as yet we can conceive. 

The internal administration of antiseptics has 
been increasingly in vogue for some years past, 
but the problems associated therewith are by no 
means so simple as are those of antiseptic surgery, 
and hence the results are not, as yet, worthy of 
comparison with what has been achieved in the 
surgical field. The use of some antiseptic drug 
for the purpose of disinfecting the alimentary 
canal has been abundantly justified since the 
discovery of the bacillus as the primary agent in 
t) phoid fever, and still more since the production 
of secondary toxines and general diffusion of these 
has been demonstrated; a third factor, to be 
differentiated from both the others, the presence and 
action of pus-producing organisms, acting locally 
at first, but capable of diffusion by lymphatics, 
may also be counteracted by intestinal antiseptics. 
(“ Med. Record,” Feb. 25, 1893, Dr. Purdom). 

It has been pointed out by Dr. Boyd (“ Trans. 
R. Irish Acad.,” vol. x.) that typhoid fever is 
primarily an intestinal catarrh, with secondary 
septic poisoning, that the entire process of primary 
gland invasion by the specific bacillus is probably 


over in fourteen days, and that there then follows a 
new set of enemies, the suppurative micrococci: 
he believes that antiseptics will, at least, prevent 
the septic results due to these latter, although they 
may not abort the typhoid proper. He advises a 
gaseous antiseptic as the best, and he prefers 
Chlorine in alkaline solution, which, he finds, will 
bring the febrile process to an end on the 14th or 
16th day in one fourth of the cases, whereas 
Murchison found that only seven in two hundred 
cases terminated on the 14th day. 

Of all the numerous methods which have been 
suggested for the production of intestinal anti¬ 
sepsis probably Calomel may prove to be one of 
the best. It has a lengthened history, and is 
now again revived and adopted by Dr. Latham 
(“Lancet,” March 12th, 1893), who states that 
five grain doses during the first week will be 
likely to retard decomposition due to low organisms, 
and give such results as have been recorded by 
Liebermeister (Von Ziemssen’s “Cyclopaedia of 
Practical Medicine”), who believes that it materially 
shortens the duration, and lessens the intensity 
of the disease, when given in doses of eight or 
ten grains three or four times in the first twenty- 
four hours, before the ninth day of the fever. 
This method was advocated long ago by Murchison, 
Niemeyer, Dr. John Harley, and others, but 
possibly under the influence of the long-abiding 
antimercurial craze has not been received with a 
sympathetic consideration by the profession as a 
whole. We have here an excellent illustration of 
the statement made by Lecky that no theory is ever 
given up because of its results: no matter what 
the results may be, theory and prejudice are apt to 
win in the contest. But now, under the stimu¬ 
lating influence of another theory, the antiseptic 
Calomel seems likely to gain favour and become 
a far more popular drug than in the palmiest days 
of active mercurial treatment. The ill effects ol 
pent-up secretions, more particularly in cholera 
and typhoid fever, have long ago been insisted on 
by Sir George Johnson (“ Brit. Med. Jour.,” vol. i., 
p. 274, 1867), and we are beginning to recognize 
the fact that purgation may be an indispensable 
auxiliary to antisepsis as applied to the alimentary 
canal. Various recent authors have advocated 
Calomel in moderate doses during the first week. 
Browning (“Phys. and Surg.,” December, 1889) 
believed it to be an essential part of his ideal 
treatment for every case, mild or severe, and of 
the sixty cases reported none died. Van Eman 
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(“Journ. Amer. Med. Assoc.,” September 27th, 
1890) includes Calomel in five or ten grain doses 
as the first element of his specific treatment, the 
essential elements of which are sterilized food and 
drinks with dilute Hydrochloric Acid in half 
drachm doses every three hours; he believes that 
the long-continued popularity of the acid treat¬ 
ment is due to the fact that germs can only be 
cultivated in an alkaline medium. In illustration 
of the possible advantage of an acid antiseptic is 
the remarkable testimony given by Dr. Wilks, of 
Ashford (“B. M. J.,” 1890), whose results with 
Sulphurous Acid have received less attention than 
they appear to deserve, inasmuch as a record of 
171 cases with no death in a severe epidemic of 
typhoid speaks very powerfully in favour of the 
treatment. The acid was given in doses of twenty 
minims every four hours, and continued for a week 
or ten days or more, “ until the patient complains 
of tasting, smelling, and feeling like sulphur or 
lucifer matches.” Dr. Wilks claims for Sulphurous 
Acid “ that it arrests the further development of 
the fever poison, and by continuing this arrest long 
enough exterminates the fever.” Following some¬ 
what similar lines, but preferring his own method, 
Dr. Burney Yeo (“ Treatment of Typhoid Fever,” 
1892) advocates an acid solution of Chlorine con¬ 
taining two or three grains of Quinine for each 
dose, and he reports results therefrom as follows :— 

1. A modification and sustained depression of 
the febrile temperature. 

2. An abbreviation of the average course of the 
fever. 

3. A remarkable maintenance of the physical 
strength and intellectual clearness of the patient, 
so that there has been far less need of stimulants. 

4. A greater power of assimilating food. 

5. A remarkable cleaning of the tongue. 

6. A deodorization of the evacuations. 

7. A more rapid and complete convalescence. 

Many other intestinal antiseptics have been in 

use. Bouchard first proposed Charcoal, then 
Iodoform, then Naphthalin, and finally Naphthol 
of two varieties, the a Naphthol being more 
soluble and less toxic but more irritant than the 
P Naphthol, which is less soluble, more toxic, 
and less irritant. 

The latter preparation he believed to be one of 
the best agents for disinfection of the alimentary 
tract, and he found that in typhoid fever this drug 
mitigates the severity, reduces the mortality, the 
stools become deodorized, tympanites lessened, the 


tongue moistened, and grave delirium rare. These 
results were confirmed by Mitchell Bruce (“Pract,” 
Dec., 1888) and Petresco, of Bucharest (“Re- 
cherches Cliniques et Experimentales sur l’Anti- 
sepsic M^dicale,” Jan., 1889). Hydro-naphthol 
was preferred by Michell Clarke (“Practitioner,” 
Dec., 1888, and July, 1890), who claimed for it 
the following results :— 

1. Reduction in the average duration of the 
fever. 


2. Stools become much less offensive. 

3. A diminution of abdominal tenderness and 
meteorism. 

4. Early cleaning of the tongue, and less dryness 
of mouth and lips. 

5. Absence of albuminuria. 

6. Convalescence more rapid, and strength less 
reduced. 

7. Less risk of propagating the disease to others. 

8. Tendency to secondary complications dimi¬ 
nished. 

More recently Carbolic Acid has become the 
favourite drug, and much evidence in its favour 
has been forthcoming. It has been given by itself, 
or in combination with Iodine, or with Salicylic 
Acid as Salol. 

Gramshaw’s results with the Iodine combination 
(“Lancet,” i., 1888, p. 1243) were remarkable, 
inasmuch as there was only one death in 116 cases; 
but Osier nevertheless testifies to the inefficacy of 
this treatment in modifying the course of the 
malady. 

Much is now expected from the Salol compound, 
the Phenylic Ether of Salicylic Acid, which is said 
by Cahall (“Med. News,” Nov. 8th, 1890) to 
control the temperature, cause an amelioration of 
all the symptoms, and in 16 cases there were no 
deaths, the average duration being only 17 days. 
It has been recently preferred by Dujardin-Beaumetz 
who spoke of it as “ the disinfectant, par excellence, 
of the intestines, that its toxic action is small, and 
that it is not wholly decomposed in the intestine." 
Heiz extols this drug, giving it in doses of one 
drachm daily in combination with Bismuth Sali¬ 
cylate (“Repertoire de Pharmacie,” July 10th, 
1890). Dr. A. M. Anderson, of Dundee, gives an 
account (“Med. Chron.” March, 1893) of 12 
cases treated with Salol, and he asserts that the 
course of the disease is arrested on the fifth day of 
treatment, ten of the patients were convalescent 
on the fifteenth day of the disease. From the 
condition of the stools, and the permanent sup- 
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pression of the typhoid symptoms on the fifth day, 
Dr. Anderson infers the complete destruction of all 
the specific typhoid poison in the patient’s body: 
he believes that the excreta before being expelled, 
are rendered perfectly harmless and incapable of 
propagating the disease. These results were ob¬ 
tained with doses of ten grains given every 
two hours. 

Dr. Barr (“ Lancet,” May 13th, 1893) finds that 
Salol lessens intestinal fermentation and irritation. 

Carbolic Acid in pills, as advised by Dr. M. 
Charteris (“ Biit. Med. Jour.,” Dec. 31,1892), gives 
results which are good. Each pill contains 2^ grs. 
of pure acid made up with some innocuous powder, 
and covered with Keratin; the pill accordingly 
does not dissolve in the stomach, and will not be 
likely to irritate or cause sickness. On solution of 
the pill in the alkaline fluid of the jejunum the 
Carbolic Acid will at once begin to produce an 
antiseptic effect at the part where it is most likely 
to be needed and to be of greatest utility. 

It remains to be yet proved what drug will give 
the best results as an internal antiseptic in typhoid 
fever, in phthisis, in pernicious anaemia, and other 
conditions where intestinal antisepsis is indicated. 
It has been pointed out by Dr. H. Elliott Bates 
(“N.Y. Med. Jour.,” April 22, 1893) that in the 
prevention of self-infection from the intestinal tract 
certain drugs have a selective action for particular 
parts of the alimentary canal; that for the gastric 
portion, Bismuth and Charcoal are the best, but for 
the small intestine we should choose Salol, Sodium, 
Salicylate or Benzoate, Camphor or Ammonium 
Benzoate; whilst for the large bowel we should 
prefer either P Naphthol or Charcoal. For the 
mouth it has been stated by M. Paul that nothing 
is better than Saccharin (“ Society de Therapeu- 
tique,” Mercredi M£d., No. 2, 1893). 

It is to be expected that any efficient antiseptic 
will at least serve to prevent the relapses which 
are so frequent in typhoid, and it is highly dis¬ 
couraging to find that nearly every one of the 
drugs in use fails in this respect, inasmuch as I 
have observed relapses (and sometimes more than 
one) after a steady perseverance in Carbolic and 
Iodine, after P Naphthol, Hydro-naphthol, and 
Salol. Much evidence has already accumulated, 
but much more is needed, and can only be ob¬ 
tained by steady and painstaking perseverance by 
a multiplicity of observers in epidemics of varying 
degrees of intensity. We are all a little apt, and 
justly so, to be incredulous of the results reported 


by the man of one idea, and the personal equation 
must be eliminated before the results are likely 
to be generally accepted. Dr. Skerritt, in his 
address on the Teachings of Failure (“ Bristol 
Med. Chir. Jour.,” 1892), has inculcated a healthy 
scepticism with regard to the acceptance of crude 
hypotheses and untried methods; but on the other 
hand we must beware lest we become prejudiced 
against what is true because it is new, and so in 
avoiding the new we may miss the true. 

As regards the modern antipyretic and antiseptic 
methods of treating typhoid as a whole, an 
interesting observation of Roque and Weil (“ Revue 
de Med.,” Dec., 1891) is worthy of consideration; 
they find that the elimination of toxic products in 
the urine, whilst incomplete during the height of 
the disease, is much increased during con¬ 
valescence, when the toxic power of the urine 
becomes twice as great as in health, and is five 
or six times greater than that of health after a cold 
bath; the bath favours the elimination of injurious 
products. They find that after Antipyrin the 
excretion of toxines may even fall below the 
normal, and, therefore, this drug is of no value 
so far as the elimination of toxines may go. This 
observation rather implies that the cold bath 
treatment may, after all, be superior to other anti¬ 
pyretic methods ; but, as yet, we are scarcely in a 
position to predict what may be done by active 
antiseptic and antipyretic methods in combination. 

It is clear that we have not reached finality in 
this subject—the treatment of typhoid. One of 
the more thoughtful of my clinical clerks, a few 
years ago, expressed some surprise that we should 
not have a more established routine in such a 
well-known malady; but we have too long been 
the creatures of routine, and have too long been 
contented to observe the fever process without 
endeavouring to check or to arrest it; it is high 
time we should carry the principles of antiseptic 
surgery into the treatment, not only of typhoid 
fever, but of tuberculosis, and many other maladies. 


Zinc Glue. —Trentler recommends a prepara¬ 
tion, first suggested by Unna, for stiff surgical 
dressings suitable for fractures and dislocations: 

R Oxide of Zinc ... ... 10 parts 


Gelatine 
Glycerine 
Water ... 
Apply thickly, rubbing 


forming the bandage.— (Med. Rec .) 


30 parts 
30 parts 
30 parts 
into the muslin or gau^ 


Digitized by 


Google 


262 The Clinioal Journal.] MB. HUME—EVOLUTION OF SURGICAL PRINCIPLES. [August 23,1893. 


•THE EVOLUTION OF SURGICAL 
PRINCIPLES. 

By Gh H. HUME, M.D., F.E.O.S. Edin., 

Surgeon to the Royal Infirmary, Newcastle-on-Tyne. 

When the British Medical Association met in 
Newcastle twenty-three years ago, the office that 
now has fallen to my lot was occupied by an able 
and distinguished surgeon, no longer in our midst. 
The recollection of the vigorous and eloquent 
address which Dr. Heath then delivered, a re¬ 
collection which I doubt not, even at this distance 
of time, is shared by all who heard it, increases the 
responsibility of the task I have undertaken. That 
the Council of the Association, which has grown 
so much greater and more powerful in the interval, 
should again have appointed as reader of the 
Address in Surgery a local surgeon, can be inter¬ 
preted only as a tribute to the traditions and 
acknowledged position of surgery in this portion 
of the kingdom, and by no means to the individual 
prominence of the representative selected. And 
deeply sensible as I am of the great honour 
inherent in the office, and reflected from the illus¬ 
trious names of those who have filled it in the 
past, my sense of inadequacy and of diffidence in 
undertaking it are only thereby increased. When 
I turn to the fulfilment of my task, not the least 
difficulty is that which meets me on the threshold 
of selecting a train of thought on which to address 
so important an assembly. Engaged in the work 
of a large general hospital, and gathering experi¬ 
ence from its varied service, I turn with readier 
interest to the broad principles of general surgery 
than to the elaborated details of any of its special¬ 
ized departments; but in this I am guided towards 
a choice. And I have found further suggestion in 
an event which has already claimed the attention 
of English surgeons. This year they have been 
invited to celebrate the centenary of John Hunter, 
who before and beyond all others, laid the 
foundations of surgical science. And the year is 
not only the centenary of John Hunter’s death, it 
is also the centenary of the publication of his 
“ Treatise on the Blood and Inflammation,” which 
Hunter looked on as the crowning work of his 
life, and of which his death came too quickly to 
permit the necessary revision. The year, therefore, 
carries our thoughts naturally to the principles 

* Being the Address on Surgery delivered at the Annual 
Meeting of the British Medical Association, August, 1893. 


which underlie and give stability to our work. It 
is our frequent boast that surgery has become, and 
is becoming, more scientific, and by an appeal to 
our results we justify the claim. But the science 
of surgery—and by the phrase we mean the 
principles of surgery — is nearly altogether the 
growth of the century that has followed Hunter’s 
death, and its growth has been by no means one 
of continuous or steady progress—rather, as is 
usually the case in the development of scientific 
truth, it has been by fits and starts. The greater 
part of the work has been done in our own 
generation. And now, with regard to much of the 
art of surgery, it rests on principles so worked out 
and firmly established that the claim to scientific 
position can be made good. But with regard to 
much also we are still only struggling towards 
scientific truth. In speaking, therefore* of the 
development of surgical principles, I shall en¬ 
deavour to illustrate both classes—both those 
principles which, being in a sense perfected, have 
issued in enhanced success; and those also towards 
which we are still groping, and by which we have 
not yet been guided out of difficulty and un¬ 
certainty. 

The “principles of surgery” is one of those 
elastic phrases which carry to our minds a fairly 
exact meaning, but to which we find it hard to 
give a concise definition. We certainly do not 
use it as the equivalent of theory. The surgeon 
who, thinking himself well versed in surgical 
principles, and therefore prepared to act in the 
best manner for the best reasons, would not con¬ 
sider himself justly described as a man of theory. 
And yet theories which become the motive or 
suggestion of surgical action are surgical principles, 
and these may be sound or unsound according to 
the character of the views upon which they are 
based. In so far as surgery is applied science, 
the data from which surgical procedures spring are 
in the strictest sense scientific principles ; and we 
find that surgery advances by precisely the same 
methods as all other practical sciences. We have 
our inventions, our appliances, our practical details 
upon which an ever-increasing ingenuity and 
industry are expended. We have also sometimes 
our discoveries in medical or collateral science, 
which become the inspiration or rallying point of 
great practical advances. But the phrase covers 
more even than scientific data. The definite ends 
or objects of surgical action which are proper 
under given circumstances belong to the principles 
Digitized by v jOOQle 
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of surgery. So also do rules of procedure which 
the gathered experience of the past and the present 
prescribes or sanctions. The mode of formation 
of surgical principles is therefore a double one. 
They may arise like a superstructure upon a 
foundation of scientific knowledge, or they may 
grow down out of experience to be themselves 
part of the foundation. They are the mainsprings 
of action; and so far from being alien to practical 
efficiency, they are at once its inspiration and 
guide. One of the not least important surgical 
principles dictates scrupulous attention to the 
minutest practical detail; and he who, knowing 
that a life may hang on the integrity of a stitch, 
concerns himself anxiously about the method or 
material of a suture, is only acting in faithful 
obedience to surgical principle. 

The mode of growth of scientific principles can 
find no better illustration than in our modern 
doctrines of surgical repair. The beginnings of 
these doctrines may be traced far back in the 
history of surgery. But it was by Hunter’s work 
and in the pages of that “ Treatise on Inflamma¬ 
tion ”—which, though pondered and laboured 
through many previous years, as was Hunter’s 
way, was not published till the year of his death— 
that the real beginning was made. Hunter’s 
statement that “ primary healing takes place 
without inflammation ” contains the germ of what 
we believe and act upon now. It did not, of 
course, go far enough. It defined the relationship 
between what was then, as it is now, ideal healing 
and inflammation, in the sense that no relationship 
can or does exist between them at all. But there 
is no such definite expression to be found in 
Hunter’s writings with regard to the modes of 
secondary healing. Hunter, I think, believed, as 
did most of his successors down to the last few 
years, that a certain degree of inflammation was 
necessary for these delayed forms of healing. In¬ 
deed, from Hunter’s time there was a falling away 
from the faith, and we find the most philosophical 
surgical opinion as represented by Travers holding 
that a “subdued state of inflammation favours 
healing,” and that to “supersede it would effec¬ 
tually retard or preclude ” the process of repair. 

I am sure, Sir, that to many in this audience it 
may seem to demand an apology that I should 
even mention in their hearing the name of in¬ 
flammation. I may appear to be abusing my 
opportunities in carrying them back to their earlier 
days when inflammation was the bugbear of their 


surgical studies, a true surgical “ pons asinorum.” 
But I plead in excuse that down to a recent 
period the ideas of healing and the ideas of in¬ 
flammation seemed in the very nature of things to 
be inseparably interwoven. It turns out that they 
were only needlessly entangled, and ideas which 
in the time of their confusion belonged mainly to 
the region of theory have since proved to be 
matters of the most eminent practical importance. 
The process of disentangling began in and pro¬ 
ceeded with the elucidation of the true nature of 
inflammation and its consequent suppuration. 
There was a time when the four classical symptoms 
of pain, heat, redness and swelling, summed up 
nearly all that was known of the process of in¬ 
flammation. Then followed the anatomical era, 
the time most fruitful of bewilderment to the 
student, in which, thanks to rapid improvement in 
the methods of microscopical investigation, atten¬ 
tion was concentrated in the blood stasis, the 
changes in the tissues and in the vessel walls, and 
on the out-wandering of the white corpuscles. 
An intermediate stage followed this, in which, 
clinically and experimentally, the suppurative pro¬ 
cesses were recognized to be infective in their 
nature. And this culminated on the period in 
which we now find ourselves, when the whole 
process is demonstrated to be due to the agency 
of micro-organisms. One point, however, remains 
to be cleared up. Is the febrile access which 
follows an aseptic operation, sometimes short in 
degree though short in duration, to be looked on 
as the result of inflammation ? There is no ground 
for supposing it to be an infective process the same 
in kind and differing only in degree from that 
which always tends to suppuration. If different in 
nature it should .also be distinguished in name, 
and there is much to justify the proposal to restrict 
the word inflammation to those changes which 
result from the action of septic organisms, while 
the other and simpler process under some such 
title as traumatic reaction demands further exam¬ 
ination for the clearing up of its intimate character. 
Such a defined use of the term would end the 
confusion which has hitherto attended the concep¬ 
tion of inflammation as a disease, and would rest 
the idea to which the word corresponds on the 
sure ground of etiology. 

Naturally with the true knowledge of inflamma¬ 
tion and suppuration have come clearer and mare 
accurate views with regard to the process of repair. 
Not alone in primary adhesion but in all forms of 
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healing it is seen that inflammation is never a 
help, and can only be a hindrance, and that if it 
occurs repair must take place in spite of it, or be 
delayed until it has passed away. We have gone 
back upon Hunter’s dictum, only we have given it 
a more extended, or rather an unrestricted, appli¬ 
cation. The surgeon’s part, therefore, is now not 
to treat, but to prevent, inflammation and suppura¬ 
tion, and the practical side of the scientific 
evolution I have briefly sketched is the antiseptic 
system. 

It has sometimes been made a reproach against 
the s>stem of wound treatment, by the introduction 
of which Lister created an epoch in surgery, that 
its methods and details have undergone constant 
change. But through all the alterations of detail 
which the desire for greater simplicity or increased 
security have prompted, there has been no devia¬ 
tion of principle. The dependence of suppuration 
and septic diseases upon organisms, and the pre¬ 
vention of these diseases by destroying or getting 
rid of the cause, is the principle on which the 
treatment rests, and it is one which admits of some 
latitude in its application. The aim can be 
achieved in two ways. Either reliance is placed 
mainly on the germicidal powers of chemical 
agents, or the surgeon prefers to trust rather to the 
removal of the minute organisms along with the 
soil in which they flourish. The two roads to the 
same end we know under the names antiseptic and 
aseptic ; and, fortunately, we are able in this case 
to travel on both at the same time. So far as our 
work is concerned, we have thoroughly learned the 
lesson that cleanliness takes no second place, that 
it is the highest virtue in surgery. Therefore we 
cannot err in sparing no pains to remove every 
particle of dirt from the area and all the ac¬ 
cessories of an operation; and, in addition, we 
will not deny ourselves the further security which 
the use of some germ-destroying agent can give. 

Those of us who have worked through the 
whole of the antiseptic period can, in looking back, 
trace with some interest the different phases 
through which the method has passed. I shall 
not trouble you with detail in a matter which is 
already chiefly of historical interest. But I may 
point out that the main changes in the technique 
of the treatment have owed their origin to changing 
views as to the sources whence danger of infection 
n^ght be expected to arise. Under the guidance 
of his earlier experiments, and in accord with the 
work of Pasteur, and the investigations of Tyndall 


on the floating matter of the air, Lister devised his 
measures for the avoidance of atmospheric con¬ 
tamination ; hence we had sealed wounds, and 
later the spray. Gradually the belief strengthened 
that the air as a source of danger might practically 
be neglected, and we parted with the spray with a 
sigh of relief. It had come to be admitted that 
our own hands and the skin of the patient, 
besides the instruments and sponges which had 
always been cared for, were most often at fault; 
and, as a result, even the most orthodox believers 
in the potency of Carbolic Acid or Corrosive 
Sublimate became scrupulous cleansers. 

I have said that the antiseptic system admits of 
latitude in its application; it is open to every one 
to elaborate his own technique. The worst surgery, 
indeed, is the stereotyped surgery ; the best is that 
which, working faithfully from sound principles as 
a science, encourages as an art fertility and variety 
in their application. But with whatever variety of 
method there ought to be now no grades in the 
standard of work sought to be accomplished. An 
ideal of healing which was only occasionally ob¬ 
tainable by the many, or more consistently reached 
by the few as the result of fortunate circumstances, 
or the reward of strenuous care, has become a 
generally accepted obligation. No one now is 
ever heard to speak of laudable pus; no pus is 
considered praiseworthy; but, on the contrary, if 
it appear in a wound for which the surgeon is 
responsible, and in making which he had the 
control of all the conditions, it is always a thing to 
be ashamed of. Healing without suppuration, 
therefore, is the end aimed at in all operation 
wounds, and in a sense it is an extended descrip¬ 
tion of union by first intention. It applies to 
wounds healing by granulation, or by the organiza¬ 
tion of a blood clot, as well as to those uniting by 
primary adhesion. For all alike Hunter’s descrip¬ 
tion holds good: “if a wound heals by first 
intention all keeps quiet as if nothing had 
happened.” And, by way of emphasising the 
position that with such wounds inflammation in 
any of its stages has nothing to do, I will set 
with this classical quotation the description of 
primary healing wounds given by Von Volkmann, 
one of the most distinguished and thorough of the 
German followers of Lister: “ A primary healing 
wound several days after the operation ought to 
look exactly as if it had just been stitched; no 
swelling and redness; no heat; no pain.” 

From trusting more, because knowing better, 
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Nature’s powers of repair, it has followed that the 
range of reparative surgery has been greatly 
widened. It is not now thought sufficient in 
bringing wounds together to pass our sutures 
through all the tissues at once, but each layer is 
separately stitched—muscle to muscle, fascia to 
fascia, skin to skin. This is one of the lessons 
which, if it did not at first teach us, abdominal 
surgery has been forward to utilize. The gain in 
abdominal operations is in a greatly strengthened 
cicatrix, and the avoidance of ventral hernia. In 
general surgery the gain is in promoting healing 
by the obliteration of “dead spaces,” and the 
consequent less frequent need of drainage. That 
the ends of divided muscle, if brought accurately 
together, will be reunited by proper muscle tissue, 
and not by interposed connective tissue, as was 
formerly supposed, is a fact of recent acquisition, 
but of some practical importance. In operations 
on the abdominal wall—especially in certain 
operations for the radical cure of hernia, in which, 
as in Halsted’s, the muscular layers are freely 
divided, their unimpaired reunion is essential for 
the success of the operation. It is necessary, 
therefore, that the muscles should be cleanly 
incised, and not haggled, and that they be after¬ 
wards exactly sutured; and the cases in which 
such plans of operating are the least likely to 
result successfully are those in which the repair 
of so complex a structure as muscle is interfered 
with by suppuration. 

I pass now to a still more attractive illustration 
of the reparative powers of Nature. Skin grafting, 
according to the method of M. Reverdin, has 
long been a valued resource in hastening the 
cicatrication of granulating surfaces. But the 
method known by the name of Thiersch makes 
larger 'demands on tissue vitality, and is of wider 
usefulness. When a portion of the skin—it may 
be as large as an inch square—is detached and 
transferred to a recent and aseptic wound, it 
retains its inherent vitality until it become pene¬ 
trated by blood vessels advancing into it from its 
new bed. It is thus fully adopted and incorporated 
in its new position. As if to explain the eager 
readiness with which the vessels and proliferating 
cells of the wound surface enter into and constitute 
an organic union with the new part, Thiersch has 
advanced one of those theories which, whether 
they prove in the long run to be well or ill 
founded, give by their aptness a special kind 
of mental satisfaction. By a legitimate scientific 


use of the imagination he supposes that a store of 
proliferating energy exists in the tissues which, in 
their intact condition, is kept in check by the 
mutual pressure of their elements. The con¬ 
stituents of the tissues, in other words, do not 
grow beyond a certain point for want of elbow 
room ; but when this mutually restrained pressure 
is removed by a breach of surface their proliferating 
energy is set free, and by their liberated activity 
they become competent to carry out the work of 
repair. In its practical application the whole of a 
large open wound can be covered by this method 
of skin grafting, so that the wound shall heal by 
first intention. The size of the area that can be 
so dealt with is only limited by the possibility of 
obtaining grafts, which may be taken either from 
the same or another individual, or from a quite 
recently amputated limb. It is not necessary in 
removing the graft to take the whole thickness of 
the true skin. A portion of the corium left 
behind will, by obviating cicatrical contraction, 
lessen the sacrifice for that surface which is the 
donor, without diminishing the value of the gift to 
the recipient. In plastic operations on the face, 
and in operations for malignant disease which 
have involved free removal of skin, the method 
has found useful application. But I would 
draw attention to a class of cases which have 
hitherto been as troublesome as they were un¬ 
interesting to the surgeon, and for which Thiersch’s 
grafting holds out a welcome hope of cure. No 
class of minor surgical ailments gives more trouble 
in their treatment, or more certain disappointment 
in their relapses, than cases of chronic ulcer of 
the leg. For these the method of skin grafting 
can be made available. Bearing in mind the 
necessity of an aseptic condition of the bed upon 
which the grafts are to be placed, it is requisite, 
by paring the edges, and by thorough scraping of 
the surface with the sharp spoon, as well as by 
the use of antiseptic solutions, to surgically cleanse 
the ulcer. To get rid of the irritating effects of 
the antiseptics, they should be washed away by 
sterilized water before the application of the grafts. 
So treated, an ulcer is brought into the condition of 
a recently made wound, and success entirely 
depends on the thoroughness with which this 
transformation can be effected. A sufficiently 
extensive trial of this method enables me to say 
that its success is not uncertain; and that in the 
saving of time and in the excellence of the cica¬ 
trix, which contrasts strikingly with the attenuated 
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and unstable scar left by the ordinary process of 
healing, it has advantages that commend it to your 
notice. 

In the grafting and reimplanting of bone the in¬ 
corporation takes place, no doubt, in the same 
manner as in the skin. We have learned, also, 
that the breaking up of the bone into small chips 
is not always necessary; at least that is not neces¬ 
sary in the case of the discs removed in trephining 
the skull. Provided these be of moderate size, 
they can be replaced whole. In a recent case of 
extensive fracture of the skull, I removed with 
Macewen’s trepan three discs f inch in diameter, 
and they were reimplanted without being broken 
up. Notwithstanding some neighbouring suppura¬ 
tion from breaking down of an extensive haematoma, 
the reimplanted bone lived, and no trace of the 
trephining, so far as the skull is concerned, remains. 

When we pass to a higher and more complex 
structure—that of the nerves—I think it will be 
granted that the process of their repair is still 
imperfectly understood. In the direct suturing of 
the divided ends of nerves it may be supposed that 
immediate reunion of axis cylinders with restora¬ 
tion of function may take place. But when a graft 
several inches in length is interposed between the 
widely separated nerve ends, and sensation returns 
in thirty-six hours, what is the anatomical and 
physiological condition of the graft ? Can it have 
become so vascularised, and have its axis cylinders 
acquired such intimate union with those of the 
nerve ends as to make it in so short a time capable 
of conducting impressions ? Where return of func¬ 
tion has followed at a later date it has been sup¬ 
posed that the graft acted merely as a platform 
along which new axis cylinders developed; and 
this view has gained countenance from the claim 
which has been made on behalf of other structures, 
such as strands of catgut or portions of connective 
tissue, that they also have sufficed to re-establish 
functional continuity. The whole subject appears 
to call for further investigation; and much also 
would be gained by greater and more explicit 
detail in the records of cases. Too much value 
appears generally to have been attached to the 
return of sensation as an indication of success, 
whereas only restoration of motor power and the 
arrest of trophic changes can be accepted as un¬ 
equivocal evidence of restored function. 

Thus far I have endeavoured to trace and to 
illustrate some of the applications of the great 
principles of surgical repair. The phenomena 


which this title covers have in their real character 
so little that is morbid that they constitute a well- 
defined department of surgical physiology. When 
now I turn to pathology, and seek to illustrate 
from that department the evolution of principles of 
action from scientific knowledge, I am faced by 
the whole range of surgical disease. It is only a 
truism to say that in the absence of a knowledge 
of its morbid appearances and of its cause, no 
disease can be satisfactorily treated. But what is 
true in the abstract usually has its truth set in 
sharper lineaments when looked at in the concrete. 
I therefore select for illustration two disease groups 
—tubercule and cancer—especially on this ground, 
that they present instructive points both of simila¬ 
rity and contrast. If we follow the history of the 
pathology of tubercle we shall find it divided into 
periods which correspond to those already referred 
to in the history of inflammation. There was the 
period of physical form, when the name was given 
to whatever was a tubercle in feel and outline: 
there was the period of minute anatomy, when the 
disease consisted of special cells and cell group¬ 
ings ; and there is now the period which, since in 
it we have learned the essential cause of the disease, 
may be called the stage of real knowledge. 

Before the microbic origin of tubercle was 
known, surgery was becoming more aggressive in 
the treatment of so-called scrofulous disease. Scro¬ 
fulous glands, for instance, were excised many years 
ago, at first against the protest of those whose minds 
were wholly influenced by the supposed constitu¬ 
tional origin of the complaint. The surgery of 
strumous joints also had long been both more con¬ 
servative and more successful. But from the new 
light the surgery of tubercle has gained immense 
encouragement. The commencement of the dis¬ 
ease in a locally-infected area has modified and 
restricted the conception of a constitutional ten¬ 
dency. The constitutional origin has been changed 
into a constitutional vulnerability; and, undeterred 
now by an idea which weighed upon him just in 
proportion to its vagueness, the surgeon undertakes 
the treatment of local manifestations of tubercle by 
local measures. In consequence, the surgery of 
tubercle has undergone great extension. Affec¬ 
tions of the skin, of the glands, of the bones and 
joints, of the urinary organs, of the peritoneum, 
wherever the disease can be reached and wholly 
removed, or its action favourably modified, it is 
submitted to local treatment. And the extension 


has been in the direction, not only of new applica- 
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tions, but of greater thoroughness. The knowledge 
of the infective character of the disease, and of the 
liability to local relapses, or even general infection 
as a consequence of incomplete removal, has led, 
for example, to the excision of every affected gland 
or of every diseased focus in a joint. And the 
guidance afforded by pathological knowledge is 
even more explicit with regard to other points of 
treatment. The important question of general in¬ 
fection has light thrown upon it by what we know 
of Nature’s endeavours to imprison by a wall of 
granulation tissue a tuberculous focus. When by 
an incomplete operation we break down this wall 
or cause it to crumble by infecting it with pus mi¬ 
crobes, without entirely removing the tuberculous 
disease, we open the way for the passage of the 
tubercle bacilli into the system. Hence the ex¬ 
treme necessity of keeping our operations free 
from sepsis, as well as of making them thorough. 
The success of the treatment of cold abscesses by 
evacuation, scraping, and flushing, and closure of 
the incision—the method known by the name of 
Mr. Barker—is only intelligible when their true 
pathology is known. Such a treatment could have 
no raison d'etre in the old idea that they were, as 
the name implies, pus-containing cavities. But 
when we know that they do not contain pus, but 
only the liquefied and broken-down products of 
the tuberculous process, we see the rationale of 
the proceeding, and we understand also the ex¬ 
treme danger of admitting secondary pyogenic 
infection into such cavities. 

The substitution of arthrectomy for formal ex¬ 
cision has its motive in the removal of all diseased 
foci and surfaces with the least possible inter¬ 
ference with the integrity of the limb. Its 
occasional failures to effect lasting cure are 
explained by the readiness with which scraps of 
diseased tissue or tuberculous fod in the bone, 
may be left behind; and I anticipate in the future 
a partial return to the older and more searching 
operation. On every point in the treatment we 
derive guidance from the pathology of tubercle; 
and we better understand also the limitation of our 
success. The nature and condition of the disease 
are such as to render at present inevitable frequent 
failure; but even failure is made more tolerable 
when we can trace its cause. The knowledge we 
already possess carries hope also for the future; 
hope that possibly in some combined surgical and 
special treatment we may find means that are more 
successful than the present; and hope of fulfilling 


one day a still higher function than that of curing, 
namely, that of preventing the disease. 

The whole disease picture presented by cancer 
offers so many points of resemblance to that of 
tubercle, that the probability of a parasitic origin 
of it also has at present taken strong possession of 
the minds of pathologists. The occurrence of 
minute organisms of the class of sporozoaria in 
connection with cancer is, I think, held to be 
demonstrated; but any casual relationship between 
them and the disease has not been proved. We 
have as yet nothing beyond the nature of con¬ 
jecture as to the essential cause of cancer; and as 
to many facts of secondary, but still great, im¬ 
portance in the natural history of the disease, we 
have to own that our knowledge is so vague as to 
be little better than ignorance. What can we 
affirm with certainty as to its local contagiousness, 
as to its contagiousness from individual to indi¬ 
vidual, as to its hereditariness, as to its prevalence 
in groups of cases due to endemic influences? 
On these and other points we are able to cite 
fragmentary evidence, but of any cogent array of 
facts which would suffice to definitely settle any 
one of them we are as yet destitute. On one 
point of importance there is agreement and a 
growing readiness to act upon it. Due largely to 
the influence of Mr. Jonathan Hutchinson, a 
precancerous stage of cancer is recognized; and it 
follows from the recognition that surgery ought to 
interfere during this period of suspicion. Another 
point of practical moment is brought out by the 
observations of Dr. Sims Woodhead and Mr. 
Harold Stiles on the channels of lymphatic in¬ 
fection, and referred to by the former in his Morton 
Lecture last year. These observations were made 
on cancer of the breast; and it shows that when¬ 
ever irritative or effete material has to be dealt 
with in large amount a special filtering tissue is 
developed. This, which consists of a growth of 
adenoid material, is formed in the connective tissue 
along the lymph channels, and is produced still 
more strikingly by the transformation of the small 
lobules of fat in the axilla. One of the great dif¬ 
ficulties of dealing with cancerous disease is that 
we have no means of knowing when lymphatic 
infection first takes place. As the lymph cir¬ 
culation is always going on there is no reason 
why infection may not occur in the very earliest 
stage of the primary growth. If we are to trust 
cases of removal of the original cancer with no 
subsequent recurrence—that is, cases of cure—it 
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may never occur at all. We do know that the in¬ 
fection may lie dormant for months or even years 
before it gives any gross indication of its presence. 
In dealing with it, therefore, we are meeting an 
enemy whose first invasion is invisible, and whose 
strength at any time we cannot even guess at; but 
all we know of its nature—both the old knowledge 
and the new—only points to the necessity of free 
removal. It indicates, I think, and my own ex¬ 
perience is strongly in favour of the proceeding, 
the removal of the next group of glands along with 
the primary cancer, whether they show gross en¬ 
largement or not; and when an operation wound 
for excision of the breast and clearing out of the 
axilla can be healed by first intention under one 
dressing, there should be the less objection to ex¬ 
tensive operations for malignant disease if only 
some additional security can be gained. The 
rules then, enjoining early and free removal, and 
their applications also to recurrences, so long as 
these are removable, are the broad principles 
which surgeons accept in dealing with malignant 
disease; they are the results of experience, and 
are confirmed rather than in the first instance 
dictated by scientific knowledge. To no subject 
in the whole range of medicine has there been 
devoted a greater patience in observation, a more 
continuous labour in inquiry than to the subject of 
cancer. The terrible character of the disease, the 
obstinacy with which it has refused to yield up the 
secret of its origin, the unsatisfactory results of its 
treatment, have at once fascinated and stimulated 
inquirers. The hope of now solving the problem 
by demonstrating its parasitic origin has enlisted a 
fresh band of workers whose skill and tenacity in 
their investigations will surely lead to some definite 
result. Our already accumulated knowledge about 
cancer needs only the central fact of what cancer 
is to fall into order and to become productive of 
practical good, and out of a then completed 
pathology we shall hope to forge some weapon of 
attack or defence which shall reduce cancer to the 
list of curable diseases. 

It is infrequent now that from topographical 
anatomy comes any suggestion for a fresh advance 
in surgery. But now and again a corrected mis¬ 
representation or reading of anatomical facts, a 
new point of view or hitherto unthought-of rela¬ 
tionship will lead to a change in surgical practice. 
You will at once think, in illustration, of the rapid 
creation of the surgery of the caecum and appen¬ 
dix, in part under the impetus of the general 


development of abdominal surgery, still more as 
the rational outcome of that corrected view of the 
anatomy of the parts with which we associate the 
name of Mr. Treves. A yet more striking instance 
of a change in procedure, abrupt as a revolution, 
effected from the anatomical standpoint, is the re¬ 
vival in our time of the high operation for stone. 
Until the publication of Garson’s careful observa¬ 
tions on the position of the pelvic organs and on 
the effect produced by their distension on the 
suprapubic interval, lateral lithotomy continued 
to be practised with a success which made it, as 
ovariotomy has since become, the boast of surgery. 
Cheselden, notwithstanding his 85 per cent, of 
recoveries, had abandoned the high operation for 
the still greater success of his method of lateral 
lithotomy; and Cheselden’s operation, virtually 
unmodified, was that still practised. The publi¬ 
cation of Garson’s observations and their introduc¬ 
tion to the notice of surgeons by Petersen and 
Sir H. Thompson, with the practical measures 
based upon them, led to a reversal of Cheseiden’s 
decision, and to the general displacement of lateral 
lithotomy by the high operation. The new facility 
in the performance of the latter afforded by the 
use of the rectal bag along with distension of the 
bladder—again, the bias given by the growing 
interest in abdominal surgery, and the tendency in 
the present day to prefer open operations in which 
the parts dealt with lie well exposed to both hand 
and eye—all these contributed to the rapid adop¬ 
tion of the change. Perhaps fashion, also, is not 
without influence in surgical matters; and it would 
be interesting as well as helpful, after fifteen 
years’ experience of the revival, to learn from 
figures gathered in a sufficiently wide area whether 
the old standard of success has been maintained. 

In thus dealing with the evolution of surgical 
principles and in tracing them, as I have so far 
done, to the three trunk roots of anatomy, physio¬ 
logy, and pathology, I am not unmindful that 
surgery as a practical art must needs get sap for its 
nourishment from whencesoever it can be drawn. 
It has, therefore, rootlets into every branch of 
physical science; and there is, moreover, a large 
body of surgical principles which spring almost 
purely from observation and experience—not ex¬ 
periment, so far as English surgery is concerned, 
for that source of knowledge has been so hedged 
round with obstacles as to be nearly valueless. In 
this sense of principles derived from experience we 
use the words as implying not a fundamental fact 
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in science on which action is based, but a rule of 
action adopted because it has been found, or 
thought to be, the best, and stamped with the 
authority of general acceptance. Necessarily, such 
rules are apt to vary, but for the most part, as time 
goes on, they find their justification in some sub¬ 
sequently proved fact in diagnosis or pathology. 
The phrase “ canons in surgery,” used long ago by 
John Bell and revived a few years ago by Mr. 
Hutchinson, very aptly covers these rules of ex¬ 
perience. Their character and mode of formation 
will be best shown by an example. The question 
of amputation in senile and diabetic gangrene of 
the foot seems to be in course of settlement in 
favour of operation. The condition is almost 
certainly fatal, and is fatal often after a period of 
lingering and intense suffering. As a measure for 
its relief or for the saving of life, amputation has 
almost uniformly failed when it has been done in 
the lower part of the leg. The gangrene seizes 
upon the flaps, and if the limb is reamputated 
higher up, the stump is again attacked. But it 
has been found that if the leg be taken off in the 
first instance above the knee, a fair proportion of 
cases recover. About one half, according to the 
most recently collected figures, have been success¬ 
ful, and in condition so hopeless and usually so 
painful, such a result is better than the certain 
issue of non-interference. Let me enforce the 
point, and at the same time refer to an interesting 
pathological fact which, in some instances at least, 
provides its explanation by quoting a case. A 
man, aet. 56, had spreading gangrene of the toes, 
with severe and constant suffering. The circula¬ 
tion of the whole foot was very imperfect No 
pulsation of the posterior tibial was to be felt, but 
that of the popliteal was distinct The leg was 
amputated immediately below the knee, and re¬ 
covery was marred by slight sloughing of the flap 
edges and a good deal of pain in the stump. In 
the end the case did well; The artery, which had 
been severed high in the popliteal space, presented 
an interesting condition. Due to chronic arteritis, 
and not atheroma, there was thickening of the 
coats to the extent of complete occlusion of the 
posterior tibial behind the malleolus. A thrombus 
nearly filled the artery in the calf, and above the 
bifurcation of the popliteal there was a great 
narrowing of the vessel. This narrowing close to 
the bifurcation has been noted in similar cases. It 
is an old observation that tendency to degeneration 
in consequence of strain is greatest close to an 


arterial bifurcation; and the frequent occurrence 
of serious narrowing at the point referred to ex¬ 
plains in a proportion of cases the ill success of 
amputations through the leg for gangrene. The 
happily limited sloughing and protracted recovery 
of my patient teach—as the consequence of breach 
of rule ought to do—the advantages of obedience; 
and I leave the case as testimony, so far as it goes, 
in favour of the establishment of a surgical canon, 
to this effect: In spreading gangrene of the foot, 
amputate through the thigh. 

An old and familiar surgical canon, formulated 
by our predecessors as the result of experience, 
enjoined on the surgeon the duty of operating, 

" when in doubt,” in all cases of hernia. We 
greatly need the guidance of some equally definite 
rule in cases of internal obstruction. Upon the 
question of operation surgeons are, if not divided 
into two parties, at least biassed in contrary direct 
tions. Some would operate in all cases of complete 
obstruction so soon as they have the opportunity ; 
others would try other measures, see what Nature 
will do, and operate as a last resource. And strong 
arguments are to be found on either side. The 
surgeon who would always operate, and had always 
an early opportunity of doing so, would unques¬ 
tionably achieve the best results possible, although 
he would operate on a certain proportion of cases 
that could spontaneously recover. But, unfor¬ 
tunately, no one is brought in contact with even 
the majority of his cases in an early stage. And 
hence arises the force of the contrary arguments. 
The circumstances which militate against the sucn 
cess of operation for internal obstruction in the 
fully established or later stages of the complaint 
are twofold. In the first place, in nearly all cases, 
secondary changes speedily ensue, which hinder 
the search for the obstructing cause, and which 
may nullify attempts at its removal. And in the 
second place the patient often passes, it may be, 
at an early period, into a condition mainly due to, 
poisoned blood, in which he trembles on the brink 
of collapse, and in which operation is badly borne. 
Add to these the fact that a not inconsiderable 
number of cases, even when there is stercoraceous k 
vomiting, do recover, whose chance of recovery 
would disappear under the shock of an operation; 
and we have what I think is a fair statement of the 
reasoning against operating in all cases. Where 
are we to look for guidance ? Mainly, the ques¬ 
tion must be settled by experience; it is a case to 
which the maxim “ Solvitur ambulando ” applies; 
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and I think experience will aid by bringing to us 
the ability better to discriminate between the 
different causes producing obstruction, and to 
appreciate the prognosis to be attached to each. 
In a syllabus of intestinal surgery recently pub¬ 
lished, a list of eleven different causes of intestinal 
obstruction is tabulated. When we have learned 
more accurately to distinguish between these at the 
bedside, we shall be much nearer to the acknow¬ 
ledgment of a surgical canon or rule to guide our 
interference. 

I shall trespass on your attention with one more 
surgical canon, but it is one whose propriety is so 
obvious—nay, whose observance is so imperative 
—that it ought to need no enforcing. The mag¬ 
nitude of many modern operations carrying surgical 
interference to the verge of what the human body 
can sustain, makes it more and more incumbent 
on the surgeon to avoid, or as far as possible to 
minimize, shock. And yet I doubt if this import¬ 
ant duty receives generally the systematic attention 
it deserves. We do not know the exact pathology 
of the condition; probably several different con¬ 
ditions are included under the name; but we are 
very familiar with its symptoms. We know that 
the patient becomes cold, that the heart’s action is 
depressed, and that all the nervous functions are 
lowered. We know also that it is induced or 
aggravated by prolonged operation, by chilling of 
the surface, by haemorrhage, whether this take 
place rapidly or by continuous oozing in small 
quantity for a long time. 1 should like to add 
also that the giving of Chloroform on successive 
days lowers the patient’s resisting power. All this 
supplies hints enough for its prevention and treat¬ 
ment. Something can be done in anticipation of 
the operation in the way of propping both the 
physical and moral courage of the patient. Much 
can be done after the operation in rallying from 
the condition; and I have believed that a very 
small, stimulating, hypodermic dose of Morphine 
has proved then of greater use than the same 
measure employed as a prophylactic. Transfusion 
with normal saline has so wonderful a power of 
rallying from shock, though so far as my experience 
goes, its good effect has been disappointingly 
transitory, that its use will not now be neglected. 
But most is in our power in the way of prevention 
by guarding our patients against all those causes 
which produce shock or aggravate it; and there¬ 
fore the surgical canon which in this matter claims 
not formal acknowledgment but systematic observ¬ 


ance is—avoid, or as far as possible minimize, 
shock. 

But time, and the fear lest I should exhaust 
your courteous patience, warn me to conclude. In 
the survey I have given I have had before me the 
wish to illustrate the growth of surgical principles, 
and the necessary linking between these and prac¬ 
tice. In fearing that much that I have brought 
before you must have seemed elementary and 
commonplace, I am conscious that the fault has 
not lain in the choice but in the handling of my 
subject No inquiry into the manner in which 
knowledge is acquired, or is turned to practical 
account, ought to be without interest or helpful¬ 
ness. And, for the most part, we are so engrossed 
with practical details, knowing how much in sur¬ 
gery depends on these, that we have little time and 
thought to spare for scientific principles. We may, 
therefore, profitably remind ourselves that our art 
is better just in proportion as our science is 
broader; that for true progress the two must go 
forward abreast; and that, though great things 
have been accomplished in our time, much more 
remains to be done. 


A LECTURE ON 

SLOW DILATATION OF 
THE CERVIX UTERI IN LABOUR. 

Delivered at the London Hospital by 
G. ERNEST HERMAN, M.B. Lond., F.R.C.P., 
Obstetric Physician to the Hospital, and Lecturer 
on Midwifery. 


Slow dilatation of the cervix uteri in labour is 
often said to be due to rigidity of the os uteri 
Two kinds of rigidity are described, or implied, 
in most text-books. One is rigidity from disease 
recognizable independently of labour, such as 
cancer, fibroids, scar tissue, etc. Such cases are 
rare. 'The other is rigidity of a cervix which is 
healthy, but presents resistance to dilatation which 
is unusual, and supposed to be abnormal These 
cases are very rare, if they exist at all, but in the 
experience of unskilful accoucheurs are very com¬ 
mon. When a healthy cervix does not dilate 
properly it is because the natural dilating force is 
absent A healthy cervix will always dilate when 
the bag of membranes is driven into it: and the 
rate of its dilatation depends mainly upon the 
force and frequency with which this natural dilator 
is pressed into it. 

There are conditions which make the cervix 
slow in dilating. What, then, are the causes of 
slow dilatation of the cervix l 

i. Premature delivery ,—During the last few 
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days of pregnancy the circular fibres round the 
internal os are inhibited: and the longitudinal 
fibres, during the painless uterine contractions of 
pregnancy, pull open the internal os. so that the 
cavity of the cervix becomes a part of the uterine 
cavity. This is the preparatory stage of labour. 
Sometimes the internal os is expanded, and the 
membranes rest on the os externum, as early as 
the seventh month of pregnancy: but this is 
not the rule. It is generally supposed that this 
preparatory stage takes place during the last fort- 
sight of pregnancy, but we have no exact know¬ 
ledge either as to the frequency of variations from 
this date or the conditions on which such variations 
depend. Exact knowledge could only be got by 
frequent vaginal examination throughout pregnancy, 
and this is impracticable. Now, premature labour 
may come on or be induced before this preparatory 
stage is completed, or even begun. If this be so, 
the dilatation of the cervix will be slow. The bag 
of membranes, instead of having to stretch open 
the external os only, has to dilate first the internal 
os, then the external. Therefore a slow first stage 
is natural in premature labour. 

2. Premature rupture of the membranes .—This 
is the great cause of slow dilatation of the os uteri 
in labour at term. No part of the child can come 
down into the os while it is small, like the bag of 
membranes does. This is a purely mechanical dis¬ 
advantage, from the dilating agent being an imper¬ 
fect one. The larger the os is when the membranes 
rupture the less this disadvantage. There is also 
a physiological disadvantage. The bag of mem¬ 
branes pressing into the os stimulates by reflex 
action the body of the uterus. When the bag 
bursts too soon and the presenting part does not 
press into the os, this stimulant is wanting, and the 
pains are consequently few and feeble. 

Suppose now that this misfortune has happened, 
how should the case be treated ? 

Treatment .—If the child be presenting with the 
head or breech, watch the effect of some pains. 
If the presenting part comes well down into the 
pelvis during a pain, so that it puts the cervix on 
the stretch, and can be pushed up between the 
pains, although the dilatation will be slow (not 
because the cervix is rigid, but because the dilator 
is a bad one), yet it will be better to leave the 
process to Nature. Direct your treatment to main¬ 
taining the patient's nerve force by food and sleep. 
If the pains are strong and frequent, see that the 
patient takes plenty of food. If they are weak 
and infrequent, support her strength by food in 
the daytime, and at night (or in the daytime if she 
be sleepy), give her Chloral, or Opium, or both, so 
that she may sleep, and her nerve force be re¬ 
cuperated. As she is probably anxious and in 
pain, she will need a larger dose than usual. 
Tr. Opii 3ss may be given, or Chloral gr.xl: 
or Tr. Opii ll^xxv with Chloral 3ss. Chloral has 


a remarkable effect in favouring dilatation of the 
cervix; but whether it should be called a specific 
effect, or whether its action on the cervix is only 
through its influence in calming the nervous 
system, and thus restoring nerve force, is not quite 
certain. There is no doubt of its value. 

3. The presenting part cannot enter the brim .— 
Premature rupture of the membranes often happens 
because the presenting part does not fill the os 
uteri, and shut off the “fore waters” from the 
general intra-uterine pressure. In such a case 
after rupture of the membranes the presenting part 
does not come into the os uteri to dilate it. This 
may happen either from transverse presentation, 
from contraction of the pelvic brim, or from ex¬ 
cessive size of the child Premature rupture of 
membranes therefore, if rightly understood, may 
be a useful warning of trouble ahead. If the case 
be let alone, the uterine muscle will in time pull 
open the cervix. But it will take a long time 
about it, and there will be danger, if the head is 
above the brim, of the cervix getting nipped 
between the head and the pelvic brim, and so 
prevented from rising. 

In cases of this kind, as soon as it is clear that the 
presenting part is not descending into the cervix to 
stretch it open, the best practice is to supply the 
place of the natural dilator by an artificial one. 

Your choice of a dilator must depend upon 
circumstances. Although the cervix is not dilated, 
it may be dilatable. The larger the os, the thinner 
and softer its margin, the more likely it is that 
full dilatation will be quickly brought about by a 
dilating force. This condition is the only one in 
which delivery before full dilatation of the cervix 
is good treatment. If then, the os uteri is big 
enough to admit four fingers, and its thinness and 
sof nrss, together with the fact that the presenting 
pari does not put it in the stretch during a pain, 
lead you to infer that the absence of a dilator is 
the only thing at fault, examine carefully the position 
of the child. If the vertex is presenting and the 
equator of the head not high above the brim, put 
on forceps. If the child is transverse, or present¬ 
ing with the breech, or the head in an unfavourable 
position, such as a face or brow presentation, bring 
down a foot. If the equator of the head is high 
above the brim, and the pelvic brim is so con¬ 
tracted that you judge that a living child cannot be 
born, perforate. If the os will admit one or two 
fingers, but not more, dilate it with Champetier’s 
bag, and then deliver by forceps, turning, or 
craniotomy as the conditions present indicate. 

Slow dilatation may be due to (4) Primary 
uterine inertia , or weakness of pains. Slow ex¬ 
pansion of a healthy cervix, the membranes being 
entire, is simply due to weakness of the pains. It 
requires no treatment but patience, and “>ss of 
Chloral not oftener than once in four hours. No 
harm whatever (except fatigue) can result from 
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prolongation of the first stage of labour with the 
membranes intact. 

Sometimes the pains in the first stage of labour 
are very frequent and very painful, but of short 
duration and producing little effect. I think it 
probable that pains of this kind may be the 
beginning of the “ premature uterine retraction ” 
described by Litzmann and Matthews Duncan. 
But, as I have found treatment effective. I have 
not seen the one condition pass into the other, 
and my opinion is nothing but a conjecture. I 
have seen this state of things altered in a 
wonderful way by Antipyrin. Ten grains given 
every two hours will lessen the suffering and 
convert short frequent weak pains into prolonged 
effective pains at longer intervals. This drug has 
no influence on normal labour. 

5. Influence of Age .—The soft parts stretch better 
in young subjects than in old. Hence in women 
who begin to have children late in life the cervix 
takes longer to dilate, and hence the first stage of 
labour is longer in such patients. The soft parts at 
the floor of the pelvis do not stretch so easily, and 
therefore the second stage of labour takes longer, 
and rupture of the perineum is commoner. 
Delay in labour from this cause should only be 
treated by patience and support of the patient’s 
strength by food and sleep. Although statistics* 
show that there is a difference between young and 
old primiparae in the duration of labour, yet this 
difference is not very great, and is not altogether 
due to the state of the soft parts. Contracted 
pelvis and its consequences are more frequent 
among older patients, for the simple reason that 
patients with deformity or defect in development 
are usually later in marrying than the well-built. 

The foregoing are the causes which we know 
produce slow dilatation of a healthy cervix. The 
diseases which prevent dilatation are so rare that 
what we know about the best way of treating them 
can be briefly stated. 

Scar tissue .—Part of the tissue of the cervix 
may be replaced by scar tissue from amputation of 
the cervix, or from cauterization, or destruction of 
tissue in some other way. Scar tissue dilates badly. 
In such a case make numerous small incisions, 
radiating from the os as a centre. Use either 
scissors or a probe-pointed bistoury. In the latter 
case wrap plaster round all but the terminal inch 
of the cutting edge, so that you may be sure of 
only cutting the part you want to cut. 

Dr. Roper has observed labour with the elonga¬ 
tion of the cervix that accompanies the second 
stage of prolapse; and it was long. But we have 
not a sufficient number of cases recorded to show 
whether the long labour was due to the state of 
the cervix or to conditions peculiar to individual 
cases. Caesarian section has been done for ob- 
structed labour from this cause; but I do no t 
• See Erdmann, Arch, fur Gyn. Band xxxix. 


think this ought to be done again. The know¬ 
ledge we have of this condition goes to show that 
the cervix will dilate, even if slowly. 

Pregnancy may take place with cancer . When 
cancer of the cervix causes hindrance to delivery, 
the disease is so advanced that there is no difficulty 
about the diagnosis. The cervix is thickened, from 
the new growth ; and the new growth is one which 
breaks down, so that its surface is ulcerated and 
irregular. Cancer so early that diagnosis is diffi¬ 
cult, does not hinder dilatation. The course of 
the first stage of labour depends on the hardness 
or softness of the growth. If the cancer be soft, 
easily breaking down, the cervix will dilate as fast 
as a healthy cervix. If it be hard, even though 
limited to a part of the cervix, it will greatly hinder 
dilatation. Here the obstacle to dilatation is 
really in the cervix. If the natural bag of mem¬ 
branes will not dilate the cervix, it is no use using 
an artificial fluid dilator. Take a probe-pointed 
bistoury, guarded as described above, and make 
numerous small incisions in a direction radiating 
from the centre of the os, through the diseased 
part. If there are good pains, the bag of waters 
will finish dilatation. 

If by incisions, the cervix is enlarged to four-fifths 
of its full dilatation, aid the uterine efforts by 
forceps. If, notwithstanding incision, the os does 
not yield; or if the cancerous mass is so big that 
its mere bulk, irrespective of dilatation, obstructs 
delivery, the choice lies between craniotomy and 
Caesarian section. If craniotomy is done, the child 
is sacrificed. The mother is certain to die, pro¬ 
bably at latest within a few months; and in the 
crushing and extraction of the child, the obstruct¬ 
ing mass is sure to be bruised and tom, and may 
in consequence get inflamed or gangrenous, and 
thus lead to the mother’s more speedy death. 
Taking all these things into consideration, it is 
better, when cancer of the cervix forms a mass 
large and hard enough to obstruct the birth of a 
living child, to perform Caesarian section, which 
will save the child, and leave the cancerous tissue 
uninjured. The risk to the mother from the two 
operations is about the same. 

If the cervix is movable, and the cancer is of 
the vaginal portion, it should be removed. The 
complete removal of the cervix during labour is 
impracticable. But as much of the cancer as im¬ 
pedes the dilatation should be cut away, and then 
the membranes ruptured, so that the head may 
come down upon the bleeding part and stop the 
haemorrhage. The bleeding from cutting away a 
lump of cancer is seldom formidable. Then after 
delivery, if the uterus continues movable, the 
cervix should be completely removed as soon as 
the involution of the pelvic vessels has so far ad¬ 
vanced that great haemorrhage during the operation 
need not be feared. In about a fortnight involu¬ 
tion will have advanced to this degree. 
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ON THE 

VARIETIES AND TREATMENT OF 
DIARRHCEA IN CHILDREN. 


BY 

A. ERNEST SANSOM, M.D. Lond., F.R.O.P., 
Physician to the London Hospital, Consulting Physician 
to the North Eastern Hospital for Children. 


Various authors have made different classifica¬ 
tions of infantile diarrhoea. Some have attempted 
to differentiate clinically the simple from the 
inflammatory form : this, however, is often impos¬ 
sible. Others have adopted a pathological classi¬ 
fication, dividing intestinal catarrh from entero¬ 
colitis, or infantile dysentery ; in such classification, 
however, during life there are many opportunities 
of fallacy. I do not say that any system of 
classification is free from objection, but that which 
I shall suggest as the best for a practical under¬ 
standing and treatment of the affection, is based on 
what I consider to be its etiology. I shall 
consider 

I. Athrepsic diarrhoea, or the diarrhoea of mal¬ 
nutrition. 

II. Nervous diarrhoea, 

III. Verminous diarrhoea, 

IV. Epidemic diarrhoea. 

We shall agree that the symptom is often the 
result of a combination of causes, and therefore 
may be classed under more than one of these 
varieties. 

I. Athrepsic diarrhoea, or the diarrhoea of mal¬ 
nutrition. This may be induced in two modes. 
It may be directly the result of improper food; 
as by the presence of starch granules in the 
intestinal tract of an infant that has not yet 
acquired the power of digesting farinaceous food. 
In this case it is obvious that the irritant cause 
provokes the outpour of mucous secretion into the 
intestinal canal. How irritant the fluid thus 
poured out from the intestinal surface may be, is 
demonstrated by its extreme acidity as well as by 
its excoriating effect upon the skin near the anus, 
Von. II., No. 18 . 


with which it comes in contact. In these cases it 
is not difficult to understand that the excited 
peristalsis is the direct effect of the irritation of 
the mucous surface of the bowel. In other cases 
there may be no evidence of direct irritation, but 
the increased peristalsis is the outcome of the 
general disturbance of the processes of digestion: 
we find it arise and subside at intervals in the 
course of wasting disorder, and cease altogether 
when nutrition is fairly restored. The use of the 
thermometer is a most important means of dif¬ 
ferential diagnosis, for in this form of diarrhoea 
the temperature is not elevated, but usually sub¬ 
normal. 

The treatment suitable for this variety of diarrhoea 
should proceed in two channels; treatment of the 
wasting disease on which the symptom depends, 
and the treatment adopted proximately to arrest 
the symptom. A treatment adapted to restore a 
proper nutrition is, in some cases, all that is 
necessary in order to abolish the diarrhoea. In 
others we must adopt medicinal means to arrest 
the intestinal flux; and in some we may have to 
use special nutritive methods. 

The most important points which I can suggest 
for the successful treatment of this form of 
diarrhoea are (1) that, as a general rule, judiciously 
selected aperients are far better than astringents; 
at any rate at the early stages; (2) that medi¬ 
cines containing Opium should be entirely avoided ; 
(3) that warm applications should be kept over 
the abdomen. You will recognize when a case of 
diarrhoea comes first under your notice that it is a 
reasonable proceeding to cause the expulsion of 
irritating undigested aliment and foreign material, 
of acid secretions, and of vitiated mucus; only 
you should choose such medicinal means as do 
not leave after their preliminary action an irritable 
state of bowel, but the contrary. You have such 
aperients in Castor Oil and in Rhubarb. The 
Castor Oil is best administered as an emulsion, 
according to the following formula:— 


R 


M. 


Castor Oil . l^v 

Simple Syrup. n\xv 

Mucilage of Acacia ... TT^xv 

Peppermint Water to f 3 j 
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Or the alkaline mixture of Rhubarb, as the follow¬ 
ing, may be employed:— 

R Powdered Rhubarb ... gr.ij 
Bicarbonate of Soda ... gr.ij 
Aromatic Spirit of Am¬ 
monia . TT^iij 

Distilled Water to fXj 
M. 

I have found more relief follow the administra¬ 
tion of one or other of these mixtures than from 
any other drug, in the treatment of the diarrhoea of 
wasting infants. In some cases, especially where 
the evacuations are very watery, Ipecacuanha may 
be given with much advantage. It is not neces¬ 
sary to push this to the production of emesis; 
three or four minims of the Vinum Ipecacuanhas, 
or a quarter grain of the powdered drug, may be 
administered every three or four hours. 

With suitable dietetic care this simple medicinal 
treatment is sufficient in a large majority of cases. 
In a minority it is advisable, after a preliminary 
aperient, such as I have mentioned, to give a 
course of astringents. The most suitable are 
Tannic and Gallic Acids, or the more complex 
vegetable products which contain them, notably 
Logwood and Catechu. They are more efficient, in 
my opinion, when combined with Chalk or Bis¬ 
muth. The Subnitrate of Bismuth may be given in 
doses of five grains and upwards to an infant under 
a year old; it has a mechanically sedative effect 
upon the mucous surfaces, analagous to that it 
exercises on excoriated surfaces upon the exterior. 
It has been recommended to administer dilute 
Sulphuric Acid as an astringent in these cases, but 
I have no favourable experience of it. Opium in 
various forms has been used and recommended 
for ages. I can only reiterate the advice I have 
given you. Formerly I employed it frequently, 
now never. I believe it to be not only a very 
dangerous drug, even in minute doses, to infants, 
but I consider that, even when it is attended with 
no symptoms of danger, it militates against the due 
performance of the functions of digestion which it 
is our chief aim to promote. If you follow ray 
advice you will never administer Opium in the 
treatment of the diarrhoea of wasting infants and 
young children. 

We will now consider the special modifications 
of dietary which* may be necessary in the treat¬ 
ment of the diarrhoea of malnutrition. In some 
cases of infants at the breast it is absolutely 
necessary to change the breast milk because 


diarrhoea is brought on whenever the mother 
attempts to suckle her infant. Then a wet nurse 
must be procured, or if this is impossible, a 
carefully appointed animal-milk diet, according to 
the rules laid down, must be adopted, care being 
taken that the milk is alkalinized, and its curd 
rendered soft and digestible, by the addition of 
lime-water. If none of the procurable varieties 
of milk agree, that is, if diarrhoea persist, and 
undigested casein is seen in the motions, meat- 
juice may be administered for a few days. Then 
a cautious approach to the normal milk diet 
should be made; peptonized milk may be given 
once or twice in the day, the other meals being of 
the beef-juice. Or to weak alkalinized milk (one 
of milk to five or six of pure water), the meat-juice 
may be added. One rule I would strongly enforce 
—do not give starch-containing food in any form 
whatever. In a very large proportion of your 
cases of diarrhoea in infants you will find that 
farinaceous food has already been given, and it is 
one of your most important means of treatment to 
ensure the absence of this irritating material from 
the alimentary canal. Even when the infant has 
arrived at the age when you can normally allow 
farinaceous food to be part of the dietary, if 
diarrhoea occurs , cut off the starch for a time. In 
such cases let the milk, or the diluted milk, be 
thickened by the addition of a jelly made from 
gelatine or isinglass; concurrently you may ad¬ 
minister the meat-juice. Supposing the wasting 
child to be about the age for weaning, and 
diarrhoea to persist, raw meat reduced to a pulp, 
according to the plan advocated by Prof. Weisse, 
of St. Petersburg, may be administered instead of 
meat-juice. To prepare this the lean of raw beef 
or mutton is very finely shred, pounded in a 
mortar, and then squeezed through a fine sieve or 
piece of muslin. That which passes through the 
meshes is, of course, a pulp, the particles consti¬ 
tuting which are very minute. This pulp may be 
administered to the young child at first in tea¬ 
spoonful doses every three or four hours. After a 
time the quantity administered may be gradually 
increased, so that the total amount taken may be 
from two to three ounces. This pulp is generally 
taken without any repugnance by children about a 
year old; when the child is a little older, and has 
acquired the taste for cooked meat, it is not so 
readily taken, then it may be administered readily 
if a little currant jelly is mixed with it. To over¬ 
come the repugnance or the scruples of those 
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who prepare it, you may order that a thick slice of 
lean meat be held before a brisk fire for a minute 
or two, so that the surface is browned Then the 
pulp may be prepared in the manner before 
described; the interior of the meat preserves its 
raw condition. It is undoubted that this plan has 
been of extreme value in severe and obstinate 
cases of diarrhoea. 

In certain cases of diarrhoea coming under this 
division the food is said by those who attend to the 
child, “ to run through him just as he takes it.” In 
the case of the infant on milk diet the stools are 
seen to contain casein abundantly mixed with 
mucus; in the infant of a later age each meal is 
followed by an evacuation, often attended with 
pain, and inspection reveals that the materials taken 
into the stomach are voided unchanged. In this 
variety, which has been called lienteric diarrhoea, 
the preliminary aperient is to be avoided: the 
great object should be to induce digestion. In the 
case of the milk-fed infant let the milk be pepto¬ 
nized ; this may be mixed with raw beef juice. In 
a child who has commenced solid food one of the 
preparations of Pepsine (equivalent to one to two 
grains of the ferment) may be administered with 
the meal, which must be free from all substances 
difficult of digestion. In such cases the raw-beef 
treatment is also vety efficacious. Five grain doses 
of Subnitrate of Bismuth are also useful. 

In all the cases of diarrhoea in this category 
warmth is a very important adjunct to treatment. 
In cases where the diarrhoea is severe, and the 
extremities are chilled, a warm bath should be at 
once given; afterwards hot flannel or cotton-wool 
should be applied to the abdomen. In an infant 
at all prone to diarrhoea it is well that a flannel 
bandage be worn round the abdomen, and more 
than usual care be taken to keep the extremities 
well covered. 

In certain of the cases the diarrhoea is protracted 
because of an irritable condition of the rectum. I 
have already counselled you to inspect the anus 
carefully. The late M. Parrot said : “ It has often 
happened that when I have introduced into the 
rectum the bulb of a thermometer a passage has 
been thus opened for the faecal matters, and the 
cries and agitation of an infant have at once 
ceased. This ought to make one reflect that the 
evacuations are often retained in infants by a 
spasmodic action of the anal sphincter, and that 
one would bring about relief by affording them a 
free exit; such as can be done effectually by the 


introduction into the anus of a little suppository of 
cocoa-butter or of soap.” I can confirm this 
observation, and add that many cases of diarrhoea 
may be considerably shortened by soothing mea¬ 
sures applied to the rectum. I object to Opiate 
suppositories and enemata, but (in opposition to 
M. Parrot) I find much benefit from small (half 
ounce to ounce) bland enemata. The best of all 
are, in my opinion, small enemata of Cod Liver Oil 
and milk. 

II. We turn now to the second of the divisions 
which I have suggested —Nervous diarrhoea —that 
is, a diarrhoea induced by causes operating upon 
the nervous system. It is known that a sudden 
fright or shock may directly and almost immediately 
bring on diarrhoea in an infant or young child. 
Surgeons have such experience when they perform 
minor operations without Chloroform. The open¬ 
ing of an abscess, for example, may be immediately 
followed by relaxation of the sphincter ani, and 
often at the same time relaxation of the sphincter 
vesicae and expulsion of urine; the diarrhoea 
may continue for a considerable period. A sudden 
exposure to cold may produce a like effect, and 
diarrhoea is frequently an initial symptom of a 
severe catarrh. In such case it is probable that the 
influence operates through the sympathetic system, 
the vaso-motor nerves, the vessels of the intestinal 
mucous membrane being disturbed, and the normal 
peristalsis quickened. 

Exposure to heat, especially heat to the head, 
may produce a like result. In cases of coup de 
soleil, diarrhoea is a common and early symptom. 
The disorder is very prevalent during hot weather; 
indeed, the height of the thermometer and the 
prevalence of diarrhoea are remarkably in accord. 
A relation subsists between the eruption of the 
teeth and diarrhoea. The hot, tumid gum, the 
evident discomfort of the child, as well as the 
generally excitable condition, all tell of a disturb¬ 
ance of the central nervous system at this period of 
a child’s life, and it is only reasonable to look upon 
such disturbance as a factor in the production of the 
irritable condition of bowels. “Whatever,” says 
Dr. B. G. Morison, “may be held to be the 
primary cause of diarrhoea, its pathology consists 
in a morbid excess of reflex action, and this is 
particularly evident in teething cases. There is no 
want of proof that the fifth nerve has free com¬ 
munication with the vaso-motor ganglia of the 
sympathetic. This is clear from the suppurative 
ophthalmia which follows division of the fifth 
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nerve, and the widespread vascular dilatation which 
results from its irritation, even if we leave out of 
account the propinquity of its ganglia in the cere¬ 
bellum, pons varolii, and medulla oblongata, to 
the vaso-motor centres in the brain, and say 
nothing of the results of experiments on the 
subject. Probably the first effect of such irritation 
on the blood vessels is spasmodic contraction, or 
the analogy of other reflexes ; and this is followed, 
sooner or later, by paresis. Eulenberg and 
Guttman, while holding the view just stated as to 
paresis from over-action (“ Physiology and Patho¬ 
logy of the Sympathetic System,” p. 90), are dis¬ 
posed to place the vaso-motor centre for the 
intestine higher than the medulla, the seat of the 
chief vaso-motor centre. They say (ibid., p. 37), 
“The centre for the vaso-motor nerves of the 
intestine appears to be in the brain. We have 
frequently noticed the occurrence of haemorrhagic 
diarrhoea in dogs after injury to different parts of the 
cerebellum. I have mentioned the fact that slight 
haemorrhage is common in teething diarrhoea.” 

The treatment of nervous diarrhoea must vary 
according to its probable first cause. If, for in¬ 
stance, it is distinctly associated with chill, the 
warm bath followed by warm applications to the 
surface, may be an important curative measure, 
relieving the congestion of the mucous membrane 
of the gastro-intestinal tract, and perhaps inducing 
a salutary diaphoresis. On the other hand, if the 
probable first cause be exposure to heat, cold 
applications to the surface are most valuable. As 
to the nature and degree of these the thermometer 
is the most valuable guide. If there be heat of 
head, with a temperature elevated only a degree or 
two above the normal, cold compresses and bathing 
to the head may be sufficient. If the temperature 
be 104° F., the body, chest, and abdomen should 
be packed, />., enveloped in towels or napkins 
wrung out in cold water, and renewed every two 
hours while the temperature continues to be high. 

As regards medicinal treatment, I have found 
Bromide of Potassium, Sodium, or Ammonium, in 
two to four grain doses, sometimes combined with 
Chloral Hydrate (gr.ss to gr.ij) very valuable. 
(Care must be taken not to give the Chloral at too 
frequent intervals. At first the dose may be re¬ 
peated every four hours, but when a hypnotic 
effect is once produced it should be omitted or 
given only once occasionally.) With these Chalk 
or Bismuth may be given. These sedatives are 
extremely useful in the diarrhoea accompanying 


dentition. Local treatment of the inflamed gum 
is a small matter, but one of great importance. 
Nothing is better than pure Glycerine, with which 
the nurse should rub the gum very frequently. 
Incision with the gum-lancet is reserved by me for 
very rare cases. 

Before we begin to consider the next variety of 
diarrhoea in our etiological classification I want you 
to bear in mind that the two varieties we have 
already considered are often combined. There are 
mixed cases. The wasting infant, subject to occa¬ 
sional periods of diarrhoea, due to the mere dis¬ 
turbance of the harmony of digestion, becomes 
exposed to heat, to cold, or some influence operating 
upon its nervous system, or it begins to cut a tooth. 
In this compound manner, many of the prevalent 
forms of diarrhoea, especially those of the hot 
months, may be explained. 

We will now turn to the third variety of diarrhoea 
in our classification. 

III. Verminous Diarrhoea . I would strongly 
urge upon you, whenever a case of diarrhoea in an 
infant or young child comes before you, to insist 
on inspecting the perinaeum. You are thus able 
to observe whether any cutaneous irritation exists 
in this situation, and what is the nature of such 
manifestation. In some cases you will see clefts 
and fissures at the verge of the anus, which not 
only cause suffering, but may be the actual 
determining cause of the diarrhoea. In these the 
application of Vaseline Ointment, or the introduc¬ 
tion of suppositories containing Oxide of Zinc or 
Bismuth, may arrest the symptoms when treatment 
by medicines administered by way of the stomach 
is futile. In many of these cases, the excoriations 
about the anus are, in my opinion, the direct effect 
of the presence of thread-worms and their ova. I 
go much farther than this, and say that the ex¬ 
tensive ulceration sometimes observed in the 
rectum associated with chronic diarrhoea is really 
due to the thread-worms that some people think so 
harmless. Occasionally you will have a direct 
evidence of the presence of thread-worms, for you 
may observe them gyrating at the borders of the 
anus. 

When you observe fissures and ulcerations 
about the anus in a case which the evidence does 
not show to be syphilitic, suspect thread-worms. 
If there be diarrhoea let local treatment be your 
first concern. Supposing that wasting be a feature 
I advise you to cause small Cod Liver Oil and milk 
enemata to be administered. Astringents given by 
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the mouth are useless, but the Rhubarb mixtures 
advised for athrepsic diarrhoea are useful. In¬ 
culcate scrupulous cleanliness of body. 

We have now considered three forms of 
diarrhoea in infancy. These, in any case, may be 
distinct, or they may be mixed. Causes operating 
on the nervous system may co-operate with causes 
of malnutrition; the presence of worms may co¬ 
operate with either or with both. 

IV. We now come to the consideration of 
Epidemic diarrhoea . We know that certain zymotic 
influences can induce diarrhoea. An intestinal 
flux is often an initial symptom of a disease of 
infection, but this may now correctly be classed 
for the most part under nervous diarrhoea, for the 
influence is not directly upon the gastro-intestinal 
tract, but indirectly through the nervous system. 
Again, diarrhoea may be the legacy of an infectious 
disease—as in the case of measles, where no doubt 
it is the result of the conditions of irritation of 
mucous membranes, respiratory as well as gastro¬ 
intestinal, which the poison of rubeola has brought 
about. The zymotic influence may, however, be 
more direct, as in the case of typhoid. I consider 
that in some cases typhoid fever in very young 
children is not to be differentiated from a form of 
diarrhoea attended with high temperature. I have 
known instances in which diarrhoea has been the 
only obvious symptom from beginning to end, 
and we should never have suspected a possible 
infection if it had not been that almost every 
member of the family inhabiting the house, whence 
the children came, had been down with undoubted 
enteric fever. 

And now it may be asked, Is the summer 
diarrhoea which falls upon communities as an 
epidemic, in a true sense, a zymotic disease ? I 
have already given my opinion that the influence 
of high temperature alone, or the influences of 
high temperature and malnutrition combined, are 
adequate to explain the clinical phenomena of 
diarrhoea. But are these adequate to explain the 
definite post-mortem signs which are observed in 
the entero-colitis which are manifest in many of 
the cases of summer diarrhoea ? At first sight it 
might appear that these are more likely to be 
produced by a definite disease poison. On the 
other hand, however, we have evidence that the 
hypertrophy of the solitary glands and the outpour 
into the intestinal canal of vitiated secretions are 
possible of production by the mere conditions of 
disturbed nutrition. We find these signs in the 


bodies of children who have succumbed to wasting 
disorder. Moreover, the little spots of ulceration 
observed in the intestines are very closely similar 
to the aphthous spots in the mouth, which we do 
not ascribe to zymotic agencies. Then there are 
other factors which, with great probability, may 
operate in conditions of high temperature, viz., a 
putrefactive change in the articles of food and a 
contamination of the air, which necessarily comes 
in relation with the mucous membranes, with the 
concomitants of septic decomposition. 

The micro-organisms thus evolved, though not 
necessarily the producers of a defined zymotic 
disease, may nevertheless co-operate as irritants to 
the gastro-intestinal tract. It seems to me most pro¬ 
bable that the epidemic summer diarrhoea is due, 
not to one specific factor, but to the concurrence 
of many factors. Thus are explained many 
seeming inconsistencies. In Dr. Ballard’s paper 
on the Etiology and Pathology of Summer Diar¬ 
rhoea, which introduced the subject for discussion 
at the meeting of the British Medical Association 
at Liverpool, 1883 (“British Medical Journal,” 
August 25th, 1883, p. 363, et seq.), it was asserted 
from statistical evidence, that neither neglect of 
infants, nor the use of feeding bottles, nor high 
temperature, nor sewer air, nor conditions of filth 
were essential factors of the mortality — a very 
strong piece of evidence to my mind that it is to 
permutations and combinations of these various 
influences that we must look for an adequate 
explanation of the problem. 

Let us now consider what should be our special 
treatment of the form of diarrhoea which occurs 
in summer in an epidemic form. One of the most 
important means, which, unfortunately, it is not 
always possible to put in practice, is the removal 
of the infant from the vitiated area to a purer air 
and healthier locality. On this point consult Dr. 
J. Lewis Smith’s excellent work (“ A Treatise on 
the Diseases of Infancy and Childhood,” by J. 
Lewis Smith, M.D., etc., 5th ed., pp. 711, 712). 
We can entirely corroborate Dr. Smith’s expe¬ 
rience of the beneficial results attending removal 
of children suffering from epidemic diarrhoea to 
purer air. Dr. Smith says, “ In New York great 
benefit has resulted from the floating hospital, 
which every second day during the heated term 
carries a thousand sick children from the stifling 
air of the tenement house down the river and out 
to the fresh air of the ocean.” I only wish we had 
such an excellent arrangement here. 
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Another important point in the treatment is a 
modification of the dietary. The rules given for 
the dietetic treatment of athrepsic diarrhoea may 
require modification in this form of the disorder. 
There is a strong concurrence of testimony to the 
effect that cow’s milk often provokes and prolongs 
the diarrhoea. This is probable when we consider 
that the low organisms find in milk so suitable a 
soil for their development, and that the conditions 
that favour such proliferation are enormously in¬ 
creased by the hot weather. Dr. Ballard said 
(Paper read at Liverpool Meeting of British 
Medical Association, 1883), “In Cardiff, a town 
with a very low prevalence of diarrhoea, I asked 
the health officer how it was that diarrhoea was so 
slight, and especially amongst the Irish people. 
He replied that, in the first place, the infants of 
Cardiff got very little cow’s milk, and the Irish 
people got no cow’s milk.” In the discussion 
which ensued, Dr. Hovie, of Liverpool, said that 
he told his patients whenever they found diarrhoea 
beginning in a child, to starve it for twenty-four 
hours, and afterwards to use condensed milk; and, 
amongst his own patients, he was now rarely called 
in for an attack of summer diarrhoea. In cases, 
then, of summer diarrhoea it is well to cut off the 
usual supply of milk for a time. Meat-tea, made 
from fresh meat, with pure cold water, in the 
manner before described, or Valentine’s meat- 
juice properly diluted, may be administered. If 
objection be raised to the unsubstantial form of 
such dietary, mutton-tea, thickened with gelatine, 
may be given. It is better sometimes to prescribe 
this than to run the risk of an unsuitable “ thicken¬ 
ing ” being added to the food, without your know¬ 
ledge and in spite of your directions, by the 
ignorant, who will not believe that anything is 
nourishing which is not viscid. A point of cardinal 
importance is to see that the water with which the 
beef-juice is diluted, and in fact any water which 
the infant or child gets to drink, is pure. Let it 
be boiled previous to use certainly, filtered also if 
possible. If distilled water can be procured so 
much the better. It is to be understood that the 
abstinence from milk is only to be for a day or two 
whilst the acute symptoms last; when diarrhoea 
begins to abate a cautious approach to the normal 
milk diet should be made. Condensed milk may 
precede the return to fresh cow’s milk; or diluted 
cream may be used. 

Now, in regard to medicinal treatment. The 
preliminary aperient as recommended for athrepsic 


diarrhoea should generally be avoided. In many 
cases I have administered Sulphite of Soda with 
the idea of its acting as a poison upon the living 
organisms which without doubt exist in the con¬ 
tents of the intestines. For this purpose I ad¬ 
minister five grains in dill water every three 
hours, to an infant a year old. I consider that the 
results of this treatment have been very favourable. 
Most practitioners administer Opium, but I must 
urge that, if you give it at all, it must be in very 
small doses, and with great caution. I do not 
absolutely prohibit its use as in the case of the 
diarrhoea dependent on malnutrition. The follow¬ 
ing formula is a useful one :— 

R Subnitrate of Bismuth .gr.j 

Tannic Acid.gr.iss 

Aromatic Powder of Chalk and Opium gr.iiss 

Acacia Mixture . to f3j 

Mix. 

The dose of Subnitrate of Bismuth may, how¬ 
ever, be increased to five and even ten grains for 
an infant a year old. Nitrate of Silver according 
to the following formula is also useful in some 
cases:— 

R Nitrate of Silver .gr.£ 

Dilute Nitric Acid .TT\j 

Compound Tincture of Camphor ... Tl^v 

Peppermint Water . to f 3 j 

Mix. 

Or the following astringent mixture may be 
given:— 

R Compound Tincture of Camphor ... Tl\v 

Aromatic Sulphuric Acid .nyiss 

Spirit of Chloroform ..IT^iiss 

Concentrated Decoction of Haematoxylon Vf[x 

Distilled Water . to f3j 

Mix. 

In cases where ulceration of the intestinal 
mucous membrane is evidenced by slimy evacua¬ 
tions tinged with blood, an enema of Subnitrate of 
Bismuth, one drachm, Decoction of Logwood and 
Mucilage of Acacia, of each half an ounce, may 
be administered, and repeated every six or eight 
hours. Or the Nitrate of Silver and Bismuth 
enema advocated by Dr. Lewis Smith (<loc . dt . 9 p. 
715) may be employed. 

The indications afforded by the thermometer are 
very important for treatment. If the temperature 
rises above 102° F., let the body be sponged with 
cool or cold water at intervals. High temperature 
means danger, and itself tends, through the agency 
of the nervous system, to provoke and prolong the 
intestinal flux. 
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•On Pelvic Peritonitis in the 
Female, and the Pathological Im¬ 
portance of the Fallopian Tubes 
in connection therewith. 

BY 

O. J. OUIjIiINQWORTH, M.D., F.R.O.P., 

Obstetric Physician and Lecturer on Midwifery and Diseases 
of Women, St. Thomas’s Hospital. 


Historical. 

Before attempting to convey an idea of the 
present state of our knowledge of pelvic inflamma¬ 
tion, I must allude for a moment to the history 
of the subject, and especially to the work and 
writings of the man whom I believe to have been 
one of the greatest gynaecologists of the century— 
M. Bemutz. At the time when Bernutz published 
his clinical memoirs it was the current belief that 
the hard swellings felt above the vaginal roof on 
one or both sides of the uterus in cases of pelvic 
inflammation were invariably due to inflammatory 
exudation in the connective tissue at the base of 
the broad ligament, or between its layers. Nonat 
had for ten years been upholding this doctrine, 
and under the influence of his authority and 
dogmatic teaching it had come to be almost 
universally accepted. Various names were given 
to these exudations, but whether they were described 
as pelvic cellulitis, or parametritis, or periuterine 
phlegmon, there was practically no difference of 
opinion as to their seat. For some time Bernutz 
himself participated in the common belief. The 
fatal termination, however, of two cases under his 
own care served effectually to change his views, 
and enabled him “ to prove incontestably that the 
periuterine tumour, which during life presented all 
the symptoms of the so-called periuterine phlegmon, 
was not situate in the cellular tissue at all. In 
the necropsies in question the tumour, which even 
after death presented all the usual signs, was seen 
to be formed by the pelvic viscera matted together 
by peritoneal adhesion.” This discovery was one of 
such immense importance that it gives an historic 
interest to the two cases that led to it. I have 
only time here to mention the main facts of the 
first of these. It was that of a young woman of 

• Address in Obstetrics and Gymecology at the Annual 
Meeting of the British Medical Association, held at New- 
caatle-on-Tyne, August, 1893. 


18, who had led an irregular life for twelve months, 
and was admitted to the hospital for severe pain 
in the lower part of the body. The pain had seized 
her suddenly on the eighth day of an attack of 
gonorrhoea, and was daily increasing. In addition 
to the usual signs of acute gonorrhoea, there was 
discovered on examination a resisting body above 
the vaginal roof, extending all round the cervix 
except on its right side. Pressure on the tumour 
caused great pain. Rest, and the application of 
leeches to the left iliac region, gave some relief, 
but the swelling remained the same, and a few 
days later the pains returned. When she had 
been some weeks in the hospital she had an 
attack of jaundice, and then pleurisy with effusion 
—first serous, and, after the first tapping, purulent. 
She died three months after admission. On post¬ 
mortem examination the bladder, uterus, broad 
ligaments, and sigmoid flexure were all found 
matted together by old adhesions. There was no 
cavity on the left side of the pelvis, the broad 
ligament being united to both bladder and rectum. 
On separating these adhesions an intraperitoneal 
abscess was opened. The uterus was bound 
posteriorly to the rectum. The Fallopian tubes 
were highly congested. The right one contained 
two collections of pus, one at the fimbriated ex¬ 
tremity, which was dilated and firmly adherent to 
the ovary. The left tube contained no pus, but 
was impermeable. The ovaries were both healthy. 
The cellular tissue of the broad ligaments and 
uterus were perfectly healthy. The supposed 
phlegmon did not exist. 

This case occurred in 1856, and was published 
in 1857 ; but it was not until 1862 that Bernutz, 
in conjunction with his friend M. Goupil, published 
in a collected form that marvellous series of clinical 
memoirs which had appeared from time to time in 
the “ Archives G£n£rales de M£decine,” and which 
constitute by far the most important contribution 
ever made to the literature of gynaecology. The 
publication of that volume settled, or ought to 
have settled, at once and for ever, by a mass of 
clinical and post-mortem evidence that was posi¬ 
tively overwhelming, the true nature of the majority 
of the swellings that had hitherto been ascribed 
to pelvic cellulitis. I say the majority of the 
swellings, for Bernutz did not, as he is sometimes 
erroneously represented to have done, deny the 
existence of a phlegmon or inflammatory exudation 
between the layers of the broad ligament, especially 
in puerperal cases; but he considered them rare 
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as compared with the swellings due to pelvic 
peritonitis, and he himself never met with one in 
the post-mortem room. The conclusions at which 
Bemutz arrived as a result of his researches have 
been summarized by himself as follows : (i) That 
inflammation of the pelvic peritoneum is a disease 
very commonly met with; (2) that the tumour 
found after death in cases of pelvic peritonitis is 
formed by various intra-pelvic viscera being matted 
together as a consequence of the inflammation; 
and (3) that inflammation of the pelvic serous 
membrane is always symptomatic, and that it is 
generally symptomatic of inflammation of the 
ovaries or Fallopian tubes. 

It might be thought that views so clearly 
expressed and supported by such incontrovertible 
evidence must needs have met at once with general 
acceptance, and become part of the common stock of 
professional knowledge; but they did nothing of the 
kind. For twenty years the old views continued 
to be generally taught, and even yet they form the 
basis of much of the current teaching and practice 
in regard to pelvic inflammations. The late Dr. 
Matthews Duncan, indeed, recognized the great 
value of the papers of Bemutz, but he only ac¬ 
cepted his doctrines in a very modified form. He 
expressed the conviction that those papers would 
“form to the future medical historian of the subject 
one of the chief landmarks in it.” " Bernutz,” he 
says, “ pointed out the error of the cellulitic 
theory, and of a great part of Nonat’s defence of 
it. He tried to show that the so-called peri¬ 
uterine phlegmons of that author were not phleg¬ 
mons at all, but results of pelvic peritonitis. He 
appealed to the evidence of post-mortem investiga¬ 
tion, and, so far as he went, successfully and 
triumphantly. Cases, with exactly the symptoms 
and signs of cellulitis or parametric phlegmon, he 
showed, by necropsies, to be cases of pelvic peri¬ 
tonitis.” But while giving him credit to this 
extent, he thought that Bernutz, in forming his 
conclusions, had forgotten that all questions cannot 
be settled by necropsies, and he believed him to 
have been “ carried away by his enthusiasm into 
indefensible arguments for the frequency of pelvic 
peritonitis and the rarity of parametric phlegmon.”* 

If Dr. Matthews Duncan, with his usually keen 
and generous appreciation of sound scientific work 
thus failed to estimate the results of Bernutz’s 
observations at their true value, I suppose it is no 

* “ Perimetritis and Parametritis,” Edinburgh, 1869, pp. 
99-101. 


great wonder that other and lesser men failed to 
do so. I will not detain you by inquiring into the 
reasons for this widespread neglect, further than to 
remark that the new views might possibly have 
attracted more attention had it been made to 
appear that they had any important bearing upon 
treatment. Many years, however, were destined 
to elapse before the discoveries of Bernutz found 
a practical application, and even then it was not, 
in the first instance, as a direct result of those 
discoveries, but as an outcome of that surgical 
enterprise which, just as it has opened new avenues 
of knowledge and new possibilities of relief and 
cure by operative treatment in the case of the 
kidney, is doing the same for other organs of the 
body, and notably for those which are chiefly con¬ 
cerned in the production of pelvic peritonitis. 

In the year 1872, the operation for the artificial 
induction of the menopause, by the removal of 
the healthy Fallopian tubes and ovaries, was carried 
out by three operators of different nationalities at 
dates so closely following one another, and yet at 
places so remote, that it was practically impossible 
for there to have been any sort of concerted action. 
On July 27th, Hegar performed the operation at 
Freiburg in a case of ovarian pain and menor¬ 
rhagia. Five days later, Lawson Tait operated at 
Birmingham on a case of uterine myoma with 
excessive haemorrhage; and within three weeks of 
Hegar’s operation, a highly respected American 
gynaecologist, Dr. Robert Battey, of Rome, Georgia, 
performed a similar operation on a patient with 
hystero-epilepsy and amenorrhoea. It would be 
quite profitless under these circumstances to in¬ 
quire which of these three distinguished men is 
able to establish the strongest claim to priority. 
At the instance of Dr. Marion Sims, the operation 
has been named after his compatriot, Dr. Battey, 
who appears to have conceived the idea of the 
operation seven years before he had an opportunity 
of carrying it out, and who certainly can claim the 
credit of having been the first to publish his case, 
and to bring the whole subject before his pro¬ 
fessional brethren for discussion. 

In the course of two or three years the number 
both of operations and operators began rapidly to 
multiply, so that at the International Medical Con¬ 
gress held in London in 1881 Battey showed a 
table of 193 complete and 25 partial operations. 
The general death-rate of these was 18 per cent, 
but individual operators were beginning to show a 
greatly diminished mortality. Tait, for example^ 
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reported 26 consecutive cases with but a single 
death, and Savage reported an equal number with 
no death at all. With such results as these it was 
to be expected that the scope of the operation 
would soon be widened, and instead of being 
limited to the removal of the normal organs, would 
be extended to cases where the uterine appendages 
were themselves the seat of the disease. And this 
is precisely what took place. In the years 1879 
and 1880 Hegar, in Germany, and Lawson Tait, 
in this country, operated on several patients for 
the removal of inflamed ovaries and tubes, and 
then it was that the accuracy of the observations 
of Bemutz came to be fully recognized, and his 
apparently barren discoveries to bear their legi¬ 
timate fruit. The knowledge at which he had ar¬ 
rived by post-mortem investigation was now arrived 
at in a different, but at least equally conclusive, 
way by actual inspection and touch during life. 
In many respects, indeed, the evidence thus ob¬ 
tained in the living subject was more valuable than 
the evidence afforded by post-mortem examination, 
for in the post-mortem room the disease has often 
advanced too far to enable us to trace its origin 
and study its various stages, and, moreover, the 
parts having lost their vital tonicity no longer hold 
precisely the same relation to each other, or 
convey the same impression to the touch, that 
they did during life. Nevertheless, each of the 
two sources of information possesses advantages of 
its own, the two fitly supplementing one another; 
and when the lessions taught by the two methods 
coincide, we are in a position to accept the evi¬ 
dence as conclusive, and to welcome the informa¬ 
tion thus obtained as a positive and unassailable 
addition to our knowledge. 

Pelvic Cellulitis commonly a Secondary 
Disorder. 

During the past five or six years I have per¬ 
formed abdominal section in nearly one hundred 
cases that in the earlier part of my professional 
career I should have regarded as well-marked ex¬ 
amples of pelvic cellulitis—namely, cases in which 
the mobility of the uterus was more or less im¬ 
paired, and in which hard, irregular, fixed swellings 
could be felt above one or both lateral fomices of 
the vagina, and often extending into Douglas’s 
pouch* In the vast majority of those cases I 
found no evidence of cellulitis at all, and, where it 
did exist, it was clearly secondary to the salpingitis 
and peritonitis which constituted the principal 


lesions present. In no case was there any inflam¬ 
matory exudation in the cellular tissue of the broad 
ligament or elsewhere sufficient to form a distinct 
tumour recognizable as such on bimanual examina¬ 
tion. In some cases of chronic suppurative in¬ 
flammation of the uterine appendages, the broad 
ligaments were the seat of a certain amount of 
thickening from inflammatory exudation; but this 
obtained only in the neighbourhood of the suppu¬ 
rative disease, and the thickening seldom exceeded 
one-eighth of an inch, and even in extreme cases 
never exceeded half an inch. 

Pelvic Inflammation usually a Peritonitis 

ORIGINATING IN SALPINGITIS. 

The usual state of things disclosed on opening 
the abdomen in these cases is as follows: The 
contents of the pelvis are generally concealed from 
view by the great omentum, which has been drawn 
down so as to cover them in anteriorly, and has 
contracted adhesions to the peritoneum as it be¬ 
comes reflected on to the anterior abdominal wall, 
as well as to the uterus and other pelvic viscera. 
Along with this screen, as it were, of omentum it is 
not unusual to find coils of adherent small intes¬ 
tine. On separating and drawing aside this screen, 
one side, or it may be the whole, of the posterior 
part of the true pelvis is seen to be occupied by 
what appears to be an indistinguishable mass of 
matted viscera. The uterus itself is sometimes 
implicated in the mass, but in other cases its upper 
part at least is free. Tracing the Fallopian tube 
outwards from the uterine cornu on the side of the 
disease, it is often found to be normal in size for 
the first half inch or so, and then to become in¬ 
volved in the adherent mass. This mass, on being 
separated and brought into view, is invariably 
found to consist of the uterine appendages more 
or less altered by inflammation. There is always 
salpingitis, and the inflamed and thickened tube 
usually enfolds the ovary. In a large number of 
cases the ovary itself is normal, except that it is 
universally adherent. In other cases it is in a 
condition of incipient cystic degeneration. I do 
not allude to the harmless condition, sometimes 
spoken of as incipient cystic degeneration, in 
which several Graafian follicles distended with 
serum cause transparent projections from the sur¬ 
face of an otherwise normal ovary, but to that con¬ 
dition in which true cysts are found, varying in size 
from a marble upwards, and in which the normal 
structures of the organ have become more or less 
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replaced by them. Whenever the lateral swelling 
is so large as to push the uterus to the opposite 
side, this condition of the ovary may be suspected. 
In many cases the cysts in the ovary are found to 
be in a state of suppuration, their contents having 
presumably become infected from the inflamed 
and suppurating Fallopian tube. Of primary 
ovaritis, either acute or chronic, which is supposed 
by some authorities to be a common affection and 
a frequent cause of pelvic peritonitis, I have 
scarcely (apart from tuberculous disease) met with 
a single example. 

With regard to the tubes, the first point to be 
noted is that the evidence of peritoneal inflamma¬ 
tion are always most marked in the neighbourhood 
of the fimbriated end, showing clearly that the 
pelvic peritonitis has originated by direct extension 
from the mouth of the inflamed tube or by the 
escape of morbid secretions therefrom. Where 
the secretion from the inflamed tube is chiefly 
mucous in character, with only a slight intermixture 
of pus corpuscles, the intensity of the inflammation 
around the abdominal ostium is shown by the ex¬ 
treme density of the adhesions at that spot and 
nothing more. Where the secretion, on the other 
hand, is wholly purulent, one of two things is 
found to have happened, according to whether the 
fimbriated end remains patulous or has become 
closed. In the former case, an intraperitoneal 
abscess is found, encysted among adhesions, and 
fed by the purulent discharge issuing from the 
open mouth of the suppurating tube.* In the 
latter case the pus, accumulating in the occluded 
tube, distends it, sometimes uniformly, but more 
often irregularly, forming a series of loculi or 
pouches full of pus here and there along the tube, 
in either case constituting the condition known as 
pyosalpinx. 

The changes in the walls of the tube are as 
follows: In acute cases the mucous membrane, 
including the projecting longitudinal folds, is 
found highly congested and swollen and covered 
with purulent or muco-purulent secretion; in 
chronic cases the condition varies according to 
whether the inflammatory secretions are pent up 
within the tube or have made their escape from 
the open fimbriated end. In the former case the 
mucous membrane is either distinctly ulcerated or 
covered with granulation tissue; in the latter, 

# Pelvic abscesses bursting into the rectum or into the 
vagina are almost always of this nature, and not of cellulitic 
origin, as has been commonly supposed. 


having got rid of its secretions, it is often found 
to have resumed more or less completely its 
normal appearance, except in the neighbourhood 
of the adherent abdominal ostium, where it is 
frequently intensely congested and oedematous. 
The most striking change in chronically inflamed 
tubes is due to the extension of the inflammation 
to the middle or muscular coat, which becomes 
greatly thickened and indurated from inflammatory 
exudation amongst the connective tissue elements 
of the muscular layer, causing irregular separation 
of the muscle fibres and producing a general 
thickening of the tube wall, which often measures 
one-eighth to half an inch in thickness. The en¬ 
largement of the tube is not only manifested in an 
increase in its width and circumference, but 
frequently also in an increase in its length; and as 
this increase in length takes place within a con¬ 
fined space, it frequently results in the tube 
becoming doubled and folded upon itself, forming 
an intricate series of convolutions. Sometimes 
the convolutions take a sharp turn, forming 
knuckles on the external aspect, and shutting off 
by the suddenness of the bend one portion of the 
canal from the other. 

In advanced cases further changes may take 
place : the pus-containing tube becoming adherent 
to a cystic ovary, its wall may ulcerate and per¬ 
foration occur, permitting the escape of the 
purulent contents of the tube into the interior of 
the cyst and the formation of tubo-ovarian abscess. 
The result of such an accident is a sudden and 
most violent attack of pelvic peritonitis, placing 
the life of the patient in imminent peril. It must 
not, however, be supposed, whenever an inflamed 
and purulent tube is found suddenly to lead into 
a large abscess cavity, giving an appearance that 
has been happily compared to that of a retort, that 
the condition is necessarily one of tubo-ovarian 
abscess. I have recently pointed out that a tubo- 
ovarian abscess may be simulated by a sudden 
expansion of the tube itself, forming a curious and 
interesting variety of pyosalpinx. There are two 
examples of this in the museum at St. Thomas’s 
Hospital, in one of which the true nature of the 
specimen was proved beyond cavil by the fact 
that both the patient’s ovaries were seen during 
the operation to be absolutely healthy; they were 
not even adherent. I cannot produce the ovaries 
in proof of my statement, for they still remain in 
the body of the patient, who made an excellent 
recovery. 
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Complications of Salpingitis. 

Amongst the secondary changes that occur as a 
consequence of these inflammatory processes, there 
are one or two of such importance as to call for 
special mention. When the salpingitis is unilateral, 
it is not at all unusual to find that the peritonitis 
spreading from its place of origin, the fimbriated 
end of the inflamed tube, has passed over to the 
other side of the pelvis, involving the healthy 
uterine appendages of that side in a mass of 
adhesions. Under such circumstances closure of 
the abdominal ostium of the healthy tube is apt to 
occur, and to be followed by the development of 
a hydrosalpinx, which, though then simply an 
incident in the course of an attack of pelvic 
peritonitis, may in its turn itself become a source 
of suffering and ill-health. In my experience this 
is the commonest mode in which hydrosalpinx is 
developed. Haematosalpinx, as a complication of 
salpingitis, is much more rare. In the great 
majority of cases haemorrhages within the tube 
and haematoceles of tubal origin are the con¬ 
sequence of tubal gestation, but now and then 
they occur as incidents in the course of the 
inflammatory processes I have just described, and 
quite independently of gestation. An instance of 
this kind is recorded in the recently issued volume 
of the St. Thomas’s Hospital Reports. There are, 
of course, many other secondary changes met with 
in old-standing cases of pelvic peritonitis besides 
those I have enumerated, but I have not now 
time to dwell upon them. The outcome of a 
knowledge of the facts I have laid before you is 
to give to the Fallopian tubes an enormous im¬ 
portance in the pathology of pelvic inflammation. 

It has been somewhat the fashion of late to 
sneer at those who have become impressed with 
the pathological importance of the Fallopian tubes 
as the victims of a mere passing craze, who can 
see nothing but diseased tubes in every gynaeco¬ 
logical case that comes before them. The 
phenomenon is one that need not excite the 
least surprise or arouse the least resentment. It 
is a matter of common experience that those who 
are left behind by the advancing tide of knowledge, 
whether it be from prejudice, or lack of oppor¬ 
tunity to observe, or the inability to take in new 
ideas which is one of the heaviest penalties of 
advancing years, are tempted to deny that the 
advance is real, and to ridicule or denounce those 
who accept it. When the ophthalmoscope was 


first introduced into the country, a paper was read 
on the subject before a provincial medical society, 
when one of the leading oculists of the town, a 
man of large experience and great ability, rose 
and said that it was perfectly absurd for anyone 
to come there and describe various appearances 
seen at the back of the eye ; the back of the eye 
was black, and there was nothing more to be 
said about it. There always were and always will 
be people like this old oculist, ready to assert 
that where they can see nothing but blackness, 
nothing but blackness exists. Such men are to 
be accepted as an inevitable part of what Professor 
Huxley has recently called the cosmic process, 
and the true evolutionist consoles himself by the 
reflection that even they may one day be shown to 
subserve some useful purpose therein. 

The pathological importance of the Fallopian 
tube is due to its peculiar anatomical position in 
the human subject. There is, so far as I am 
aware, no other mucous canal in the body similarly 
situated. It is exposed to constant risk of infec¬ 
tion, owing to the direct continuity of its lining 
membrane with that of the uterus and vagina, so 
that it is almost by a miracle if it escapes in any 
case of acute infective endometritis, whether septic 
or gonorrhoeal. But there is the widest possible 
difference between the danger of an acute .endo¬ 
metritis and an acute endosalpingitis. In the 
former the patency of the cervical canal provides a 
natural outlet for the morbid secretions; in the 
latter there is no such natural outlet. The uterine 
end of the Fallopian tube has, even under normal 
circumstances, a lumen only just large enough to 
admit a fine bristle. It will, therefore, be readily 
understood that it only requires a very slight 
amount of swelling of the mucous membrane, such 
as is probably inseparable from the mildest inflam¬ 
matory attack, to block up that end completely. 
Hence, as an outlet for inflammatory secretions, 
the uterine orifice may practically be regarded as 
non-existent. The position of matters, therefore, 
is that either there is no outlet at all for the morbid 
secretions, owing to the closure of one orifice by 
the swollen mucous membrane and the closure of 
the other by adhesions, or the only outlet is 
through the abdominal ostium into the peritoneal 
cavity. It is this fact of the absence of a safe out¬ 
let for inflammatory products that makes an attack 
of suppurative salpingitis so much more serious a 
matter than an equally severe attack of suppurative 
endometritis, and that invests the inflammatory 
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affections of the Fallopian tube generally with 
such an exceptional and grave importance. 

Improvements in Diagnosis. 

But it is not only in pelvic pathology that we 
have been recently enabled to add to our know¬ 
ledge ; our powers of diagnosis have been enlarged. 
A little time ago the idea of being able to map out 
and examine the uterine appendages in the living 
subject would have been scouted with derision. 
To-day I should be ashamed for any of my clinical 
clerks to be found, at the close of their three 
months 9 tenure of office, unable to diagnose, under 
reasonably favourable circumstances, the size, posi¬ 
tion, consistence, and mobility of the Fallopian 
tubes, even if not of the ovaries as well, with a fair 
amount of accuracy. The improvement has been 
reached in the only way that improvements in 
diagnosis can be reached, namely, by habitually 
making as accurate and careful a diagnosis as we 
are capable of making, and bringing it to the test 
of actual fact whenever an opportunity offers. In 
the case of many diseases such opportunities only 
occur in the post-mortem room, but in the case of 
the diseases we are now considering, frequent 
opportunities have of late been afforded also in the 
operating theatre, with the result that the diagnosis 
of these diseases is in a fair way of being revolu¬ 
tionized. Considering how much there is still to 
be learnt, it behoves every gynaecological operator 
to be careful not to miss a single opportunity of 
thus adding to our knowledge. Operators who are 
content with a mere rough-and-ready examination 
of a case before operating, and who confessedly 
leave anything like a detailed diagnosis to be made 
after the abdomen has been opened, seem to me, 
not only to act unfairly to their patients, but deli¬ 
berately to throw away invaluable opportunities of 
improving their own powers of diagnosis and of 
advancing professional knowledge. 

In order to make a satisfactory bimanual exami¬ 
nation in a suspected case of pelvic inflammation, 
I believe it to be essential that the patient be in 
the dorsal position, with the knees flexed and 
separated, the head supported on a single pillow, 
and the shoulders not raised, as is generally re¬ 
commended, but lying flat on the couch or bed. 
To avoid strain (and no examination can ever be 
satisfactory in which the posture of the examiner 
involves the least strain) the examiner should stand 
or sit directly in front of the patient. Only in this 
way can the full advantage of the bimanual method 


be obtained. I know that it is usually recom¬ 
mended, more particularly in Scotland, that the 
examiner, even when the patient is in the dorsal 
position, should stand at the patient’s right side 
whilst conducting the bimanual examination. But 
consider for a moment what that involves. The 
two hands are at right angles to each other. By 
facing the patient this awkwardness is avoided; the 
hands and forearms are parallel to one another, 
and the necessary manipulations are thereby carried 
out more effectually because more easily. With 
regard to the respective merits of the dorsal posi¬ 
tion and the left lateral, or English obstetric, posi¬ 
tion for purposes of bimanual examination, there 
seems to me really no room for discussion. No 
one who has once accustomed himself to place his 
patients in the dorsal position, and has experienced 
the vastly increased ease with which the deeper 
parts of the pelvis can be thus explored, will ever 
willingly revert to the older plan. It has been said 
that the dorsal position is less modest than the 
position on the left side, and therefore more trying 
to the feelings of the patient. But is this really the 
case ? Of course, I can readily understand that a 
patient who has been accustomed to be examined 
on the left side, and is for the first time placed in 
the dorsal position, will feel strange and uncom¬ 
fortable, and disposed to resent the unaccustomed 
posture. Similarly, I can quite enter into the feel¬ 
ings of a medical practitioner who, having been in 
the habit of attending obstetric cases with the 
patient in the left lateral position all his professional 
life, and seeing for the first time an examination 
conducted with the patient lying on her back, is 
disposed to regard the proceeding as indelicate. 
But all this merely emphasizes once more the mar¬ 
vellous force of habit There is nothing inherently 
indelicate in the dorsal position, and an examina¬ 
tion can be conducted with just as much regard for 
the feelings of the patient when she is lying on her 
back as when she is lying on her side. When a 
woman has made up her mind to submit to the 
ordeal of an examination at all, she has done so 
because she wishes to know what is the matter 
with her, and she would certainly prefer, if the 
question were put to her, to be examined by that 
method which would best enable the examiner to 
form a correct opinion, and to give her the infor¬ 
mation she seeks. 

Improvements in Treatment. 

But we must not forget, in our eagerness after a 
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more correct pathology and a more refined dia¬ 
gnosis, that the reason of our existence as prac¬ 
titioners of the healing art is to relieve suffering, 
and, where possible, to cure disease. “ There is 
one part of their business,” says Oliver Wendell 
Holmes, in one of his inimitable essays, “ which 
certain medical practitioners are too apt to forget; 
namely, that what they should most of all try to do 
is to ward off disease, to alleviate suffering, to pre¬ 
serve life, or at least to prolong it if possible. It 
is not of the slightest interest to the patient to 
know whether three or three and a quarter cubic 
inches of his lung are hepatised. His mind is not 
occupied with thinking of the curious problems 
that are to be solved by his own necropsy; 
whether this or that strand of the spinal marrow 
is the seat of this or that form of degeneration. 
He wants something to relieve his pain, to mitigate 
the anguish of dyspnoea, to bring back motion 
and sensibility to the dead limb, to still the tor¬ 
tures of neuralgia. What is it to him that you 
can localize and name by some uncouth term the 
disease which you could not prevent and which 
you cannot cure ? An old woman who knows how 
to make a poultice, and how to put it on, and does 
it tuto, cito, jucunde , just when and where it is 
wanted, is better—a thousand times better in many 
cases—than a staring pathologist who explores and 
thumps and doubts and guesses, and tells his 
patient he will be better to-morrow, and so goes 
home to tumble his books over and make out a 
diagnosis.” 

I have called attention in the earlier part of 
this address to some of the indirect benefits that 
have accrued from operations undertaken for the 
removal of the uterine appendages, but I have 
said nothing as yet as to the value of these opera¬ 
tions considered in regard to their primary object 
—namely, as a mode of treatment. It is desirable, 
in the first instance, to make a clear distinction 
between the operation for the removal of the 
uterine appendages when there is no obvious 
lesion of either tube or ovary, and the same 
operation when those parts are the seat of mani¬ 
fest disease. Probably owing in some measure to 
the fact that the one operation grew, as it were, 
out of the other, the two operations are continually 
being confounded both by speakers and writers, to 
the great perplexity of the uninitiated. The scope 
of Battey’s operation—that is, the operation for 
the artificial induction of the menopause, never 
very wide, has become narrower and narrower as 


experience has increased, and is now practically 
restricted to the treatment of certain cases of 
uterine myoma. As a means of relieving neurotic 
conditions, it is so terribly open to abuse, it raises 
so many difficult questions that are better left 
undisturbed, and it has proved so uncertain and 
disappointing in its results even when legitimately 
applied, that it is now thoroughly and in my 
opinion properly discredited. At the same time 
we must never forget that it is to the men who 
first conceived and carried out Battey’s operation 
that we owe not only a method of dealing with 
uterine myomata that has saved many a life, but 
also that further development of pelvic surgery, of 
which I come now to speak, and which in my 
opinion is one of the greatest triumphs of modern 
gynaecology. I refer, of course, to the operation 
for the removal of the uterine appendages when 
they are the seat of serious disease. I have so 
recently had an opportunity of laying before the 
profession at considerable length the grounds on 
which I feel myself justified in advocating and 
practising this operation, that it can scarcely be 
necessary for me, even if there were time, to 
enumerate them upon this occasion. I propose, 
instead of entering into an elaborate argument, to 
relate, in briefest outline, one or two cases in order 
to illustrate and contrast the result of operative 
and non-operative treatment. 


Operative and Non-operative Treatment 
Contrasted. 

In August of last year, a thin, emaciated woman, 
aet. 37, but looking much older, was admitted to 
the South-Western Fever Hospital, in London, 
supposed to be suffering from enteric fever. She 
had lived a dissolute life, was living apart from her 
husband, and showed well-marked evidence in the 
palate of having suffered severely from constitu¬ 
tional syphilis. There was a distinct history of 
gonorrhoea. She had been ill for three weeks 
with- headache and loss of appetite, and for four 
days before her admission had suffered from pain 
in the abdomen and diarrhoea. The abdomen, on 
admission, was somewhat distended and tympanitic, 
the tongue dry, the pulse rapid and feeble, and the 
temperature 103°. There were no spots, and the 
chest sounds were normal. On vaginal examina¬ 
tion, the whole of the posterior part of the pelvis 
was found to be occupied by a firm, hard mass. 
Early in the morning of the second day after her 
admission, she passed a large quantity of extremely 
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offensive purulent fluid from the vagina, and, four 
hours later, she died. At the necropsy a consider¬ 
able quantity of semi-purulent fluid was found in 
the abdominal cavity, the contents of which were 
much matted together by adhesions, especially 
towards the pelvis. The uterus was somewhat 
enlarged, and its mucous membrane hyperaemic. 
Both Fallopian tubes were found thickened, en¬ 
larged, and full of pus. They were curled back 
upon themselves, and their fimbriated ends, closed 
by inflammatory adhesions, were adherent to one 
another in Douglas’s pouch. The remainder of 
the back of the pelvis consisted of a large abscess 
cavity containing much offensive pus. This abscess 
cavity was found to communicate with the inteiior 
of the right Fallopian tube, through an ulcerated 
opening in the tube wall; it also communicated 
with the general peritoneal cavity, and, through a 
small round opening in the posterior fornix, with 
the vagina. The ovaries were of normal size and 
imbedded in the walls of the abscess cavity. There 
were no signs of intestinal ulceration, or of disease 
of the caecum or its appendix, and the other organs 
of the body were healthy. 

Here is another and still more recent instance of 
death resulting from rupture of a pyosalpinx. On 
April 8th of the present year there was admitted 
into the medical wards of St. Thomas’s Hospital a 
very stout married woman, set. 41, with symptoms 
of general peritonitis, and in a state of collapse 
as though from intestinal perforation. For some 
months she had had an offensive vaginal discharge. 
Her present illness had commenced a day or two 
before admission. She was practically moribund 
when she arrived at the hospital, and died in a 
few hours. At the necropsy there was evidence of 
general peritonitis, most intense in the pelvis. 
The abdomen contained about a pint of highly 
offensive pus. Both Fallopian tubes were greatly 
and about equally distended, being equal in size 
to a piece of intestine. They were much distorted, 
and doubled backwards on themselves. Each of 
them was closed at both ends, and contained 
about an ounce of the most intolerably foetid pus. 
On the anterior wall of the left tube, somewhere 
about its centre, was a perforating ulcer through 
which pus could be squeezed. There was no other 
serious disease in the body, except that the mucous 
membrane lining the cavity of the uterus was 
intensely inflamed, and a small, soft, ulcerated, 
and gangrenous polypus projected into it from the 
left side of the ftmdus. 


Both these are examples of chronic disease 
ending fatally. Occasionally, however, tubal 
disease terminates fatally at a much earlier stage, 
as in the following terribly sad case, the notes of 
which have been placed at my disposal. 

A healthy and well-built young woman, aet. 27, 
was, a few years ago, admitted into one of the 
wards for infectious disease at St Thomas’s Hos¬ 
pital, with acute but ill-defined febrile symptoms, 
which had commenced four days previously. She 
had been nursing some cases of diphtheria, and, 
as she had slight soreness of the throat, with 
shivering, severe headache, vomiting, and aching 
of the limbs, it was thought that she had caught 
the infection. Her temperature on the day of 
admission was 102°, the day following it was 104°. 
On the third day she complained of some abdo¬ 
minal pain, and the evening temperature was 
104.6°. At the end of a week the abdomen 
became somewhat distended. From that time 
the symptoms were those of general peritonitis. 
She died on the thirteenth day after admission, 
the temperature an hour before death having risen 
to 105.6°. At the necropsy there were evidences 
of acute general peritonitis, most marked in the 
pelvis. There was little or no fluid in the abdo¬ 
minal cavity, but abundance of lymph and much 
glueing together of the intestines and other abdo¬ 
minal viscera. In the pelvic cavity there was an 
ounce or more of thick pus. The uterus was much 
involved in adhesions, but otherwise healthy. Both 
Fallopian tubes were acutely inflamed, and, upon 
making pressure upon them, thick yellow pus in 
considerable quantity exuded from the outer ex¬ 
tremity of each. The inflammation was most 
marked on the right side. The right ovary was 
larger than the left, and appeared congested; the 
left was quite healthy. All the other organs of the 
body were healthy, except that the lungs were 
somewhat congested and oedematous. 

Such is a brief account of three cases of puru¬ 
lent salpingitis that proved fatal owing to escape of 
the contents of the tube into the peritoneal cavity; 
in two instances through a rupture of the tube 
wall, and in the third through the still unclosed 
fimbriated extremity of the tube. 

I propose now, by way of contrast, to relate 
three cases of very similar character to the fore¬ 
going, in which the diseased tubes were removed 
by operation. I have told the story of the first 
case before, but it will bear to be told again. 

A young woman, set. 28, with a worn pale face 
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and wretchedly thin, was admitted into hospital on 
account of severe pain in the lower part of the 
abdomen with pyrexia. She had been married 
five years, but had been separated from her hus¬ 
band for three years on account of his intem¬ 
perance and cruelty, and during this time had had 
to maintain herself and her two children by dress¬ 
making. Only once during the three years of 
their separation had the husband and she co¬ 
habited, and on that occasion, which was twelve 
months before her admission, he infected her with 
gonorrhoea. In a few weeks she became too ill to 
continue at her work, and had to give up her home 
and go into the parish infirmary with her children. 
She came out in three or four months, but soon 
had to return. She again took her discharge, and 
resumed her occupation. Her health, however, 
soon gave way. She suffered great pain in the 
lower part of the abdomen, in the groins, and in 
the back, and eventually sitting became so difficult 
and painful that she had to relinquish her employ¬ 
ment, and for some weeks before admission she 
had subsisted on the generosity of friends. The 
pelvis was filled with a hard, irregular mass, espe¬ 
cially to the right of the uterus and behind it. 
The uterus was of normal size, pushed over to the 
left of the middle line, and fixed. Abdominal 
section was performed. The posterior part of the 
pelvis was occupied by a mass of adherent viscera, 
difficult to recognize and separate. Both tubes 
were thickened and much distended, and each 
communicated, by its open fimbriated end, with an 
intraperitoneal abscess, fed, evidently, from the 
suppurating tubes. The patient, notwithstanding 
she had to run the gauntlet of a severe attack of 
pneumonia after the operation, eventually made an 
excellent recovery, lost her pain and ill looks, and 
became a picture of good health. 

The next case I have selected is that of a young 
married woman, set. 24, the mother of three 
children, who was admitted complaining of severe 
pain in the back and left iliac region, the symptoms 
having come on suddenly four days previously. 
Her temperature varied from normal to 102.2 0 . 
She had had a similar attack three months pre¬ 
viously, but in the meantime had felt fairly well. 
The pain disappeared after the patient had been 
twenty-four hours in the hospital; but as there was 
in each posterior quarter of the pelvis a dense 
irregular mass, a portion of which could be felt 
as a tortuous and thickened tube, and as it ap¬ 
peared certain the case was one of chronic purulent 


salpingitis, it was thought the safest plan to operate. 
The decision was a fortunate one for the patient 
The operation was performed. Both tubes were 
found irregularly dilated, occluded, and full of pus. 
Their walls were a quarter of an inch thick, and so 
deeply ulcerated that in places only the peritoneal 
coat remained. On the anterior surface of the 
right tube, at a point where the wall was specially 
thin, there were two small perforations through 
which pus was escaping. Probably these openings 
were made during the separation, but it was mani¬ 
fest that, even if perforation had not already taken 
place, it was on the point of doing so. A delay of 
even a few days would have exposed this patient 
to a very serious risk. She made an uninterrupted 
recovery, and when seen sixteen months later, 
looked so stout and well as to be scarcely recog¬ 
nizable. She had had no pain since the operation, 
and was in better health than she had been for 
several years. 

The third and last case I desire to bring before 
you resembles in some of its features that of the 
nurse whose case I related in the first series. A 
chambermaid at a City hotel, set. 24, reported one 
evening to the manager that she had been violated 
by a stranger staying in the hotel. The offender 
was summarily expelled, but the girl gave notice to 
leave. During the five weeks she remained in her 
situation she had some pain on micturition and a 
vaginal discharge. The morning after she left she 
felt pain in the right wrist. Three days later she 
was admitted under the care of one of my col¬ 
leagues at St. Thomas’s Hospital, supposed to be 
suffering from acute rheumatism. She had pain 
and tenderness in several of her joints, without 
obvious effusion or redness of skin. Her tempera¬ 
ture was frequently as high as io2°,and sometimes 
reached 104°. Five weeks after admission a 
vaginal discharge was noticed, and a few days later 
a suspicion already existing in my colleague’s mind 
that the case was not one of ordinary acute rheu¬ 
matism was confirmed by the patient’s complaining 
of pain in the lower part of the abdomen. I was 
thereupon asked to see and examine her. I re¬ 
ported that she was suffering from gonorrhoea, 
with pyosalpinx, pelvic peritonitis, and pyaemia. 
She was transferred to my care, and a week later I 
operated. The pelvic viscera were matted together 
by peritoneal adhesions. The Fallopian tubes were 
thickened, and full of pus. Behind the uterus, 
and walled in by adhesions, was an abscess the 
size of a Tangerine orange, fed by the two Fal- 
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lopian tubes through their open fimbriated ends. 
The result of the emptying of the abscess and 
removal of the tubes was immediate and striking. 
The pyaemic symptoms rapidly disappeared, the 
parts concerned in the operation healed without a 
trace of suppuration, and the patient made a com¬ 
plete and excellent recovery. 

Can there be any reasonable doubt that the lives 
of the first three of these six patients might have 
been saved by timely operation, or that the lives of 
the last three were so saved ? 

Do not let me be misunderstood. I do not for 
a moment suggest that every case of inflamed Fal¬ 
lopian tubes should be operated upon. On the 
contrary, I am of opinion that most of them recover 
without. But there is a large residuum of cases, 
most of them chronic, some few acute, in which 
nothing but an operation can save life. And there 
is a still larger number of cases where a timely 
operation rescues the patient from years of misery, 
incapacity, and chronic invalidism. Every case 
has to be considered individually; no rules can be 
laid down which shall be of universal applicability. 
The woman who has her bread to earn, or who is 
the busy wife of a working man, cannot afford the 
luxury of an illness extending over several years, 
and an operation would be justifiable in her case 
when it would not be in the case of her more well- 
to-do sister. The operation is, in short, not the 
one Heaven-sent remedy superseding all others, 
but an invaluable addition to our resources, which, 
when it is adopted in suitable cases, under a due 
sense of responsibility, and after a full explanation 
to the patient and her friends both of the imme¬ 
diate risk and the ultimate physiological results, is 
capable of achieving triumphs as remarkable as 
any operation in surgery. 


THERAPEUTICAL NOTES. 


The Abortive Treatment of Erysipelas of 
the Face. —Dr. Talamon advises treatment of 
facial erysipelas by spraying with a solution of 
Corrosive Sublimate in Ether, i in ioo, preferably 
by means of a hand-bulb atomizer. The more 
forcible the spray, the shorter the time required 
for atomization. Attention should be paid to the 
delicacy of the skin, the depth of infiltration, the 
presence of vesicles. The formation of vesicles 
in consequence of the spraying is not dangerous, 


and as long as the affected area is small may be 
beneficial. The spray should be especially ap¬ 
plied to the periphery of the erysipelatous swelling, 
and the surrounding healthy skin for a distance of 
one or two centimetres. In erysipelas of the eye¬ 
lids only the adjacent parts are subjected to the 
action of the atomizer. After the spraying, the 
face should be covered with compresses frequently 
moistened in Boric Add solution. One or two 
forcible atomizations are suffident as a rule; later 
their force may be diminished, and only those 
places are to be treated where the erysipelas 
threatens to advance. The pain produced by the 
atomization is usually moderate, and is due to the 
increased swelling and formation of crusts. This 
method may be employed on other parts of the 
body, but more force must be employed 

(International Journal of Surgery.) 


Pilocarpine in Threatened Mania.— Among 
the practical discoveries in therapeutics is the 
value of Pilocarpine in threatened mania, and this 
is cause for congratulation, since the physiological 
action of the drug furnishes a scientific explanation 
of the manner by which the benefits are secured, 
namely, by stimulating the excretory functions. 
Willoughby, some time ago, reported the case of a 
man who was usually a sound sleeper, but for 
several weeks had been unable to obtain needed 
repose ; during short dozes he would talk business, 
his appetite had failed, and for several days before 
his visit had scarcely slept or eaten. The patient 
was found in bed in a dark room with wet cloths 
on his head, singing, shouting, gesticulating, snap¬ 
ping his fingers, talking wildly, and seeing illusions, 
with a temperature of 104° F. After failure to 
procure sleep by the use of Chloral and Liquor 
Opii sedative in substantial doses during a period 
of six hours, it was decided to use Pilocarpine, 
one-sixth grain being injected into the arm at ten 
o’clock. Within five minutes profuse perspiration 
and salivation occurred, and the next morning the 
patient was perfectly calm and rational, the skin 
cool and moist, temperature less than half a degree 
above normal, head clear, and appetite returning. 

(The American Therapist .) 


Boric Acid in daily dose of fifty to seventy-five 
centigrammes after a purgative dose of Castor Oil 
containing five or six drops of Turpentine, has 
been found by Tortchinsky to diminish diarrhoea, 
tympanites, and fever in typhoid.— (Med. Rec.) 
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Gentlemen, —The chief symptom from which 
this patient has been suffering is the presence of 
blood in the urine. 

The urine was blood-coloured and highly albu¬ 
minous, while under the microscope we found a 
large number of blood corpuscles. We were 
therefore enabled to pronounce the case to be one 
of Juzmaturia and not haemoglobinuria t in which 
the colouring matter of the blood finds its way 
into the urine without the corpuscles. 

Having satisfied ourselves that the urine contains 
blood, the next question to be answered in such a 
case is as to the source of the blood. From what 
part of the urinary tract does the blood come— 
kidney, ureter, bladder, or urethra ? 

If the urethra be the source of the blood, the 
first portion of the urine passed alone contains 
blood; if the bladder be the source of the blood, 
the last portions of the urine passed are most liable 
to contain blood. This is a very good practical 
rule and one which you will find most useful if you 
are careful not to become the slave of it. In 
medicine it might almost be said there are no 
absolute rules for diagnosis, and anything like a 
“ rule of thumb ” must ever be employed with a 
wary eye for exceptions. 

In this case the blood was equally distributed 
throughout the urine, and was in large quantity. 
These facts alone seemed to indicate that in all 
probability the blood came from the kidneys. 

For the further elucidation of the case we must 
leave the one great objective fact of blood in the 
urine, and have recourse to the history of the 
patient, and such subjective facts as he may submit 
to us. 

The patient is a well-made, temperate young 
man of 20, earning good wages as a jeweller, and 
in his family history there is no evidence of any 
Vol. EL, No. 19 . 


hereditary taint. His occupation is sedentary 
(making filagree ornaments), but is carried on in a 
well-ventilated workshop. 

On June 21st, 1893, the patient was seized with 
influenza, and it appears that the symptom so 
common in that disease of pain in the back and 
loins was rather unduly pronounced. There seems 
also to have been some tendency to vomit. He 
improved up to July 2nd, when the pains and 
sickness recommenced with greater violence, and 
on the following day the pain in the back and 
loins was sufficient, as the patient says, to “ double 
him up.” 

He was admitted to the hospital on July 6th. 
The expression which the patient uses to describe 
his pains, that “ it doubles him up,” gives us a clue 
to the fact that the pain is paroxysmal, and he 
further tells us that he suffers no pain in the inter¬ 
vals between the paroxysms. When asked to indi¬ 
cate the spot which is chiefly affected by the pains, 
he puts his hand over the right loin and flank. 
Severe paroxysmal pain referred to the abdominal 
region is more commonly caused by intestinal, 
hepatic, or renal colic, and in the case we are dis¬ 
cussing it certainly is due to the latter cause. 

We have next to consider what is amiss with the 
right kidney, that it should become a source of 
haemorrhage, and whether the blood comes from 
the right kidney only or from both. That the 
blood is present in the urine in considerable 
quantity, and that the amount has shown no ten¬ 
dency to fluctuate is rather in favour of its coming 
from both kidneys, and the fact that the symptoms 
of renal colic are referred to one side only must 
not be taken as conclusive evidence that the lesion 
is unilateral. 

When admitted, the patient had a persistent, 
moderately high temperature, which fluctuated from 
a little below to a little above ioo° F. Notwith¬ 
standing the slight pyrexia and the hsematuria, it 
was not possible to regard the case as one of acute 
Bright’s disease or acute tubular nephritis, and for 
three reasons—(1) that the amount of urine passed 
was not far short of normal; (2) that there is a com¬ 
plete absence of oedema, so that the finger firmly 
pressed upon the sacrum fails to make the slightest 
impression; and (3) that on examination of the 
urine with the microscope we fail to see any renal 
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epithelium, whether in the form of casts or other¬ 
wise. 

The evidence of any local condition in the 
pelvis or body of the kidney adequate for the pro¬ 
duction of such marked haematuria is not very 
great. There is no swelling in either flank or loins, 
and palpation of the kidney fails to detect any 
enlargement or tumour, or, except on one occa¬ 
sion, tenderness. 

Pyelitis, whether tubercular or calculous, is 
usually accompanied by more or less tenderness 
on palpation; and if the pelvis of the kidney con¬ 
tains a stone of any kind, not only is there more or 
less tenderness on palpation, but a persistent pain 
which is usually referred to the loins. 

Again, an irritant in the pelvis of the kidney, or 
in any part of the urinary tract, usually leads to 
frequency of micturition, a symptom which, in the 
case we are discussing, was rather remarkable for 
its absence. 

We have no evidence that the symptoms of 
renal colic were ever present before the appear¬ 
ance of blood in the urine, and that being the 
case, one is inclined to attribute them to the pas¬ 
sage of small clots from the pelvis of the kidney 
along the ureter. 

On microscopic examination of the urine we 
have once or twice found crystals of uric acid; and, 
although this may warrant us in suspecting that 
there may be a so-called sabulous deposit of uric 
acid in one or both kidneys, it is well to bear in 
mind that we have no very strong evidence of such 
a condition, and no evidence whatever of any 
calculus, of uric acid or otherwise, in any part of 
the urinary tract. We have not been able to make 
out that any stone has been passed into the 
bladder nor from the bladder. The symptoms of 
stone in the bladder have been, and still are, 
absent. 

If there be a sabulous or sandy deposit in the 
pelvis of one kidney, say, the right, and if there 
be some general cause (such as influenza) which 
may determine an engorgement of, and haemorrhage 
from, the kidneys, then it is reasonable to suppose 
that a kidney which is already in a pathological 
condition would suffer more than its fellow, and it 
is conceivable that blood finding its way into the 
pelvis of the kidney would be more likely to 
coagulate if the pelvis had been previously rough¬ 
ened by uric acid. These facts are brought 
forward, in defence, as it were, of the position 
previously taken up, that the haemorrhage is pro¬ 


bably from both kidneys, in spite of the unilateral 
symptoms, and that the accident, so to say, of a 
little uric acid in the pelvis of one kidney would 
be sufficient to account for the unilateral symptom 
of renal colic. 

It is more than probable that a fine young man 
like the patient, whose natural destiny should have 
been some muscular exercise in the fresh air, but 
who is fated to sit on a bench making filagree in 
Clerkenwell, should develop what may be spoken 
of as the uric acid diathesis. This so-called 
diathesis is, broadly speaking, due to the imperfect 
metabolism of the nitrogenous food and nitro¬ 
genous waste-products, and it not only makes its 
appearance in those who over-indulge in the plea¬ 
sures of eating and drinking, but also in those who 
follow sedentary occupations, and who look pale, 
thin, and under-fed. It may be that our patient 
will develop a renal calculus in the future, but 
one must guard against attaching too much im¬ 
portance to the appearance of a few crystals of uric 
acid, which may be present from causes which are 
transient and temporary. 

We now come to what is, perhaps, the most 
•interesting part of the case, viz., the occurrence 
of the haematuria during an attack of influenza. 

Of all the acute infective diseases, influenza is, 
perhaps, the least definite in its character. In i*s 
simplest form it consists of pyrexia, with the 
addition of malaise and certain aches and pains, 
but it seems to have the power of producing 
congestions and inflammation of any organ of the 
body. When an epidemic wave of influenza has 
passed over London, the Registrar General’s 
returns have shown that the mortality from all 
classes of disease has been increased, and this may 
be taken as evidence of the power of influenza to 
find out the weak spots of the individuals which it 
attacks. Pneumonia and bronchitis are the most 
common complications of influenza, but instances 
of digestive troubles, diarrhoea, vascular dilatation, 
ear troubles, brain troubles, and spinal cord trou¬ 
bles have come within the experience of most who 
have seen much of the disease. 

Kidney troubles seem to be among the least 
frequent of the manifestations of influenza, but the 
case under consideration is at least the third which 
has come within my own experience. 

The first case was that of a young lady who 
was a member of a household which was smitten 
by influenza in the first quarter of 1892. The 
symptoms at first were not particularly alarming. 
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but haematuria showed itself, and this was followed 
by a suppression of urine, which led to a fatal. 
result This young lady had never suffered from 
pronounced kidney disease, but on making in¬ 
quiries to ascertain whether there had been any 
manifestations of unsoundness of the urinary organs 
previous to the fatal attack, we found that she had 
been in the habit of rising once or twice during 
the night for purposes of micturition. There was 
no post-mortem examination, but the frequency of 
micturition and a rather pronounced family tendency 
to tubercle, gave support to the supposition that 
there was a chronic kidney trouble sufficient to 
constitute a vulnerability of that organ in the 
event of the invasion of the body by an infective 
disorder. 

The second case was that of a gentleman 
between 40 and 50 years of age, who, towards 
the close of an attack of influenza, was alarmed 
by the onset of haematuria, and who took the 
somewhat imprudent course of travelling eighty 
miles by train in order to get advice. The patient 
completely recovered from his haematuria, but the 
impression left upon me was that previous to the 
onset of the influenza the kidneys had been over¬ 
taxed by the jovial habits of their owner, who I 
suspected had been endowed by nature with a 
somewhat keen appreciation of the pleasures of 
«he table. 

The third patient, the one before us, has suf¬ 
fered from haematuria during an attack of influenza, 
and in him, as in the other two, we have reason 
to suspect a vulnerability of the kidneys, because 
of the crystals of uric acid which have been dis¬ 
covered in the uiine. 

These cases illustrate what is very common in 
medicine, viz., the plurality of causes. When we 
ask, “ What is the cause of our patient’s haematuria?” 
we seem compelled to reply that the predisposition 
to haematuru was due to the uric acid diathesis, 
but that the actual occurrence of haematuria was 
determined by the attack of influenza. 

A vt*ry troublesome symptom when the patient 
was admitted was vomiting, and concerning this 
symptom a few words may profitably be said. 
Vomiting is a common occurrence during attacks 
of renal colic and it is also an equally common 
symptom of “uremia.” An attack of renal colic 
may be regarded, for all practical purposes, as a 
local disorder; but “uremia” is a grave general con¬ 
dition—a blood state—dependent upon the inability 
of the kidneys to perform their proper function of 


excreting the waste products of the body. The 
vomiting of renal colic is a purely reflex phenomenon 
due to the irritation of the pelvis of the kidney 
and ureter, and may be compared to the vomiting 
which follows the tickling of the fauces. Uremic 
vomiting, however, must be regarded as due to an 
inability of the stomach to “ deal ” with materials 
put into it, whether by digestion or absorption. 
The body being unable to excrete its waste 
material with freedom, it is evident that the 
absorption of new material will but increase its 
difficulties, and that the rejection by vomiting of 
material put into the stomach, is, under the cir¬ 
cumstances, highly desirable in the best interests 
of the patient. 

Now, the vomiting of the patient whose con¬ 
ditions we are considering was not limited to the 
periods covered by the fits of paroxysmal pain, 
but occurred independently of these; and, in fact, 
the patient rejected by vomiting nearly everything 
which was given him. This very important fact 
affords evidence that we are dealing with a general 
condition and not merely a local trouble in the 
pelvis of one kidney. It supports the theory that 
both kidneys are engorged with blood, and con¬ 
sequently hampered as to their physiological 
functions, and that the occurrence of pain on one 
side only is, so to say, due to an accidental cir¬ 
cumstance. 

This discussion as to whether the haematuria is 
due to a local or general condition, and whether 
the patient has both kidneys dangerously engorged 
or is merely passing a calculus from the pelvis of 
one kidney is of great practical importance, and 
must largely influence the treatment to be adopted, 
and our forecast of the result. If treatment is 
to be reasonable and scientific we must have 
before the mind’s eye a picture of the pathological 
condition with which we have to cope. In the 
case before us I think we must picture two en¬ 
gorged kidneys seriously hampered in their action, 
and not merely a little stone in the pehis of an 
otherwise healthy kidney. 

The patient was in a critical condition because 
of the danger of uremic poisoning. The loss of 
blood, although considerable, was not sufficient to 
cause us any anxiety; and attacks of renal colic, 
although severe and hard for the patient to bear, 
are so rarely accompanied by rupture of the ureter 
or any similar accident, that they can scarcely be 
said to have increased the gravity of the prognosis. 

Having discussed the case, and having arrived 
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at the views which seem most reasonable, we are 
in a position to consider the treatment. The chief 
danger being that the engorgement of the kidneys 
may increase, and that the patient may die of 
uremic poisoning, we must adopt such measures 
as may lessen the engorgement, and be careful 
to do nothing which may overtax the kidney. 

Clearly the worse thing we could do would be 
to check the haemorrhage. The loss of blood is 
not sufficient to endanger life, the patient’s pulse 
is fairly good, and his condition does not indicate 
a dangerous degree of weakness. The engorged 
kidneys are bleeding, and we ought to be thankful 
for it for there can be no surer road to disengorge- 
ment. 

The worst thing to do would be to give astrin¬ 
gents internally to check the haemorrhage; and 
about the most dangerous combination in such a 
case as the one before us would be the very 
common one of Lead and Opium . Lead would 
increase the tendency to the deposit of uric acid; 
and the eliminating power of the kidney is, in its 
present condition, so doubtful that comparatively 
small doses of Opium might produce untoward 
results. 

In consequence of the very doubtful capacity 
for excretion possessed by the kidneys in their 
present condition, I would recommend no narcotic 
drug for the relief of the pain until other less 
dangerous measures having a reputation as ano¬ 
dynes, have failed in their effect. 

To help to disengorge the kidneys we may en¬ 
deavour to produce a “ determination of blood ” to 
some other part of the body, and to this end 
nothing is more efficacious than counter-irritation. 
In selecting our counter-irritant, however, some 
caution is necessary. We must not employ any 
counter-irritant which is likely to irritate the 
kidneys, and therefore the use of Cantharides or 
Turpentine is not permissible. Again, while we 
want a counter-irritant which will act quickly 
and with vigour, we must be careful not to raise 
blisters, for a raw surface, especially over the loins, 
is a thing to be avoided at all times, but most 
particularly when the kidneys are inactive and in 
cases, Hke the one under discussion, in which 
oedema might make its appearance at any minute. 
The best counter-irritant in such a case seemed to 
me to be “ dry cupping ” over the loins, followed 
by hot fomentations. This was employed, and 
you saw how in a very few minutes we had suc¬ 
ceeded in making the whole of the lumbar region 


of the back look red and swollen. We had ocular 
demonstration that our mode of counter-irritation 
was effectual, and there can be no doubt that “ dry 
cupping ” (the application of cupping glasses with¬ 
out the withdrawal of blood) is a most valuable 
mode of treatment, and one which, just now, is a 
little too much out of fashion. 

When I was a student we had upon the staff of 
this hospital “a cupper,” whose duty it was to 
make the round of the wards after the visits by the 
physicians and surgeons, and apply cupping glasses 
(with or without the subsequent application of the 
lancet) to those patients for whom this method of 
treatment had been prescribed. The rapidity and 
effectiveness of “ cupping,” as practised by the 
late Mr. Betts, can hardly be conceived by those 
who never saw that professor in the art operate on 
the loins with three or four glasses and a spirit 
lamp, and convert the concavity of the lumbar 
region into a big red protuberance in scarcely 
more time than it takes me to tell you of it. 

The next point in the treatment is to make 
sure that the bowels are kept freely, but not ex¬ 
cessively, moved. The bowels, in cases where the 
free action of the kidneys is interfered with, 
become an important channel for the elimination 
of waste. To this end our patient has had a daily 
dose of saline aperient which has produced the 
desired effect. 

Finally, it is desirable to give the kidneys all 
the rest possible. Food and exercise both tend to 
throw work upon the kidney. The patient, there¬ 
fore, must be kept absolutely in bed so as to 
reduce the external and internal work of the body 
to a minimum, and so that the need for food may 
be reduced to a minimum also. 

The regulation of the diet is all-important. In 
this case nature has taken the law into her own 
hands, for the patient vomited almost everything 
which was given to him. The patient vomited 
because his kidneys were engorged, and I pointed 
out that so soon as the kidneys were disengorged 
the vomiting would cease, but no sooner. The 
vomiting was not sufficient to cause any alarm, and 
our patient’s condition was not such as to raise in 
us any serious apprehensions of a dangerous degree 
of inanition. If a man be allowed water ad Ub+ 
for the purpose of quenching his thirst, he is able 
to stand the deprivation of food for a long time; 
and the public exhibitions of “fasting men,” of 
which we have had several of late years, have 
taught us that the human body may be maintained 
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for several weeks without the administration of any 
visible food other than water. Now our patient’s 
pulse was good, and even supposing that he should 
continue to reject his nourishment for several days 
by constantly repeated vomiting, we had to re¬ 
member that the vomiting was a physiological con¬ 
sequence of the inefficiency of the kidneys, and 
that until the efficiency of the kidneys should be 
restored the proper nourishment of the patient was 
impossible. No attempt was made to give nutri¬ 
tive enemata or peptonized food, nor was any drug 
given with the intention of arresting the vomiting 
by acting on the stomach. The patient was placed 
upon a spoon diet from which the nitrogenous 
elements were removed as far as practicable. 
Farinaceous food, grapes, stewed fruits, bread and 
butter, weak tea and a little milk were allowed, 
together with as much water as the patient felt a 
need for. As for the times of giving food and the 
amount given, the regulation was left to the 
patient’s inclinations, for in such a case as this the 
appetite is the best guide. 

These measures — absolute rest, dry cupping, 
slight purgation, and a restricted diet—proved 
adequate. The temperature fell to normal; the 
urine showed less and less blood until, finally, 
not a trace of albumen was found in it; the pains 
in the loins ceased; the vomiting stopped; the 
appetite returned, and, finally, our patient left the 
hospital about a fortnight after his admission in a 
state of practical health, for the purpose of re¬ 
cruiting his strength at one of our convalescent 
homes before returning to his jeweller’s bench in 
London. 


ABSTRACT OF A LECTURE 

ON 

HEMORRHAGE OCCURRING 
DURING THE LAST MONTHS OF 
PREGNANCY. 

Delivered at University College Hospital, June 27th, 1893, 
By JOHN WILLIAMS, MD, F.R.O.P., 
Obstetric Physician and Lecturer on Midwifery to the 
Hospital. 


Gentlemen, —I propose lecturing this morning 
on those forms of haemorrhage which occur during 
the last months of pregnancy as the result of sepa¬ 
ration of the placenta. By u last months of 
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pregnancy,” I mean any time after the thirtieth 
week, that is to say, when the child is viable. 

Such haemorrhage is classified under two heads: 

(1) Accidental, and (2) Unavoidable Haemorrhage. 
I would define unavoidable haemorrhage as that 
which occurs when the placenta is praevia as the 
result of the dilatation of the lower zone of the 
uterus, which is necessary during labour; and, 
accidental haemorrhage as that which occurs inde¬ 
pendently of any necessary dilatation of the uterus, 
whether the placenta be normally or abnormally 
placed. As a rule, we may take it that accidental 
haemorrhage occurs with a normally placed pla¬ 
centa ; but you should remember that the position 
of the placenta in cases of placenta praevia, attached 
as it is to the lower segment, renders it specially 
liable to separation as the result of accident. Another 
point of difference between accidental and un¬ 
avoidable haemorrhage is, that in the first case the 
haemorrhage is due to contraction, but in the 
second to dilatation of the placental site. 

We will first consider accidental haemorrhage 
when due to separation of the placenta from its 
normal site; and then haemorrhage due to separa¬ 
tion, whether accidental or unavoidable, in cases of 
placenta praevia. 

Accidental Hemorrhage due to Separation of the 
normally situated Placenta . 

The various diseases to which the placenta is 
liable, and anaemia, usually cause haemorrhage in a 
period of pregnancy earlier than that to which I 
have limited myself to-day. The causes which 
produce haemorrhage in the later months are:— 

(1) Irregular contractions of the uterus. 

These occur more frequently in multiparae than 
in primiparae, as the result of emotion or mental 
shock. Sometimes they occur whilst the patient is 
asleep without any apparent cause. 

(2) Undue exertion. 

(3) Direct violence. 

There are two kinds of accidental haemorrhage: 

(a) That in which the blood escapes per 
vaginam, which is readily diagnosed ; and 

(< b) That in which it does not escape from the 
vagina,—a condition known as concealed, 
which is by no means always easy of dia¬ 
gnosis ; and it is this fact which renders it 
more dangerous even than the first variety. 

I need say but little about the first variety, which 
you will diagnose by the escape of blood per 
vaginam. 
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Accidental haemorrhage of the second variety 
may remain concealed from several causes:— 

(1) The centre of the placenta only may be de¬ 

tached, the borders remaining attached, thus 
preventing the escape of the blood. 

(2) The border may be detached, but the mem¬ 
branes remain attached. 

.^3) The membranes may rupture and the blood 
escape into their cavity. 

(4) The lower segment of the uterus may grasp 
the head so as to prevent the escape of the 
effused blood. 

It is rare that there is no escape whatsoever, 
though it may amount to only a small quantity of 
blood-stained serum. You should therefore always 
make a careful examination in a suspected case. 

The symptoms of concealed haemorrhage are 
those of ordinary internal haemorrhage, plus the 
fact that they occur in a pregnant woman who has 
most probably undergone some great emotional 
disturbance, some excessive exertion, or has been 
the victim of violence, a fall, a blow, or one of a 
variety of accidents. These symptoms are, let me 
remind you :— 

Severe abdominal pain. 

Pulse quick and feeble. 

Patient becomes pale, cold, and collapsed. 
Sense of distension of abdomen. 

These symptoms are not present in very slight 
cases, and doubtless many slight cases occur with¬ 
out calling for attention. On the other hand the 
haemorrhage may be so severe as to cause death— 
the patient becomes more and more collapsed, 
restless, dyspnoea with sighing breathing occurs, 
and convulsions follow which usher in death. You 
have to distinguish it from haematocele, and rupture 
of the uterus. Remember that rupture of the 
uterus only takes place during active and severe 
labour; you would consequently get a history of 
antecedent labour pains, and the cervix would be 
dilated. Again, in rupture of the uterus, this organ 
becomes usually smaller, for, unless the rupture be 
too slight to permit it, part or even the whole of 
the child may escape into the peritoneal cavity; 
whereas in accidental haemorrhage there would 
be no history of antecedent labour pains, and the 
uterus would rather increase in size as a result of 
the accumulation of blood in its cavity. 

The prognosis is always grave. Statistics show 
that about 50 per cent, of women, and over 90 per 
cent of children die. The danger arises from the 
fact that the haemorrhage takes place from a site 


where it cannot be controlled. The uterus cannot 
contract so as to close the opened vessels so long 
as the ovum is intact. In some cases I have 
seen, after labour is over, there is a dribbling 
of blood for some 24 or 36 hours. The danger 
from this is in direct proportion to the blood lost 
before and immediately after the labour was com¬ 
pleted; it is obvious that, when this has been 
excessive, the continuation of even a slight loss 
is a source of grave danger. The danger to the 
child is that owing to the detachment of the pla¬ 
centa the means for its respiration are insufficient. 

The treatment of these cases is difficult to gene¬ 
ralize upon, so much depending on the special 
circumstances attending each case. The general 
principle which guides us in the management of 
labour should guide us in these cases. If the 
haemorrhage is but slight, and unattended by any 
severe symptoms, rest in bed, quiet, and freedom 
from excitement may be sufficient. If, however, it 
is at all severe, the object is to diminish the area 
from which haemorrhage is taking place. To do 
this the uterus must be reduced in size, and that 
as speedily as possible. The uterus is generally 
inert, you should therefore commence by the ad¬ 
ministration of Ergot; about half an hour later, 
when this may be presumed to have had its de¬ 
sired effect, rupture the membranes, apply friction 
to the abdomen, and put on a binder. 

If the cervix is sufficiently dilated, turn, or 
deliver by means of forceps. 

If the os is not dilated, then, still with the same 
object of diminishing the bleeding area, tap the 
membranes; but remember that the uterus is 
flaccid, it contains a quantity of blood, and there¬ 
fore a quick removal of fluid may serve to further 
increase the haemorrhage: the uterus being unable 
to contract down as rapidly as the fluid escapes. 
You should therefore tap the membranes high up, 
so that the liquor amnii is slowly discharged; at 
the same time stimulate the uterus to further con¬ 
traction by means of Ergot, and abdominal friction. 
The cervix must be dilated in such a manner as 
will also excite uterine contraction. If it will not 
admit a Anger, dilate with a sponge tent, and then, 
when sufficiently dilated to admit one, continue 
the dilatation by means of Barnes’ bags until 
sufficient to permit you to deliver by turning or the 
application of forceps. 

Some advise the use of a tampon. It is, how¬ 
ever, a feeble exciter of uterine action, and it 
converts a case of unconcealed into one of con* 
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cealed haemorrhage, and therefore adds to the 
gravity by concealing the amount of haemorrhage 
going on. 


Placenta Piuevia. 

We now come to the question of that very grave 
condition known as placenta praevia. The placenta 
is praevia when it is attached partly or entirely to 
that segment of the uterus—the lower zone— 
which must dilate to allow the head to pass. It is 
fortunately by no means a common condition. It 
is estimated to occur from 1 in 1700, which is 
about the lowest proportion, to 1 in 700, which is 
about the highest proportion quoted. Obviously 
such an estimate is open to fallacy, and the lowest 
proportion quoted is taken from records of private 
practice in which the cases causing no serious 
trouble are probably omitted, whilst the highest 
proportion quoted is taken from statistics of \y ing¬ 
in hospitals, to which, no doubt, many of these 
cases are specially sent. 

We know very little, if anything, as to its 
causation. It is more common in multi parse than 
in primiparae ; it is seen in subinvoluted uteri: that 
is to say, it evidently is more liable to occur in 
enlarged uteri. Some believe that it occurs in 
1 hose cases of chronic leucorrhoea where the 
uterine mucous membrane has become so smooth 
that the ovum falls to the lower segment of the 
uterus. 

There are three varieties of placenta praevia :— 

(1) Central, where the placenta is attached 
centrally, so as to completely cover the os. 

(2) Lateral, where *it passes beyond the os, 
thus overlapping it only. 

(3) Marginal, where the placenta is so attached 
that it comes down to, but does not over¬ 
lap, the os uteri. 

In some cases the cord is inserted into the 
margin of the placenta, or into the membranes 
at a distance from it; in which case serious 
haemorrhage may take place on rupture of the 
membranes. 

The chief danger lies in the fact that the 
placenta becomes detached as the lower segment 
dilates during labour. 

It is obvious then that the danger is greatest 
when the placenta is central, and least when mar¬ 
ginal. When separation takes place, there is slight 
haemorrhage from the placenta, but the main part 
of it takes place from the placental site in the 


uterine walls. There is always a risk of premature 
labour, but some cases go to full term without pre¬ 
senting any abnormal symptoms. When haemor¬ 
rhage from placenta praevia occurs before labour, 
it is of the accidental variety rather than of the 
unavoidable. 

The haemorrhage due to placenta praevia is 
usually sudden, and large in quantity. It may 
terminate fatally before assistance arrives, or it 
may cease and recur later on. It sometimes 
occurs as a constant dribbling, in which case the 
danger is increased, owing to the difficulty of esti¬ 
mating the amount of blood lost. 

When the haemorrhage has been slight, espe¬ 
cially if the child be not viable, you may defer 
taking any steps for a time, contenting yotirself 
with keeping the patient quiet in bed, and having 
her watched by some competent person. Should 
it recur, however, act as though the haemorrhage 
had been a severe one at the first. So long as the 
child remains in utero, the mother’s life is in 
danger, and it is to the preservation of the 
mother’s life that you should devote your chief 
attention. 

When labour sets in, the pains are weak and 
feeble, owing to the relation of the placenta to the 
lower segment. This interferes with the reflex 
stimulus to uterine contraction associated with the 
dilatation of the cervix by means of the mem¬ 
branes. Moreover, the patient is weakened by loss 
of blood, and the contractions are consequently 
enfeebled. 

A further danger in placenta praevia is the 
occurrence of post-partum haemorrhage, owing to 
the weakness of the woman, and to the fact that 
the lower segment contracts less than the upper. 
Secondary post-partum haemorrhage and septicaemia 
are further dangers. 

In such cases where the cervix is sufficiently 
dilated to permit the passage of a finger, the dia¬ 
gnosis is easy; otherwise it is a matter of some 
difficulty. On vaginal examination, you would find 
the cervix large and thick; you would feel in one 
or both fornices, according to the site of the pla¬ 
centa, a thick cushion which prevents you feeling 
the presenting part distinctly. 

If the placenta were attached to the anterior 
wall of the lower segment, you would feel, above 
the pubes, a boggy mass in place of parts of the 
child ; which mass must be placenta. As to pro¬ 
gnosis, the mortality used to be about 25 per cent, 
of the mothers; it is less now, as it is recognized 
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that our duty is to place the mother’s life before 
that of the child. 

The treatment depends on the sort of placenta 
praevia, and the degree of dilatation of the os. 

If the placenta be of central attachment and 
the cervix dilated, there is no better method than 
that advocated by Dr. Braxton Hicks; this consists 
in separating the placenta on one side, and then 
bringing down one foot to plug the cervix, and 
check haemorrhage. By this method, though the 
child’s life is sacrificed, that of the mother is saved. 

Another useful method is that of Dr. Robert 
Barnes. He inserts a finger through the cervix, 
and separates the placenta from the lower zone to 
the extent of about 2\ inches. Labour may then 
go on naturally, and even a living child be born ; 
but the case must be carefully watched. 

If the cervix is not dilated, insert a sponge tent. 
This will swell, dilate the cervix, and check the 
haemorrhage, and, in many cases, after expulsion of 
the tent, labour will go on to a satisfactory termi¬ 
nation. If not, you must treat the case as one in 
which the cervix was found dilated at first. 

Another method is plugging the vagina by means 
of a colpeurynter, pledgets of wool, or other soft 
material. Whatever you use should be strictly 
aseptic and antiseptic—Iodoform, or Alembroth 
wool or gauze. To pack the vagina with this, in¬ 
sert a Ferguson’s speculum, and then through this 
push in the wool in small quantities until the 
vagina is well packed. This procedure, by direct 
pressure, checks the haemorrhage, and at the same 
time excites contraction. It should be removed in 
twelve hours—the cervix will then be dilated— 
and the woman delivered in the manner best be¬ 
fitting the exigencies of the case. 

When the placenta is marginal in attachment, 
the danger is much less. The symptoms may be 
so slight as to be overlooked, or, if present, the 
case may proceed to a normal termination. When, 
however, the symptoms demand treatment, there is 
no better method than to puncture the membranes, 
to allow the head to come down. 


Yomiting of Pregnancy.— Dr. Frank R. Fry 
recommends:— 
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*CAUSAL RELATIONS IN DISEASE. 


BY 

DAVID DRUMMOND, M.D., F.R.O.P., 

Physician and Pathologist to the Newcastle-on-Tyne 
Infirmary. 


On reviewing the past fifteen years, during which 
it has been my privilege to be physician and 
pathologist to the Royal Infirmary of this city, I 
naturally ask what phases of clinical work have 
chiefly interested me. This question I suppose 
every physician propounds to himself from time to 
time. But the answer was of special importance 
to me, because therein I thought I might reason¬ 
ably expect to find a solution of the one pressing 
difficulty of my life during the past six months, 
namely, on what subject should I address this 
august assembly ? I have no hesitation in saying 
definitely and decidedly that etiology and diagnosis 
have proved most profitable and interesting, and 
that in their study my post-mortem work has 
been particularly helpful. These are extensive 
branches of clinical medicine, and cannot heie be 
comprehensively dealt with; but they furnish me 
with special lines of thought full of interest and of 
great practical importance, for there is perhaps 
nothing more useful and suggestive than an inquiry 
into the relation between causation and treatment, 
and the general bearing of etiology on diagnosis, 
not only as supplying a possible clue to the nature 
of the disease, but as explanatory of some of those 
modifications which are so common in clinical 
pictures. In other words, I propose to discuss 
some prominent morbid illations, and hope to 
suggest some of the lessons which their study 
supplies. 

In offering the few remarks it is my privilege 
to make upon this subject, and in regarding this 
opportunity as “ the season when to take occasion 
by the hand ” by emphasising the bearing of 
etiology on diagnosis and treatment, I desire it to 
be recognized that my efforts are only to be con¬ 
sidered as suggestive, and by no means as 
exhaustive or complete. “ The tower, but not the 
spire, we build.” And if the manner in which I 
shall discuss the subject be thought to derogate 
from the credit of the long list of pioneers whose 
names are honourably associated with this work, 
I must express regret, and claim the indulgence 

• The Address in Medicine delivered at the Annual 
Meeting of the British Medical Association, 1893. 
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usually accorded to him who attempts to crowd a 
quart measure into a pint pot. And to this favour 
I feel all the more entitled, when I recollect the 
advice tendered me by a greatly esteemed and 
high official of the Council of our Association, 
who, when congratulating me upon the high honour 
to which I was called, added significantly, “ Don’t 
make the address too long.” 

The Backwardness of Etiology. 

It will be admitted that etiology and treatment 
have lagged far behind diagnosis in the scientific 
race in which we are all interested, notwithstanding 
the substantial impetus given by the labours of 
explorers in the microcosm of disease; still, even 
with this exception, causation has as yet hardly 
received the recognition and consideration to which 
it is entitled. One is tempted to ask why this 
should be. May it not arise from an insufficient 
consideration of the possible end to which this 
great principle of causation may lead ? And are 
we not too prone to multiply causes unnecessarily, 
and, I venture to think, at times flippantly against 
the protest of science and philosophy : Eniia non 
muliiplicanda sunt prater neccssitatem 1 Might 
we not with advantage take a leaf from the chapter 
of modem experimental pathologists, and aim at 
demonstrating that a disease can be referred with 
more justice to one definite cause than to several, 
each credited with its pro rata share of statistical 
responsibility? It will no doubt be objected that 
no matter how desirable such a demonstration may 
be, our present knowledge does not admit of it. 
But even if this be so, an attempt at least should 
be made to differentiate morbid conditions that 
may by their close symptomatic resemblance to 
each other be confounded, and to refer each to its 
proper cause. It should also be borne in mind 
that many so-called causes do not strictly merit 
the name, although they have long figured as such 
in our text-books whence we draw our inspiration, 
and wherein we have been accustomed to the 
qualification of general statements by others vague 
and conjectural, but warranted nevertheless by 
authority, and made expedient by a conscientious 
and self-imposed restraint upon a natural tendency 
to indulge in generalizations. Authority has much 
to answer for. But it must not be forgotten that 
statements ear-marked and accepted under the 
aegis of authority are, in many instances, the simple 
and untried opinions of those whose opportunities 
were by no means equal to our own, and that the 


responsibility for the chaotic state of our code of 
laws rests with ourselves, for have we not failed to 
discriminate between fact and opinion ? Let it not 
be supposed that in entering this protest against 
the blind acceptance of the views in their entirety 
of the intellectual giants who have preceded us, I 
am attempting to throw off the yoke of authority, or 
am desirous of doing an injustice to those to whom 
we owe so much. Indeed, we should be the un¬ 
grateful inheritors of the valuable legacy bequeathed 
to us if we did not in turn seek to hand it down to 
our successors amended and amplified according 
to the light given us by the indubitable advance of 
science in our day, for as Goethe says, der Mcnsch 
soil immer streben sum Bessern . 

Defects in Terminology. 

The divergence of opinion that exists in refer¬ 
ence to the true causal factor of some diseases 
may, in a measure, be due to the employment of 
terms which do not convey precisely the same 
meaning to all who use or read them. Hence, 
naturally, ensues a confusion which I venture to 
think will gradually disappear as we come to pre¬ 
scribe to ourselves as an ideal to be realized more 
and more fully with the progress of our knowledge 
the reference or reduction of morbid conditions to 
their true and definite cause or origin. The 
employment of this method will eventually lead 
up to the formation of a nomenclature which, 
in addition to being strictly accurate, may prove 
of immense therapeutical and diagnostic value, 
and guard us against the mistakes incident to the 
habit of giving to a group of symptoms or a patho¬ 
logical condition a name which may indicate a 
discoverer, but does not indicate the nature or 
origin of the disease. It may be said that there is 
nothing new in this, as, when practicable, disease 
is being named with the object of securing the 
recognition of its cause, witness malignant and 
rheumatic endocarditis. In this there is an 
element of truth, but only an element, and it is far 
from my intention to claim any originality for the 
main proposition, for nil dictum quod non dictum 
prius . Indeed, it is just the recognition of the 
value attaching to names so framed that begets 
dissatisfaction with the old terminology. To the 
clinical teacher and his class the advantages of 
this system are enormous, whilst its adoption in 
leading to important differentiations must be help¬ 
ful to medicine at large. 

An apt illustration is furnished by those numerous 
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and seemingly distinct lesions of skin, eyes, brain, 
joints, lungs, etc., which aforetime we regarded as 
separate entities but which we now know have one 
causal factor in common, the bacillus of tubercle, 
linking all together. Thus the study of tubercle 
grows in importance as its circle of causal relations 
widens, and each new fact in its life history or its 
manner of decay throws more light upon this great 
clinical family. 

It may fairly be required of me to show what 
conceivable or probable advantage this method 
possesses, for on all hands it will be readily con¬ 
ceded that mere novelty or ingeniousness is not a 
sufficient justification for departure from long 
established canons. With all the reserve that 
should characterize the advocacy of what some 
may regard as an act of empiricism, I plead that 
the persistent attempt to reduce morbid conditions 
to a single cause will have a material and beneficial 
bearing upon the method of treatment. We are 
all agreed that a cure to be effectual must reach 
the root of the disease. Once let us be assured 
that we have discovered the true origin, and the 
proper treatment, if adopted early in a remediable 
case, may reasonably be expected to be successful. 
None of us needs to be told how ineffectual treat¬ 
ment often is simply because it does not reach the 
mainspring of the mischief. In a sacred book the 
prophet Elisha is represented as healing waters 
that were “ haught ” by going to their springs and 
“casting salt in there.” The springs must be 
salted if the streams would be cleansed; for a 
puro pura defluit aqua . 

Another advantage to be reaped from the recog¬ 
nition of unal causation in morbid relations is its 
diagnostic help, for if the patient’s sjmptoms 
point in the direction of a possible disease which 
in the experience of the practitioner is commonly 
preceded by a definite causal factor, and we can 
assure ourselves of the presence of this factor, then 
our evidence is strengthened, and our diagnosis 
materially confirmed. To the objection that the 
number of cases of striking morbid affinities are 
too few to be of any practical value in this direc¬ 
tion, it may be replied that the bond of union 
between certain associated lesions is being daily 
more recognized, and that the circle of causal 
relations is ever widening so as to include an 
increasing number of diseases. Is it not then a 
fair assumption that new connections now hidden 
or obscure may before long be made apparent? 


Illustrations of Unal Causation. 

With this indication of the scope and purport of 
my subject I may proceed to test its practical 
bearing by a brief examination of a few of the 
more prominent morbid conditions, whose claim 
to belong to the category of diseases having a 
constant cause is pressing. In this class I include 
the relation between syphilis and locomotor ataxy, 
which I believe from my experience to be constant. 

I regard, and have long taught accordingly, loco¬ 
motor ataxy as invariably the result of antecedent 
syphilis, and that (some statistics notwithstanding) 
where you find the former you may declare with a 
feeling of absolute certainty that there has been 
at a previous date the latter, to which this loco¬ 
motor ataxy is in some manner due. In an 
address dealing with general principles it is not 
convenient, or perhaps expedient, to discuss in 
detail dry statistical questions. I can only, there¬ 
fore, very briefly point out the views of present- 
day neurologists on the subject. On referring 
to Dr. Gowers’s excellent work, we find the following 
opinion expressed : “ It is probable, indeed, that 
taking all cases a causal proportion of three- 
quarters will be nearer the truth.” And again, 
further on, the statement: il It is certain, however, 
that syphilis is not the only cause of the disease. 
In a few cases (less than 10 per cent, of the whole) 
it can be excluded with confidence.” It is just 
this opinion, based on the “less than 10 per cent 
of the whole, excluded with confidence,” that I 
desire to question; and I venture to do so by 
asserting that my later experience, under very 
favourable opportunities of studying the question, 
has taught me that “specific” disease underlies 
all cases of tabes, a view which is rapidly gaining 
ground in the profession, and, in the somewhat 
cynical language of Horace, Interdum vulgus 
rectum videt . 

In view of the importance of the investigation, 
it is fair to ask ourselves if we intend to wait until 
in 100 per cent, of cases locomotor ata^ can be 
unerringly traced to this cause before we believe 
in the inductive force of the 90 odd per cent. ? I 
venture to say that such a course would be a vir¬ 
tual expulsion from medicine of the inductive 
method, which has hitherto been its best friend 
and its glory. This method, as you all know, does 
not profess to deal with every conceivable case, 
but only with such a number as may legitimately 
command assent and establish confidence, and is, 
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with its results, valueless if we may not reason 
from such a large majority to the whole. For, as 
John Stuart Mill says, “ Induction is the process 
by which we conclude that what is true of certain 
individuals of a class is true of the whole class, or 
that what is true at certain times will be true under 
similar circumstances at all times.” It would be 
an interesting experiment to try to ascertain how 
much of the “less than 10 per cent” would re¬ 
main if the patient who gives evidence could be 
guaranteed a good memory, and indemnified 
against the penalty which a true record might 
entail. 

It is surely unscientific, as indeed, it is irra¬ 
tional, to refuse to accept fully and unreservedly 
the teaching of the available statistics on this 
point. The evidence is overwhelming, and must 
convince all but the most cavilling critic. And it 
seems to me that the force of this induction can 
be weakened only where under a general term 
diseases are included which should be differen¬ 
tiated, as has already been largely done within my 
own memory. Dr. Gowers himself has done 
yeoman service to medicine by leading us towards 
a stricter system of nomenclature in the case with 
which we are dealing. 

But why, you may say, insist upon such a 
rigorous application of the law of induction? 
Because to withhold that traditional consensus of 
medical opinion that necessarily guides the plu¬ 
rality is to leave a wide loophole, which, by the 
difficulties attending the discovery of the specific 
factor in the history of the case, is rendered still 
wider, until there creeps into the mind a suspicion 
that after all the proportion of “non-specific” 
cases is much larger than is generally supposed. 
Such a course begets a loose and disastrous state 
of things, the consequence of which is that the 
aid of a valuable diagnostic test factor is lost, and 
functional nervous conditions are often invested 
with a pathological dignity which they do not de¬ 
serve, and violence is done to our nosology and 
injury to the patient. 

Another disease which my experience compels 
me to ascribe to the same specific factor is general 
paralysis of the insane. Here the burden of proof 
is attended with still greater difficulties to the 
statistician, who has in many instances to deal 
with patients whom Nature in robbing of past 
memories has deprived of the ability, if they pos¬ 
sessed the will, to furnish the true record. And 
further, amongst general paralytics we find a larger 


proportion of women than amongst tabetic cases— 
a fact which lends an additional complication to 
the case. Notwithstanding these obstacles, we find 
that one of the most recent declarations goes so far 
as to claim that at least 65 per cent, of the cases 
are specific, and we know that years ago Steenberg 
and others contended for the unal theory, namely, 
that there was “ no general paralysis without 
syphilis.” Jacobson, in subscribing in large 
measure to this view, asks why is it that, in spite 
of the results that have led these writers to this 
opinion, but few modern alienists have been found 
to give support to the doctrine. And his answer 
is, “ because no one has yet been able to definitely 
trace the syphilitic infection to every case of 
general paralysis. And the frequency with which 
different investigators have detected it varies it to 
an extreme degree.” Here, again, I beg leave to 
apply the inductive method and appeal for support 
of the views of Steenberg, to which I can honestly 
say my own not inconsiderable number of cases 
have led me. The importance of adopting this 
view, if it be correct, can scarcely be overestimated, 
for it will surely clear the way for a reliable dia¬ 
gnosis, if we can with confidence say that, in 
eliminating syphilis in a mental case we are prac¬ 
tically excluding general paralysis—a factor that 
may turn the balance where, as often happens, we 
are compelled to catch at diagnostic straws. If 
further evidence were required in support of the 
theory of the constant connection between syphilis 
and general paralysis of the insane, over and 
above that furnished by statistics and interpreted 
in the light of the inductive method of reasoning, 
it is, I venture to think, to be found in the fact 
that this disease is virtually the only progressive 
mental disease with which we are familiar, with a 
definite and recognizable anatomical lesion. And 
this fact alone justifies us in pronouncing in favour 
of a special causation, or it singles out the disease, 
and seems to warrant the conclusion that, as a 
definite pathological process has been at work, so 
has there also been a special etiological factor. 

It may be rash in the light of past failures to 
predict much therapeutical benefit from the re¬ 
cognition of the cause in the instances with which 
I have been dealing, but may we not fairly ask 
ourselves the question, might not the results have 
been different had we applied the remedies earlier? 
For it will not be straining to an unreasonable 
extent our knowledge of “ specific ” lesions to 
suggest that preceding and underlying the morbid 
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changes of the nature of sclerotic degeneration with 
which all pathologists are familiar, and which, as 
we know, have defied our remedies, there is a stage 
of specific myelitis and neuritis that tends to run 
an extremely chronic and insidious course, and 
may be most difficult to recognize clinically, unless 
perchance a timely warning be given by a ptosis 
or a diplopia, etc., when the administration of suit¬ 
able remedies might be expected to yield a good 
result. How many cases of locomotor ataxy and 
general paralysis have been prevented by the 
timely use of antisyphilitic remedies, when at the 
outset a clue is forthcoming, it is impossible to 
say. 

Aneurysm. 

I have yet another sweeping accusation to lay to 
the charge of this many-headed hydra, the extent 
of whose subtle and baneful influence we seem 
scarcely yet to realize. For many years I have 
been deeply interested in the study of the connection 
between syphilis and aneurysm, and in common 
with others have been struck with the frequency 
with which the former occupied a prominent place 
in the history of a sacculated aneurysm. I have 
pursued the inquiry with special care, with the 
result that since I commenced the investigation no 
indisputable case has come under my notice in 
which specific disease was wanting, excepting two 
or three examples of that interesting condition, 
acute softening of the arterial wall, with aneurysmal 
bulging, in malignant endocarditis. In order to 
emphasize this statement you must allow me to 
remind you that you are at present in a part of the 
country where aneurysm is an exceedingly common 
disease; witness the fact that during the past ten 
years 145 cases of aneurysm of the thoracic aorta 
have been treated in the wards of the Royal 
Infirmary. 

I am not endeavouring now to make out a case 
in favour of the specific character of the aneurys¬ 
mal process, for I do not deny the possibility of 
sacculated arterial bulging to the extent worthy of 
the name of aneurysm, in conditions other than 
those due to syphilis of the arterial coats. But I 
would suggest that there is something special in 
this form of arteritis that renders the affected part 
of the vessel peculiarly liable to yield to pressure. 
It may be that the involvement of the middle 
and outer coats, and their transformation into 
fibrous tissue so common in syphilis, will account 
for this liability; and I have found it a good 


practical rule not to diagnose aneurysm in a 
doubtful case in the absence of syphilis—a rule 
that must be more or less limited in its applica¬ 
tion, as it necessarily presupposes an accurate 
history. Arterial strain through hard work is of 
course a factor in the production of aneurysm, but 
it is one that in the vast majority of instances 
requires to be multiplied by specific arteritis in 
order that the product be aneurysm, and then it is 
the lesser quantity of the two. 

(To be concluded.) 


^RHINITIS IN CHILDREN; 

ITS VARIETIES, CAUSES, AND 
TREATMENT. 

Read before ihe Illinois State Medical Society 
By W. E. CASSELBERRY, M.D., 
Professor of Therapeutics and of Laryngology and Rhinology 
in North-Western University Medical School (Chicago 
Medical College); Laryngologist to Wesley Hospital. 


The forms of rhinitis which affect children are, 
in the main, subject to the same classification as 
when affecting adults. Various phases of the 
disease, however, both in pathology and clinical 
history, assume in childhood different degrees of 
importance, by reason of special tissue proclivities 
which are incidental to early life, and of unusual 
damage liable to ensue in a child from neglect of 
the disease during the developmental period. 
The treatment also requires special adaptation to 
the comparative helplessness and timidity of young 
children. 


Acute Rhinitis. 

Acute rhinitis, colloquially termed “ cold in the 
head,” is an acute inflammation of the mucous 
membrane lining the nasal cavities from the 
anterior nares to the naso-pharynx. It is prone to 
extend to adjoining mucous surfaces, and usually 
embraces the naso-pharynx, at least to some degree, 
and thence not infrequently also the middle ear. 

Etiology .—Reasoning from analogy, one must 
regard acute suppurative rhinitis as an infection by 
pathogenic micro-organisms, but it is a result of 
“ taking cold,” which follows certain exposures 

# We are indebted for this report to the “Journal of the 
American Medical Association.” 
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with such regularity and precision that one must 
also infer a causal relationship to exist between 
chilling of the body and rhinitis. The congestion 
of the nasal vessels occasioned by “ taking cold ” 
evidently favours a microbic invasion of the 
mucous membrane by, in some manner, impairing 
its powers of resistance. 

Instances are not wanting of direct infection of 
one person by the discharges of another, an 
accident which is apt to happen among children 
by the use of handkerchiefs in common. Sup¬ 
purative rhinitis of infants is also attributable to 
direct infection from the vaginal discharges during 
birth, and to want of cleanliness after birth. 

Treatment .—It is much too customary to permit 
this acute inflammatory disease of a delicate part 
of the body to progress without efforts to mitigate 
and abbreviate it. Such a course is fraught with 
immense possibilities of ultimate damage, chronic 
catarrh of the nose and accessory organs being 
thereby established. Many remedies are of real 
service, but a multiplicity of recommendations is 
confusing and tends to lessen confidence in any 
one line of treatment. I will therefore describe 
simply my own methods of dealing with these 
cases. 

If it is sought to abort the attack of rhinitis, a 
single average-sized dose of Dover’s powder, pro¬ 
portionate to the age of the child, is given at 
bedtime, also a laxative if needed. The patient is 
especially well covered in bed, outside night air 
is excluded and the temperature of the apartment 
maintained during the night at 6o° to 64° F., but 
no effort is usually made to produce profuse per¬ 
spiration. 

Internally, the following formula will meet the 
indications: 

R Tr. Aconiti . T?|xij 

Tr. Belladonnae ... irjxxiv 

Morphinae Sulphatis ... gr.£ 

Potassii Bromidi ... 3 j 

Spts. Menthae Piperitae tt\xx 

Aquae. q. s. ad f giij 

M. Sig. Adult dose one teaspoonful every 
hour, to be lessened for children ac¬ 
cording to age. 

The same ingredients could readily be prepared 
in the form of a capsule, pill, or compressed tablet. 

Local treatment is of the utmost importance, 
and the following mixtures render satisfactory 
service by atomization: 


Spray No. i 


Cocainae Hydrochloratis 

gr-'j 

Sodii Boratis. 

gr.xx 

Sodii Bicarbonatis 

gr.xx 

01 . Eucalypti. 

"U 

01 . Gaultheriae 

"U 

Thymol . 

g r -j 

Menthol . 

gr.ss 

Glycerin* 

f3SS 

Aquae. q. s. 

ad fgi 

Sig. Dilute, adding one or two tea- 

spoonsful to one ounce of warm water 

for use as a spray. 


Spray No. 2. 


Cocainae Hydrochloratis 

gr-ij 

Ol. Pini Canadensis ... 

IT^v 

Ol. Gaultheriae. 

NUj 

Ol. Eucalypti. 

niij 

Thymol . 

gr.ss 

Menthol 

g r -j 

" Vaseline Oil ” 

f 5 j 


M, Sig. Use with double bulb (Davidson^ 
atomizer, either alone or following the 
use of spray No. 1. 

For young children who are often terrified by 
spraying, may be substituted a small syringe or an 
ordinary medicine-dropper used as a syringe, with 
which to project gently either of these solutions 
through the nostrils. Spraying or gentle syringing 
in this manner may be performed twice or three 
times daily, or even every three hours in severe 
cases. The Cocaine can be omitted from either 
spray formula if there is any objection to its use, 
without seriously impairing the effectiveness of the 
remedy. All solutions for nasal use should be 
somewhat warm. 

Of the many inhalations, I will mention only 
camphorated steam as a domestic remedy of power. 
It is conveniently used by placing a pint of steam¬ 
ing hot water in a glass fruit jar and adding two 
fluid drachms of Spirit of Camphor. A funnel, 
preferably of glass, is then inverted to cover the 
mouth of the jar, and the rising steam is inhaled 
through the nostrils as it escapes from the small 
end of the funnel. So used, especially during the 
evening for a half-hour, it conduces to a comfort¬ 
able night’s rest and facilitates recovery. 


Simple Chronic Rhinitis, including Chronic 
Purulent Rhinitis of Children. 

Recurrent attacks of acute rhinitis establish in 
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children and young people especially, a chronic 
inflammation of the mucous membrane which is 
characterized by variable degrees of proliferation 
of the epithelium, and by muco-purulent secretion 
which is often profuse. The disease is not accom¬ 
panied by material enlargement of the turbinated 
bodies or distension of the erectile tissues, and 
stenosis is not a prominent symptom which 
differentiates it from hypertrophic rhinitis. 

Etiology .—Bosworth plausibly contends that 
children are particularly prone to inflammation of 
the epithelial lining of mucous membranes, and 
that the epithelial proliferation of muco-lymphoid 
glands becoming organized without desquamation 
accounts for enlargement of the tonsils, etc., while 
an allied inflammation in the nose, with rapid 
desquamation of the epithelium, constitutes the 
most important element in purulent rhinitis. The 
disease bears no constant relationship to scrofula, 
tuberculosis or syphilis, since it affects children 
who are otherwise robust quite as frequently as it 
does the subjects of these dyscrasiae. Inattention 
to hygienic matters, leading to frequent attacks of 
acute rhinitis, and failure to treat the same 
effectively, are potential factors in the establish¬ 
ment of this form of catarrh. 

Symptomatology .—A profuse muco-purulent dis¬ 
charge from both nostrils, swelling and redness of 
the external nasal appendage, and excoriation with 
incrustation of the anterior nares, are the chief 
manifestations, a too profuse discharge being the 
sole complaint in the milder cases. 

In the course of years, if the purulent type of 
rhinitis be not arrested, the mucous glands 
atrophy, the secretion grows less, but thicker, and 
tends to accumulate in crus’s. In other words, 
the disease may pass gradually into the atrophic 
form of rhinitis, which is the successor to purulent 
Thinitis, perhaps more frequently than it succeeds 
hypertrophic rhinitis, although commonly credited 
to the latter disease. 

Simple chronic rhinitis, however, does not 
always assume a purulent type, the chief symptom 
oftentimes being merely a too profuse mucous 
discharge. This form of the disease is prone to 
pass gradually into hypertrophic rhinitis; in fact, 
it is sometimes difficult to draw a distinct 
diagnostic line between either the purulent or 
non-purulent form of simple chronic rhinitis on 
the one hand, and hypertrophic rhinitis on the 
other. Indeed, in rarer instances these conditions 
are seemingly associated. 


Treatment .—In the purulent type muco-pus 
must not be permitted to accumulate and de¬ 
compose in the sinuosities around the turbinated 
bodies, thus perpetuating the disease. In not 
too inveterate cases thorough cleansing by means 
of an antiseptic, alkaline and mildly astringent 
spray, used three or four times daily, with a hand¬ 
ball atomizer, is all that is necessary to effect a 
cure. The following modification of Dobell’s 
solution answers this purpose admirably: 


Sodii Boratis ... 

gr.xv 

Sodii Bicarbonatis 

gr.xv 

01 . Eucalypti ... 

... mj 

01 . Gaultheriae... 

... mj 

Thymol 

gr.j 

Menthol 

gr.ss 

Glycerini 

f Jss 

Aquae ... 

q. s. ad f3j 


M. Sig. To be diluted, adding two teaspoons- 
ful to one ounce of warm water for use as 
a spray. 

If a more active astringent is necessary to check 
the hypersecretion, Sulpho-Carbolate of Zinc, two 
to five grains to the ounce, may be used as a spray, 
following the cleansing solution. 

In young children who are terrified by spraying, 
these solutions, well warmed, can be used by 
means of a small syringe. When the purulent 
type of the disease is complicated by the presence 
of hypertrophy of the turbinated bodies, deformity 
of the septum, adenoid vegetations, etc., any of 
which obstructions will impair the drainage, and 
cause a muco-purulent discharge, surgical treat¬ 
ment appropriate to this special cause or com¬ 
plication is usually indicated. However, the case 
would not then be regarded, strictly speaking, as 
one of simple chronic rhinitis. 

Hypertrophic Rhinitis. 

This is a chronic inflammation of the mucous 
and submucous tissues of the nose, characterized 
by enlargement, especially of the turbinated bodies, 
which encroach upon the normal lumen of the 
nostrils, and cause impairment of nasal respiration 
and drainage. The disease is thought to be rare 
with children, especially under ten or twelve years 
of age, but I am convinced that a mild form or 
early stage of the affection is very common at 
all ages. 

In children and adolescents persistent enlarge¬ 
ments of the turbinated bodies can and do present 
themselves, in consequence of mere dilatation and 
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engorgement of the vessels of the submucosa, 
without any considerable degree of cell proliferation, 
but in addition to this “ intumescent form,” even 
somewhat advanced grades of hypertrophic rhinitis 
are certainly met with in childfen. 

Etiology .—The most prolific source of hyper¬ 
trophic rhinitis in young children is adenoid 
vegetations, which, by partial occlusion of the 
posterior choanae, interfere with the proper drainage 
and evaporation of nasal secretion, the irritation of 
retained and decomposing secretions serving to 
excite proliferative changes in the nose. 

Clinically these conditions are frequently con¬ 
joined, and it is certain that they sustain some 
dependence upon each other, for removal of the 
44 adenoids ” is often followed by subsidence of the 
nasal hypertrophies. Recurrent acute rhinitis is 
another potent factor in the development of hyper¬ 
trophic rhinitis. 

Symptomatology .—Nasal stenosis or obstruction 
on one or both sides is the most prominent 
s> roptom. The secondary results of nasal stenosis 
are a nervous restlessness, which is excited in 
many by the sense of obstruction and pressure in 
the nose, inability to sleep soundly at night, or 
intellectually to apply themselves persistently by 
day, together with headache and reflex pressure 
symptoms such as hemicrania, asthma, and spasm 
of the glottis. The most frequent of the reflex 
nasal symptoms in childhood, are asthma in 
association with bronchitis and spasm of the glottis 
in association with laryngitis; in fact, so common 
in children is dependence, at least in part of 
chronic bronchitis, with asthmatic symptoms upon 
nasal stenosis and adenoid vegetation that the 
closest scrutiny and attention should be given to 
the upper respiratory tract in all such cases. 

The term “ reflex ” is doubtless often misappro¬ 
priated, yet it has a definite significance, and the 
pathological reflexes which originate in nasal or 
naso-pharyngeal irritation and terminate in cough, 
laryngeal spasm, or asthma, follow much the same 
pathway as the physiological reflex known as 
sneezing. 

A very anno} ing symptom and one which may 
first attract attention is dysphonia: in fact, such 
children are constantly declared to be tongue-tied, 
and the lingual frsenum cut without benefit, when 
the real defect in speech lies in occlusion of the 
nares or naso-pharynx. 

Treatment .—When dependent upon adenoid 
vegetations, the surgical removal of these growths 


usually results in subsidence of the hypertrophic 
rhinitis. Resolution will be favoured in such cases, 
however, as well as in the milder forms of the 
disease, not secondary to naso-pharyngeal adenoid 
hypertrophy, by the use, twice daily, of an anti¬ 
septic alkaline and mildly astringent spray, or 
lotion formulated as prescribed for “ simple chronic 
rhinitis.” This is especially important as a cleansing 
measure in cases in which some degree of hyper¬ 
trophy is conjoined with the suppurative type of 
rhinitis. Refined petroleum products, variously 
known as “ albolene, lanoline, benzoinal,” etc., 
are just now extensively employed in many com¬ 
binations in all forms of rhinitis, but antiseptic 
alkaline aqueous solutions are certainly more 
effective when the parts are to be cleansed of 
muco- purulent accumulations. Petroleum sprays 
are, however, often soothing and protective to the 
parts, especially at times of acute and subacute 
exacerbations, and may be used in such cases fol¬ 
lowing the aqueous spray twice daily, or used alone 
with patients who have retained muco-purulent 
secretions. “ Vaseline Oil,” being more visrid than 
the whiter products, and yet sufficiently fluid to be 
converted into spray by a good double bulb hand 
atomizer, is best adapted to this use, and may be 
prescribed in the following combination 


R 01 . Pini Canadensis ... fl^v 

01 . Gaultheriae. Ifljj 

Ol. Eucalypti. Ifljj 

Menthol . gr.j 

Thymol . gr.ss 


Vaseline Oil ... q. s. ad Jj 
M. Sig. Use with a double bulb atomizer. 

A more astringent spray is occasionally beneficial, 
although strong astringents are not well borne by 
the nasal mucous membrane :— 



Zinci Sulpho-Carbolatis 

gr.v 


Iodi . 

grj 


Potassii Iodidi... 

gr.ij 


Menthol 

g r -j 


Ol. Gaultheriae. 

TTliij 


Glycerini . 

fjss 


Aquae.q. s. ad 

fSj 

M. 

Sig. Use with atomizer. 



Note. —Vaseline Oil or Albolene can be substi¬ 
tuted for the Glycerine and water of this formula. 

Persistent use of these remedies, together with 
the surgical removal of adenoid vegetations and 
enlarged faucial tonsils, and hygienic guards to 
prevent frequent “colds” will effect a recovery 
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in the majority of cases of hypertrophic rhinitis 
of children. A minority, however, which includes 
especially the older children, will not yield to this 
treatment and will require reduction of the hyper¬ 
trophy by means of the electro-cautery in order to 
overcome the nasal stenosis. One should not 
hesitate to adopt this method in suitable subjects, 
for the results are very satisfactory. 

(To be concludedJ 


THERAPEUTICAL NOTES. 


The Action of Alkalies on Human Gastric 
Digestion. 

The frequency with which Bicarbonate of Soda is 
employed in gastric affections renders any contribution 
that enhances our knowledge of its action of interest to 
the profession. Dr. G. Linossier and Dr. G. Lemoine 
have published in the June number of the Archives 
Gtfnb-al-s de Mtdccine a valuable paper detailing the results 
of certain observations regarding the action of Bicarbonate 
of Soda and of Carbonate of Lime in a case of merycismus. 
Test meals consisting of 80 grams of bread, 80 grams of 
meat, and 250 grams of water were eaten by the patient, 
and every hour samples of chyme were obtained from the 
mouth into which it entered by the process of rumination. 
Under ordinary conditions in this patient the total acidity 
of the chyme was slightly pronounced, diminishing from 
the first to the third hour after a meal; the hydrochloric 
secretion was also sensibly inferior to normal, and all 
the usual tests showed that there existed a marked in¬ 
sufficiency of the gastric secretion. 

The patient was then placed upon treatment of Bi¬ 
carbonate of Soda, administered in doses varying from 
7£ grains to 160 grains, and given in one of three ways: 
in the first, Bicarbonate of Soda was taken one hour 
before the test meal; in the second, it was taken at the 
commencement of or immediately before the meal; in the 
third, one hour after the meal. 

Careful analyses of the gastric contents showed that 
Bicarbonate of Soda, in large or small doses, is an excitant 
of gastric secretion. The excitation of the secretion has 
for its first effect a saturation of the alkalinity that was 
always perceptible in the first analysis made after ingesting 
the drug in doses of 150 grains. When the dose of Bi- 
carbonate of Soda is small the excitation occurs after the 
saturation of the alkalinity, and provokes a slight and 
transient increase of hydrochloric acid in the chyme. 
If the dose is medium the excitation is more prolonged, 
the maximum of the proportion of hydrochloric acid in 
the chyme being increased although attained more slowly. 
If the dose is strong the secretory energy of the mucosa 
is exhausted in antagonizing the alkalinity and the normal 
proportion of hydrochloric acid mAy not be attained when 
the gastric contents pass into the intestine. The maximum 
proportion of hydrochloric acid in the chyme is attained 
in two hours after a dose of 7£ grains, in three hours 
after a dose of 15 grains, and in four hours after a dose of 
75 grains. 

The production of the organic acids of fermentation is 
favoured by the administration of Bicarbonate of Soda; 
these acids with the hydrochloric acid contributing to 
saturate the alkalinity. Their production is also prolonged 
when the normal acidity is exhausted. 

The excitant action of Bicarbonate of Soda on the 


gastric secretion is manifested in the greatest intensity 
when it is administered one hour before the meal; 15 
grains acting as a feeble, 75 grains &s a medium, and 150 
grains as a strong dose. The first-mentioned dose was 
the only one in the experiments that diminished the 
formation of the acid^of fermentation. 

At the commencement of a meal 7£ grains acts as a 
feeble, 15 grains as a medium, and 75 grains as a strong 
dose; though the Soda given at this time suspends the 
secretion of pepsin. 

Administered one hour after a meal the Soda exercised 
a transient saturating action that was not followed by 
gastric excitation if given in doses of 30 grains; a more 
prolonged and exciting action being attained by a dose of 
75 grains. 

Carbonate of Lime seems to act pretty much like 
Bicarbonate of Soda, as far as saturation of the gastric 
juice is concerned. A dose of 75 grains has seemed to be 
followed by a period of excitation, but the quantity of 
hydrochloric acid is not secreted in a free state as it is 
when the Soda is administered. Furthermore, when the 
Bicarbonate of Soda has been administered for some 
time, its action is prolonged beyond the day when it was 
last taken; this action being explained by an excitation 
and prolongation of the secretory activity. 

The administration of this drug is therefore indicated 
in those cases in which there is insufficiency of the gastric 
secretion (gastric hypoethenia), and it should be taken a 
certain time before the meal, so that there may be a 
saturation of the alkalinity; and when the food enters 
the stomach it finds itself in immediate contact with a 
gastric mucosa in a state of secretory excitation. Pre¬ 
scribed just before meals it temporarily suspends digestion, 
provokes acid fermentation, and hinders the secretion of 
pepsin. In hyperchlorhydria, Bicarbonate of Soda may 
prove a double-edged sword if employed daring the time 
of digestion; because while very serviceable in diminish¬ 
ing the pain when it momentarily saturates the gastric 
hyperacidity, yet unskilfully employed there is the risk 
of increasing the secretory excitation of a mucosa already 
over-excited. In such a condition it should be given in 
a small dose, repeated as often as necessary, to semi- 
saturate the acidity and to quiet the pain. 

Journal of the American Med. Association. 


Treatment of Sciatica. —In a recent number 
of the American Practitioner and News , Dr. Chas. 
B. Lawrence gives a short account of his experi¬ 
ence with different methods of treatment in 
sciatica. The most instructive case is that of a 
man, aged 52, a carpenter, who had suffered from 
sciatica for seven weeks. He was emaciated and 
pale, and had been taking Morphia to relieve his 
pain, and he was now unwilling to leave it off. 
There was great tenderness along the whole course 
of the nerve, the patient was unable to use the leg, 
and was in constant pain. Various methods of 
treatment were tried, but ineffectually. Finally 
Nitro-glycerine was given in an alcoholic solution 
of one per cent, strength, commencing with a dose 
of 1 minim three times a day, gradually increased 
up to 5 minims. Improvement was almost imme¬ 
diate, and in ten days the patient was able to walk 
to his work. A complete recovery ensued. 
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Having had various occasions lately of referring 
to this subject in the wards, I shall to-day dwell 
upon some points in the diagnosis of renal colic 
and renal pain as the result of gravel or calculus, 
and point out some other affections which may 
possibly give rise to clinical mistakes. 

I use the term “ renal colic ” as denoting only 
paroxysmal attacks of pain, whether or no the 
intervals are free from evidence of pain or local 
tenderness on pressure ; and the term “ renal pain ” 
as including the many cases where such paroxysms 
may be altogether absent, but where pain is con¬ 
stant on pressure in the renal region, or may be 
more or less continuous without it. 

I would first say a word or two regarding the 
points on which we must chiefly rely for the dia¬ 
gnosis of the renal origin of paroxysmal attacks of 
pain in the abdomen: for it must never be forgotten 
that in many cases of true colic from gravel or 
calculus the pain is not referred by the sufferer 
with any exactness to the region of the kidney or 
of the ureter. In all cases, therefore, of paroxysmal 
abdominal pain we must remember the other 
common forms of colic—intestinal and hepatic— 
and, indeed, also those paroxysmal pains which 
are sometimes very prominent in cases of abdominal 
aneurysm. We may usually eliminate intestinal 
colic if we can exclude all probability of lead¬ 
poisoning, and find no salient proof of any dietetic 
or medicinal cause of intestinal disturbance. Such 
disturbances as these are usually accompanied by 
more or less diarrhoea. I put but little comparative 
stress on the diagnostic value of the accounts given 
by patients after being questioned regarding the 
exact locality and distribution of the abdominal pain: 
for I am convinced by experience of the danger of 
being greatly misled by the conventional teaching 
as to the differentiation by this means of renal, 
Vol II., No. 20. 


hepatic, and intestinal colic respectively. I have 
met with many examples of erroneous opinions 
confidently given as to the existence of one or 
other of these various “ colics ” by men who were 
overmuch influenced by dogmatic teaching, and 
thus believed that hepatic colic must be marked 
by the radiation of pain from the right hypochon¬ 
driac upwards to the shoulder; that in renal colic 
the pain starts in the region of the kidney and 
travels downwards to the groin, testicle, and inner 
side of the thigh; and that in the absence of these 
marks the colic in question is intestinal. It is true 
that some cases of these kinds are thus charac¬ 
terized; but these are not nearly numerous enough 
to be “ typical ” in any practical sense of the term, 
and I may say that the word “ exceptional ” might 
very often be justly substituted for this word 
“ typical ” as used by many writers and teachers. 

With regard to the passage of inspissated bile, or 
of a biliary calculus, as a possible cause of ab¬ 
dominal colic of uncertain locality, I need only 
point out here that the constant absence of pain 
and tenderness on pressure in the renal region 
makes considerably against the diagnosis of true 
renal colic; while hepatic colic may be generally, 
though not always, eliminated (and renal colic thus 
rendered more probable), when, in cases under 
observation for a long time, there is neither 
evidence nor history of jaundice or of the usually 
concomitant changes in urine and faeces. 

Now, when we meet with a case of abdominal 
colic which we think may be due to the passage of 
gravel or a calculus through the urinary tract, 
but where the widely diffused character of the 
pain is no guide to us, we must largely rely on the 
examination of the urine for our diagnosis; and 
the presence of blood, pus, or crystals (especially 
of uric acid or oxalate of lime) is of the greatest 
importance. Without, indeed, some urinary 
evidence of this kind, we are but seldom justified 
in positively making the diagnosis of renal colic. 
With such evidence such a diagnosis is in the 
highest degree probable. 

Attacks of renal colic are very often brought on 
by movement, especially violent exercise, are often 
accompanied by nausea or vomiting, and some¬ 
times by pyrexia. In most cases, doubtless, 
paroxysmal attacks of pain from^renal mischief 
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are due to the passage of “ gravel ” or calculi 
through the kidney, and especially along the 
ureter; but before leaving this special subject of 
paroxysmal pain, I would impress upon you that 
apart from these causes, paroxysmal pain may 
result from certain other conditions involving the 
kidney. Not only do paroxysmal pains occur 
sometimes when there is an impacted stone in the 
kidney, and where no crystalline matter is ever 
seen after repeated examination of the urine ; but 
also, occasionally, in cases of both malignant and 
tubercular disease of the kidney; and in cases of 
moveable kidney without other disease. I have 
seen more than one instance of moveable kidney, 
where the only bar to the diagnosis of calculous 
colic was the absence of any urinary abnormality; 
and one in which, in spite of this, the diagnosis 
seemed for a long time the most probable. In 
this last-named case, increasing suffering, which 
yielded to no medicinal treatment, at last necessi¬ 
tated an exploratory operation, when, after careful 
examination, no stone was found, but the kidney was 
shown to be much more moveable than it had 
appeared to be on clinical manipulation. The 
kidney was fixed to the side by the operation 
known as nephrorraphy, and the patient was 
practically cured. 

Paroxysmal pain, simulating ordinary renal colic, 
may be due to the stretching of a ureter over an 
aneurysm, as shown by Dr. Dickinson (quoted in 
Fagge), and strongly suspected in some cases 
which I have seen; and I have known one most 
interesting case, seen by myself and others, where 
the diagnosis seemed to lie between renal calculus 
and mere nephralgia or “ renal neuralgia,” but 
where an ultimately necessary exploratory operation 
proved the existence of a tumour, probably tuber¬ 
cular, involving the bowel in the close neighbour¬ 
hood of the kidney supposed to be at fault. In 
this case the pain was found on inquiry to have 
been most frequent at, or indeed mostly confined 
to, a certain period after meals, when the passage 
of semi-solid matter along the bowel, and increased 
peristaltic action were probably the exciting causes. 
The nature and exact site of the tumour were not 
made out, for it was determined to do nothing 
further. The patient, however, made great im¬ 
provement after a while, and there is no evidence 
of progressive disease. 

I would say a word or two about the diagnosis of 
“ renal neuralgia,” as an explanation of paroxysmal 
attacks of pain in the renal region. Such a dia¬ 


gnosis is hypothetical at the best, and is, I think, 
never therapeutically helpful. Many are apt to 
fall back upon it for want of something more 
definite to say; but increasing experience has led 
me to abandon it as little or nothing more than a 
cloak for ignorance. Once more I would counsel 
those who may be tempted in this diagnostic direc¬ 
tion to examine repeatedly for moveable kidney, 
and for abnormalities in the urine,and for abdominal 
tumours. With these precautions less and less will 
be heard of “ renal neuralgia.” I cannot recall a 
single instance of frequently recurrent attacks of 
pain in the renal region which has been marked 
by the co-existence or alternation of other accre¬ 
dited neuralgi®, or has been relieved or cured by 
anti-neuralgic treatment. 

We have seen then that paroxysmal pain in the 
renal region may be due to several causes; that 
even when it is due to renal calculus, there may be 
no passage of crystalline matter into the ureter; 
and we must remember, on the other hand, that 
much gravel may be repeatedly passed for years 
without any attacks of colic. 

I must now consider shortly the question of the 
diagnosis of impacted renal calculus as the cause 
of renal pain, a matter, which of late years, owing 
to the progress of surgery, is of increasing clinical 
importance. In very many cases we can arrive at 
no history of paroxysmal attacks of pain; but in the 
absence of these we rely mainly on the presence of 
tenderness in one or both renal regions, of some 
crystalline, purulent or bloody deposit in the urine, 
and on the not infrequent evidence from palpation 
of renal enlargement. In the absence of all these 
signs we cannot say that a case of renal pain is due 
to renal calculus; and in the presence of most, or 
even all of them, we cannot positively exclude 
other causes. Both haematuria and tenderness in 
the renal region may be prominent in malignant 
and tubercular disease of the kidney, and in these 
diseases there may also be pyuria. What, then, are 
the grounds on which we can, with approximate 
certainty, diagnose impacted renal calculus with a 
view to operative removal when the suffering or 
state of the patient seems to demand an attempt at 
radical cure? 

I think that pain, increased on movement, and 
permanent tenderness on pressure in the renal 
region, in the absence of any general or special 
indication of tubercular or malignant disease, and 
in the presence of otherwise good health, is enough 
to excite a strong suspicion of renal calculus. 


Digitized by 


Google 



The Clinioal Journal.] 


MR. HUTCHINSON—CATARRHAL DISEASES. 


[Sept. 13,1898. 307 


especially when we remember that this cause of 
the symptoms is by far the most frequent. After 
a lapse of some months this suspicion is greatly 
strengthened, no further symptoms appearing. If 
blood or pus in such a case at last appears in the 
urine the diagnosis is almost certain, and operative 
exploration is justified if the symptoms seem to 
require it. Of course a previous history of par¬ 
oxysmal colic at any date would be of the utmost 
corroborative value. I cannot lay too much stress 
on the positive value of the symptom of constant 
tenderness on pressure, to be elicited sometimes 
only on careful and deep palpation. The fewest 
symptoms and signs from which I have correctly 
diagnosed an impacted renal calculus were, pain in 
one renal region of many months duration, inter¬ 
mittent, but increased or brought on by movement 
(especially going downstairs), constant tenderness , 
and, though very occasionally, the presence of a 
few pus corpuscles in the urine. There was never 
any crystalline or bloody deposit. 

Sometimes a very small calculus, impacted deep 
in the pelvis of the kidney, may be the cause of 
protracted and profuse pyuria, with no other 
symptom, and the general health may remain 
almost unimpaired; and occasionally we meet with 
cases of large calculi which have in all probability 
been impacted for years without the production of 
any signs or symptoms. There was, too, a case in 
my wards once of a man of over 60 years old, 
who had for a short time only been suffering from 
pain and pyuria, which was diagnosed and proved 
by operation to be due to stone. He had been 
completely free from both these symptoms for over 
forty years, but had, when a lad, been treated at 
another London hospital for stone in the kidney 
and blood in the urine. Lastly, I will men¬ 
tion a case of a young woman, now in very 
good health, who was operated on at my request 
by Mr. Stonhara about three years ago, and 
who visits the ward from time to time. She 
had had constant and long-continued pain and 
tenderness in the right renal region, with profuse 
pyuria and frequent paroxysmal attacks of pain 
when she came under my observation; but there 
was no detectable enlargement of kidney, and no 
crystalline or bloody deposit in the urine. Her 
intense suffering necessitated an exploration, but 
the kidney was found to be small and apparently 
healthy, and careful searching found no stone. 

Some months afterwards, as the pain had become 
intolerable, and the girl was wasting, I decided 


on a second operation, when the kidney was re¬ 
moved. It was found to be tubercular, with a 
very small calculus deeply embedded in the pelvis. 
She rapidly regained her plumpness and suffered 
no more pain; but, in spite of her present good 
state of health, continuous though not excessive 
pyuria gives evidence that her remaining kidney 
is probably the subject of a similar affection. 


ORIGINAL ARTICLE. 


ON THE CATARRHAL FAMILY OF 
DISEASES AND ITS RELATION 
TO EPIDEMICS. 

BY 

JONATHAN HUTCHINSON, F.R.S., LL.D., 
Ex-President of the Royal College of Surgeons. 


An expression used by a foreign correspondent 
in the Times newspaper, concerning the illness of 

the Duchess de M-, gave me much pleasure. 

It described her illness as being “ what is heie 
called pneumonia catarrhalis .” Now this is pre¬ 
cisely the term for the use of which I have long 
been pleading with my medical friends. Instead 
of giving to the disease a pathological name, such 
as croupous pneumonia, lobular pneumonia, or the 
like, it is, I think, far better to name it from i s 
cause, and to assign it at once to that most im¬ 
portant clinical group of maladies to which it 
really belongs. Pneumonia catarrhalis (or pul- 
monitis catarrhalis), according to my creed, is one 
of the very commonest causes of death in English 
practice, more especially amongst young children 
and middle-aged and elderly persons. Nor is it, I 
think, of any great importance to attempt to draw 
minute distinctions between “ capillary bronchitis/ 1 
“ congestions of the lung,” and “ true pneumonia.” 
At any rate, such distinctions ought not to be 
allowed to divert our attention from the far more 
essential consideration of the antecedent cause. 

I have done my best on many occasions to draw 
attention to the need for a carefully framed defini¬ 
tion of the term “ catarrh.” We shall never arrive 
at clear views, we shall never understand each other 
in our discussions, unless we have patience enough 
to define our words and to endeavour to use them 
always in the same senses. The word catarrh 
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ought, I submit, to be used only in reference to 
diseases which result from catching cold, and it 
ought to include all maladies small and great 
which are so produced. In this way we constitute 
a very large, and perfectly natural group of 
diseases. The liability to catarrh is universal. 
It is part of our nature, and it belongs not only 
to mankind, but also to the lower animals. The 
study of catarrh and of all which pertains to it, 
lies, I cannot but believe, at the very basis of 
medical knowledge. Catarrhal inflammations in 
the sense in which I have used the word, are 
always peculiar. Their fundamental peculiarity 
is that they take their origin chiefly in connection 
with the nervous system, and are but little in depend¬ 
ence on the state of the blood, or what is known 
as the state of the general health. Yet in con¬ 
nection with this statement some very remarkable 
facts require our patient investigation, for it is 
most undoubted that under many conditions one 
attack of catarrhal inflammation will protect its 
subject for a more or less prolonged period from 
another. In other cases, however, so far is this 
from being the fact, that an attack of catarrh 
will leave the patient susceptible and liable to a 
relapse during long periods afterwards. The study 
of catarrhal affections is indeed full of complexity, 
but we must not on that account decline its careful 
investigation. 

The bond of connection between what we know 
as herpetic inflammations and those due to catarrh 
is of much interest. Some of the laws which apply 
to the one appear also to have force in the other, 
and a detailed study of herpes may very possibly 
throw some light upon that of catarrh. The two 
things are, however, very distinct, and the usual 
relation probably is that when they are associated 
the herpes is symptomatic of catarrh. In all her¬ 
petic inflammations the nerve-structures themselves 
are probably structurally involved, whereas in 
catarrhal inflammations we encounter a reflex dis¬ 
turbance of nutrition, brought about, so to speak, 
by functional disturbance of nerves rather than by 
their organic disease. When herpes labial is occurs, 
as it so frequently does, in association with catarrhal 
pneumonia, it must be regarded as symptomatic 
of the rigor which ushered in the latter, rather 
than of the lung-affection itself. Rigors, how¬ 
ever produced, and in association with the most 
different causes, may be attended with herpes 
labialis, and the severity of the rigor is usually in 
direct relation with the severity of the herpes. It 


may be much doubted whether herpes is ever pro¬ 
duced by catching cold. I am aware that it is 
very common to assign cold-catching as its cause 
when it occurs, as it so often does, on the lips of 
young people. There is, however, little or no 
evidence on this point, and if encountered in con¬ 
nection with the causes of catarrh it is still, as I have 
just suggested, probably symptomatic rather of the 
rigor which ushered in the latter. It might, per¬ 
haps, be of some interest to attempt to construct a 
list of the principal catarrhal maladies. It must 
be understood, however, that only the more pro¬ 
minent and definite members of the group can be 
named, for, to enumerate all would be a matter of 
almost endless detail. First, in a list of this kind 
must, of course, be placed that commonest of all 
affections, 

Catarrhal Inflammation of the Nasal Passages. 
These most familiar affections are always attended 
by functional disturbance of secretion. There is 
great increase in the quantity of mucus formed. 
The severity of a nasal catarrh, and its duration, 
are, for the most part, in relation with the period of 
immunity which had preceded it. The longer that 
has been ceteris paribus the more severe will be the 
attack. As a rule, a nasal catarrh ends with the 
nose, or affects only mildly the throat and bron¬ 
chial tubes. Next to it we may place 

Throat Catarrh . Some persons are liable to 
catch cold in the throat rather than in the nose; 
and although the throat and the nose are often 
affected together, yet, as just remarked, we have 
many cases in which from beginning to end of the 
malady, the disease falls definitely on the one or the 
other part alone. 

The catarrhal sore throat implicates the whole 
of the mucous membrane of the pharynx, and is 
no doubt definitely localized by anatomical arrange¬ 
ments in the distribution of nerves. The relation¬ 
ship of quinsey to catarrhal pharyngitis is a subject 
of much interest, but respecting which I should 
not like to pronounce any very positive opinion. 
Catarrhal pharyngitis is very apt to implicate more 
or less severely the larynx itself, but we must draw 
a very definite distinction between it and the next 
affection. 

Catarrhal Laryngitis . This is a disease often 
very acute. Yet it owes its severity and its fre¬ 
quently fatal character entirely to the peculiarities 
of the part attacked. An amount of swelling of 
the mucous membrane which, in the case of the 
nasal passages, would be attended simply by the 
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inconvenience of the necessity to keep the mouth 
open, might be productive in the case of the larynx 
of obstruction incompatible with the continuance 
of respiration. 

The rapidity with which this swelling takes place, 
although it has its parallel in other catarrhal affec¬ 
tions, is often such as to take the practitioner una¬ 
wares and cause the death of the patient almost 
before danger has been realized. Of this I have 
seen several terrible instances. I once performed 
an unavailing tracheotomy on account of acute 
catarrhal laryngitis in the case of an elderly gentle¬ 
man who had caught cold in his throat in attending 
church only three days before. 

In another case I was summoned by telegraph 
a short distance into the country, for the express 
purpose of performing tracheotomy on a gentleman 
of about fifty. Although no time was lost, our 
patient was dead before I reached the house. He 
had not even taken to his bed, but had died in a 
paroxysm of suffocative dyspnoea, whilst still in his 
clothes. The history in this case was that he had 
lead the choir in a chapel service only four days 
before his death. After the service he had walked 
home, on a cold [snowy night, had shivered as soon 
as he got home, and complained that he had taken 
cold. In this case I inspected the larynx within a 
few hours of death, and found the mucous mem¬ 
brane intensely congested and much swollen. It 
was of this disease, I believe, and after an illness 
of very similar duration that General Washington 
died. 

We come next to the most important of all 
the catarrhal family. I allude of course to: 

Pulmonary Catarrh ,.* I am desirous to include 
under that name all forms of congestion and in- 

* Fatal attacks of pulmonary catarrh, occur probably 
chiefly either to young children or to elderly persons. They 
are comparatively rarely fatal, and perhaps in themselves of 
less frequent occurrence, during the periods of vigorous adult 
life. Systematic works on diseases in children abound in 
reference to them. In 1850, Dr. Duclos described in detail 
an affection which he called “mucous pneumonia,” or, 

* * suffocating catarrh of infants.” He considered it to be a 
form of pneumonia, which was consequent on a “ catarrhal 
phlegmasia.” He especially pointed out its insidious cha¬ 
racter, and remarked that medical men often found themselves 
strangely mistaken when, during a mild catarrh which they 
had pronounced trifling, this form of 11 mucous pneumonia ” 
attacked the patient. I take my account of Duclos’s state¬ 
ments from a detailed abstract given in “The Provincial 
Medical Journal ” for 1850. In the illustration of what I 
have stated above as to the importance of recognizing the 
cause rather than the supposed structural lesion produced, as 
our basis for diagnostic nomenclature, I may add that the 
editor of the journal curtly informs Mr. Duclos that “ the 
disease is not pneumonia at all, but capillary bronchitis.” 
The point in which I am interested, is not so much to 


flammation of the lungs which result from catching 
cold, and must leave to more skilled pathologists 
and diagnosticians the task of assigning to the 
several parts of the pulmonary tissue their several 
shares in the morbid process. It may be just 
hinted, however, that care is necessary lest we 
mistake different stages and degrees of severity of 
the same malady for separate entities. Especially 
let me note that peculiarities may be stamped upon 
catarrh, as upon all other diseases, by the special 
proclivities of the individual. Thus, in some per¬ 
sons, catarrhal laryngitis may be attended by a 
croupal membrane, whilst in others there may be 
nothing but serous infiltration. This difference in 
pathological result does not constitute a difference 
in the nature of the disease. We can scarcely look 
through the obituary column of any newspaper 
without coming across the statement respecting 
some senile, or almost senile, person, that death 
had been consequent upon congestion of the 
lungs following a chill, and that the illness had 
been only of a few days duration. It is related in 
the biography of the great historian Niebuhr, that 
he had engaged, one evening, at his club, in an 
animated discussion on passing political events. 
He then walked home, on a very cold night, 
shivered when he. reached his house, and died of 
inflammation of his lungs three or four days later. 
He was a man of about fifty-six, and had 
previously enjoyed his usual health. I am ac¬ 
quainted with the facts of an instance, in which 
three members of the same family, a brother and 
two sisters, all at about the age of sixty, died under 
precisely similar conditions to those narrated of 
Niebuhr. It is, however, scarcely necessary to 
multiply facts of this kind, for they are familiar to 
all practitioners, and indeed to non-professional 


discriminate between capillary bronchitis and pneumonia, as 
to point out that the disease is catarrhal. 

Respecting the relation of bronchitis to pneumonia, 
Dr. West, in his Lectures on Diseases of Children, uses 
some expressions which accord well with my view of the 
facts. In Lecture xxi. he writes, “ It was stated in the last 
lecture that the supervention of inflammation of the sub¬ 
stance of the lungs constitutes one of the chief dangers 
of infantile bronchitis.” Again, in reference to the associa¬ 
tion of pneumonia with catarrhal causes in children, Dr. 
West, with admirable judgment, writes: “ When pneumonia 
supervenes, as it by no means seldom does, on previous 
catarrhal symptoms, the disease often comes on insidiously, 
and develops itself so gradually out of the preceding trivial 
ailments, that it is not possible to determine the exact date 
of its attack,” page 319, lecture xxi. At page 361, Dr. 
West also writes: “The description of how ordinary 
catarrh assumes by degrees the graver features of bron¬ 
chitis, and the bronchitis in its turn becomes associated 
with pneumonia.” 
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observers. Such illnesses are by no means con¬ 
fined to elderly persons, although, perhaps, the 
most typical examples are met with in them. 

Next to catarrhal inflammations of the lung 
itself, we must place those of its investing serous 
membrane. Catarrhal pleurisy may occur either 
as a complication of pulmonic inflammation, or as 
from the beginning the leading malady. It may 
end either in fibrous, serous or purulent effusion, 
and may be of the most varying degrees of severity. 
It presents, possibly, but few distinctive features 
of diagnosis of other forms of subacute pleurisy. 
The diagnosis, as in other catarrhal affections, 
depends upon the history. It may indeed be 
suggested with much plausibility that almost all 
forms of what would be called “idiopathic pleurisy” 
are really the result of catching cold, and are there¬ 
fore catarrhal in their nature. 

I will not do much more than merely suggest 
that we have, as possible members of the catarrhal 
family, inflammations, not only of the peritoneum, 
but of all the abdominal viscera. In connection 
with individual peculiarities, concerning which, in 
our present state of knowledge, it is not possible to 
S[>eak in detail, we may have as a result from 
exposure to cold or damp, congestions, passing on 
into inflammations, of the liver, pancreas, or 
kidneys. So also we may have a catarrhal 
enteritis, and in rare instances a truly catarrhal 
cystitis. I, of course, absolutely refuse the latter 
designation to many cases to which it is now 
applied, in which structural changes, such as en¬ 
larged prostate and not cold-catching, are the cause 
of the mucous inflammation. We must be precise 
in our use of terms if we would escape confusion. 

Another most important group of catarrhal 
affections is that in which the stress of the disease 
falls not upon a mucous or serous membrane nor 
on any of the viscera, but upon the articular system 
as a whole. Thus, as the result of exposure to cold, 
getting wet, sleeping on damp grass, there result 
but too frequently attacks of acute rheumatism, or 
as we probably without error name the malady 

Catarrhal Arthritis . Such attacks are ushered in, 
as are other catarrhal affections, by chilliness and 
discomfort, to be rapidly followed by inflammation 
in, or around most of the principal joints, and by a 
remarkable tendency to profuse perspiration. Like 
other catarrhal affections, this form of general 
arthritis usually runs its course, and, after a certain 
duration, ceases completely, leaving behind it but 
few traces. 


Like other catarrhal affections it may have com¬ 
plications, and it may in exceptional instances lapse 
into a chronic form. It is also liable to recur to 
the same individual under the same class of in¬ 
fluences as those which originated the first 
attack. 

A general remark may be made as regards 
catarrhal arthritis, which is true also of the rest of 
the more severe catarrhal affections, that they are 
very definitely under the influence of hereditary 
transmission. The liability to them is in a certain 
sense exceptional. At any rate it is not nearly so 
general as that to the milder forms of catarrhal 
inflammation of mucous membranes. We must, 
however, in making this remark, keep in mind that 
a great many of the affections of which we are now 
speaking end as it were abortively, and that we are 
much in the habit of counting only the most severe 
cases. 

The question has already been mooted by some 
authors as to whether we have an y Catarrhal Affec¬ 
tions of the Skin ; but I fear that most who have 
used this term have meant to imply by it not so 
much a connection with catarrhal causation, as the 
development in connection with it of something 
resembling a catarrhal discharge. Thus, a weeping 
eczema has been claimed as catarrhal. Against 
such a use of the word I have already sufficiently 
protested. Without making any claim to impose 
my own definitions on others, I yet submit that it 
is a matter of obvious necessity to define our 
terms, and to be careful always to use them with 
the same meaning. Thus for me, if there are 
forms of catarrhal dermatitis, they must be proved 
as such by occurring in connection with catching 
cold. They must occur suddenly and symmetri¬ 
cally ; and the individual who has had one attack 
will, in all probability, after fairly regular intervals, 
be liable to others. They must in fact appear to 
take the place and to substitute other and more 
ordinary forms of catarrhal inflammation. They 
will further in all probability usually affect the face 
in the first instance, and the hands and feet next 
They must be spontaneously curable, or, in other 
words, must show a very definite tendency to 
spontaneous and complete subsidence after a 
certain duration. If met with in association with 
symptoms of rheumatism, the diagnosis of their 
catarrhal nature will be strengthened, since I 
distinctly make claim respecting a very large group 
of acute and subacute forms of rheumatism, that 
they are catarrhal in their causation and nature. 
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That there are certain skin diseases which conform 
to the requirements suggested, is, I believe, a 
clinical fact. As I purpose shortly to describe in 
detail a group of cases which I regard as examples 
of catarrhal dermatitis, I will not on the present 
occasion enter into more detail. 

It may be convenient, perhaps, at the present 
part of my argument, to briefly enumerate some 
of the common exciting causes of catarrhal in¬ 
flammations. 

More or less prolonged exposure to cold or 
damp. This is especially dangerous when the two 
are combined, and when the exposure occurs after 
the body has been heated. Amongst the most 
dangerous forms in which we encounter it, is the 
sudden arrest of exercise when in profuse per¬ 
spiration. Thus, standing still in a cold situation 
exposed to wind when the underclothing is moist, 
is a sure way of making the latter a source of most 
dangerous chilling. Many a person has caught a 
fatal catarrh by hurrying to a railway station and 
getting into a draughty carriage, when in a state of 
profuse perspiration. Sleeping in a damp bed, or 
even in one which has not been recently used is, as 
is well known, a common cause of some of the most 
severe catarrhal inflammations. It would appear, 
indeed, that the condition of the body during 
sleep renders it peculiarly susceptible to the catarrh 
—producing efficiency of cold and damp in all their 
forms. Or it may be, perhaps, the fact that during 
sleep the injurious exposure is often much more 
prolonged than it would otherwise have been. A 
very remarkable susceptibility to cold and damp 
when applied to the feet is observed in many 
persons. In this respect the lower extremities 
differ most definitely from the upper ones. For 
whilst cold and wet hands but rarely produce 
catarrh, the like conditions occurring to the feet are 
almost certain to do so. In many persons there 
appears to be an association between the feet and 
the throat, and a catarrhal sore throat is almost a 
certain consequence of damp feet. On the other 
hand, I think that chilling of the feet is but rarely 
the cause of catarrhal inflammation of joints. The 
latter appears to be almost invariably the result 
of some chilling influence applied to a large surface 
of the skin. Such, for instance, is a sudden arrest 
from exercise which has produced profuse perspira¬ 
tion, and standing still to cool, or sleeping in damp 
clothes, or in a damp bed. Careful observation 
would, it is very probable, enable us to detect 
some other associations of the different causes of 


catarrh with the different varieties which the affec¬ 
tion assumes. 

Amongst the most efficient causes of a common 
nasal catarrh, and sometimes of still more serious 
affections, are cold and unused rooms. It is 
scarcely necessary that the room should be defi¬ 
nitely cold, if it has been for some weeks unused 
and has no fire in it, a susceptible person is almost 
certain to take cold by going into it.* The effect 
of entering such a room is sometimes so remark¬ 
ably speedy that I have been inclined to suspect 
that it was due to germs which had collected in 
the atmosphere, rather than to the physical in¬ 
fluence of cold or damp. It is probably within the 
experience of many, and especially of consulting 
medical men, who are often exposed to this kind of 
risk, that sneezing and a general sense of catarrhal 
discomfort and alarm will come on within five 
minutes of having been shown into an unused best 
parlour, without a fire. 

As a rule the severity of a catarrhal inflammation 
is in relation with the severity and length of dura¬ 
tion of the exposure which has produced it. There 
is, however, also a very distinct relation with the 
frequency of the attacks, or in other words, the 
length of the interval which has elapsed since the 
last catarrh. The longer this interval the more 
severe ceteris paribus will be the attack. This 
may possibly be explained by reference to the ner¬ 
vous system, if we view the catarrh as a sort of 
explosion, likely to be more severe when the ten¬ 
sion has long accumulated. Or it may, on the 
other hand, be due to some blood cause in rela¬ 
tion possibly with parasitic germs, and thus be 
parallel with what we note in recurrent attacks 
of erysipelas and of the specific exanthemata. In 
all these it is pretty certainly the law that the 
nearer the attacks to each other the less their 
severity. 

As regards common nasal catarrh, it may be 
noted that some persons in some climates and 
certain houses, and under certain plans of regimen, 
become so prone, that they suffer from temporary 
attacks every few days, or it may even possibly be 
every morning. If such persons succeed, whether 
by change of residence, alterations of clothing, or 
the more free use of tonics and wine, in making the 
nervous system less easily susceptible of dis¬ 
turbance, it is almost always with the result of 


• This fact did not escape the observation of the learned 
Erasmus, who records with pathos his own catarrhal suf¬ 
ferings from going into unused rooms. 
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becoming liable once every few months to a 
catarrhal attack of far greater severity. 

In what I have hitherto said I have been 
dealing, I believe, with commonly accepted facts. 
I have now, however, to ask attention to an hypo¬ 
thesis which will, I am well aware, be received 
with much incredulity. It is simply this, that 
catarrhal affections although constantly evoked by 
common physical causes and wholly independent 
of contagion are yet capable of producing elements 
which render them in a high degree contagious. 
I have elsewhere, and repeatedly, advanced this 
theory as a possibility, and alleged that the pro¬ 
duction of a contagious materies is a frequent and 
almost usual consequence of most types of the 
inflammatory process. Although beginning, as it 
were, spontaneously or at any rate without con¬ 
tagion, they all become contagious, and capable of 
producing their like. The virulence and activity 
of the contagious properties varies very much in 
the different forms of inflammation, and is mani¬ 
fested under the control and influence of certain 
laws. In many the transference by contagion is 
not easy, and can be effected only under favourable 
circumstances. The circumstances which favour 
it are probably closeness of contact, or great 
freedom of exposure, similarity in age, state of 
health, and tissue proclivities between communicant 
and recipient. As I have already developed these 
views in another place, in reference to disease in 
general, I will for the present confine myself to 
the facts which favour the belief that catarrhal 
affections are sometimes conveyed by contagion. 
First amongst the data which support this con¬ 
clusion, I have to cite an almost universal social 
creed. Surely it is not for nothing that almost 
everyone believes that common colds will go 
through the family. It may of course be alleged 
in explanation of these supposed facts that in each 
case the members of the family contract the 
disease de novo , but I feel sure that I may appeal 
to the experience of all observant medical men 
in support of the assertion that cases are of very 
frequent occurrence in which this explanation is 
not at all probable. 

Persons who are liable to take cold often appear 
to be exceedingly susceptible to contagion from 
others.* Many isolated facts, very strongly in favour 

• In reference to the apparent spreading of catarrhal 
affections to children by contagion, Dr. West offers us the 
following piece of evidence (see pa*-e 316, Lecture xx.) : 
** Before concluding this lecture it may be as well to say a 
ew words on the subject of influenza, or epidemic catarrh, 


of the belief in contagion, quite as strong as those 
in respect to diphtheria and erysipelas, have come 
under my own notice. The fallacy, of course, is 
that the causes of what we may call idiopathic 
catarrh are so exceedingly common that we can 
never feel sure that they have been absent. The 
matter is not one which is susceptible of proof. 
We cannot try experiments, and are obliged to 
base our creed upon an accumulation of evidence, 
each special item of which is but weak. I may be 
permitted, however, again to refer to the corrobora¬ 
tion which such evidence receives from what we 
know as regards the contagiousness of other allied 
diseases. 

In connection with the asserted contagiousness, 
under favourable circumstances, of all catarrhal 
inflammations, occurs the question as to whether 
such contagion is possible, not only from man to 
man, but from the domestic animals to man. Here 
again I rest on the popular creed. Intelligent 
grooms believe very firmly that it is possible to 
derive a cold by contagion from a horse. Intel¬ 
ligent family observers believe in the possibility of 
the like occurrences from cats and dogs. It is 
probable that it is not so easy for contagion to 
spread between different mammalian species as 
between individuals of the same species. Just so 
in grafting from tree to tree the nearer the rela¬ 
tionship of species the more certain probably is 
the graft to take. Contagions from animals to 
men are probably exceptional, but it is neverthe¬ 
less possible that when they do occur they may be 
productive of unusually severe forms of disease. 
It is not at all improbable that it is under such 
circumstances that a virus is bred up to specificity 
and becomes the cause of epidemic prevalence. 

(To be concludedJ 

as we observe it among infants and children. Catarrhal 
epidemics indeed, not infrequently occur among the young 
at a time when there is no general prevalence of the same 
class of ailments in the adult population, and they do so 
especially just before the commencement of an epidemic of 
measles or whooping-cough, and for a bhort period after its 
outbreak.” 


Prophylactic in Tonsillitis. —For use b> those 
persons predisposed to the development of ton¬ 
sillitis : 


R Olei Menth. Pip. ... n^viij 
Acid. Carbolic (Crystal) 3 j 
Spt. Vini. Rectificat. ... 3ij 
M. Sig. Ten drops to be added to a cup 
of warm water, and this solution used 
as a gargle night and morning. 

\Med. Rev.) 
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Physician and Pathologist to the Newcastle-on*Tyne 
Infirmary. 


(Concluded from p. 300 .) 

Thf. Relation of Empyema in Pneumonia. 

The causal relation of pneumonia to empyema, 
one of the closest if not the most constant, the 
latest text-books notwithstanding, is another ex¬ 
emplification of the subject. True there are cases 
of pus in the pleural cavity that have not arisen 
out of an attack of pleuro-pneumonia, due possibly 
to an acute septic pleurisy, or to tuberculous 
pneumothorax, or as the result of a simple effusion 
becoming contaminated by septic matter, say by 
means of a trochar, but these are exceptions* 
Exclude them, and it may fairly be concluded that 
empyema, the common disease with which prac¬ 
titioners are so familiar, may be ascribed to an 
antecedent pneumonia. I must apologise for here 
repeating opinions to which I have already given 
expression in more than one journal, but the 
matter is so important from a diagnostic and 
therapeutic point of view that I must run the risk 
of incurring the charge of being wearisome, but 
Bis ac ter quod pulcrum. It is of the greatest 
moment to recognize an empyema as early as 
possible, for the sooner the pus is evacuated the 
shorter will be the surgical treatment of the case, 
and the better the prospect of permanent recovery; 
and further, if taken very early, a single tapping 
without incision and drainage may effect a cure. 
Now the diagnosis of these cases turns largely 
upon the discovery of the pneumonic factor: in 
other words, familiarity with the fact that effusion 
following pneumonia is very apt to be purulent 
furnishes a clue to diagnosis. 

The Relation of Chorea and Rheumatism. 

Few subjects have excited more interest than 
the relation between rheumatism and chorea, and 
none has occasioned greater divergency of opinion. 
It must be admitted, however, that the discrepancy 
relates chiefly to the question of degree, for nearly 
all allow a certain affinity between the two diseases. 
It is most unfortunate that something like a general 
agreement cannot be effected, for the present very 
unsettled view of the question is eminently un- 

• The Address in Medicine delivered at the Annual 
Meeting of the British Medical Association, 1893. 


satisfactory. It may be said that the present slate 
of our knowledge does not warrant a consensus of 
opinion. That may be true, but it is no reason 
why, out of our present knowledge, however 
limited, a theory should not be advanced in 
thorough harmony with well-ascertained facts, 
which may at any rate be a guide to fuller re¬ 
velations, with increase of information. If it be 
admitted that a certain proportion of cases of 
chorea are associated with rheumatism, the inquiry 
naturally divides itself into two parts, the nature 
and extent of the relationship. My own cases 
greatly favour the idea of a singularly frequent and 
close connection between the two, so much so that 
I am inclined to the view that, in a certain pro¬ 
portion at least, chorea is simply one manifestation 
of the disturbance by the rheumatic poison of the 
function of somewhat unstable and growing cortical 
cells; and if this conception be tenable in a few 
instances, may it not be extended so as to include 
the whole of the familiar group of typical choreic 
cases so common among the children of nervous 
and rheumatic families, and prone to yield to large 
doses of Arsenic? Again I ask, are we, before 
admitting the inductive force of the majority, to 
wait until in every case we can demonstrate a 
clearly defined rheumatic illness, as at present 
understood, in the form of gross articular lesions ? 
Is this scientific? May we not have, without joint 
mischief, a rheumatic diathesis to which belong 
the choreas, the pleurisies, the headaches, the 
cutaneous eruptions, etc., so frequently associated 
with rheumatism? 


The Causation of Cardiac Disease. 

The study of cardiac lesions throws into relief 
the importance of tracing diseases to their true 
causes. They are all referable.to primary conditions 
—rheumatism, gout, specific fevers, tuberculosis, 
sepsis, alcoholic excess, syphilis, etc., which are 
singularly fruitful in morbid products. These 
conditions constitute a formidable list, to which 
we are constantly adding, and each is responsible 
for heart affections having more or less character¬ 
istic clinical and pathological features. The im¬ 
mense importance of investigating cardiac diseases 
upon the basis of their antecedent and underlying 
morbid states cannot be overestimated, for the 
treatment and prognosis depend largely upon the 
particular agent at work. The same remark, I 
need scarcely say, holds good in the case of lesions 
of other organs, a fact that in many instances has 
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been fully recognized. But its application in heart 
disease is perhaps more than ordinarily conspicuous. 
It has been the habit of our schools to attach too 
much value to the diagnosis of the particular valve 
lesion, and too little to its cause. Thus, for ex¬ 
ample, we content ourselves with the shallow and 
often unimportant observation that this or that 
case is one of mitral regurgitation or double aortic 
disease, a diagnostic shibboleth that any novice 
may apply; forgetful that what is of paramount 
importance is not only the primary reason for the 
existence of the lesion, but also the cause upon 
which the symptoms belonging to any subsequent 
attack of cardiac failure may depend. Thus the 
inquiry would necessarily embrace the questions 
in the case of toxaemic lesions—gouty, rheumatic, 
alcoholic, etc., is the poison still circulating? and 
what is the prospect of its return ? Difficult and 
at present more or less problematical are these 
questions, but to them we must direct our attention 
before we can hope to prognose and treat heart 
disease successfully. 

An attack of rheumatism may damage a valve 
and leave behind a permanent legacy, but how 
innocuous that structural change may be, so far as 
the health of the patient is concerned, so long as 
his real enemy—rheumatic poison—remains absent, 
is well known to all practitioners. For there can 
be no doubt that the injured endocardium is very 
apt to suffer further damage under the influence of 
fresh rheumatic attacks, however slight. And it is 
these intercurrent rheumatic accessions, often subtle 
and unattended by any outward manifestation be¬ 
yond fever, that are fraught with so much risk. 
So, also, is the case of gouty mischief; but here the 
causal factor is more constant and insidious in its 
operations, and its ravages are too often deeply 
rooted before they are recognized, a fact that 
should compel us to greater diligence in unearthing 
a latency so dangerous. 

In syphilis we have a much more common cause 
of heart disease than text-books admit, and surely 
a morbid agent that might be met and treated if 
recognized at the outset; but how seldom has the 
attempt been made, though specific arterio-sclerosis 
is, I venture to think, an obvious pathological 
entity. 

The varieties of alcoholic heart disease are now 
receiving attention, and, with increasing clinical 
and pathological information, it is to be hoped that 
fewer mistakes in prognosis will be made; for often 
the alcoholic heart fails suddenly, giving rise to an 


unexpected catastrophe, despite the most favour¬ 
able prognosis, because the mischief, being more 
of the myocardium than the valves, has remained 
undetected. 

Careful attention to these etiological circum¬ 
stances will often enable us to help the poor 
cardiac backslider in a more substantial way than 
if we simply consider his defective machinery and 
treat his more pressing wants, regarding the inter¬ 
current attacks as natural and unavoidable inci¬ 
dents in the course of the disorder. It has several 
times fallen to my lot to demonstrate in the post¬ 
mortem room that the valve lesion from which the 
patient had suffered was due to a chronic tuber¬ 
culosis of the pericardium, resulting in general 
adhesions, and that the valves supposed to be 
diseased were in themselves healthy, though the 
orifices were dilated and the myocardium degene¬ 
rated. Obviously the treatment and prognosis of 
such a case must differ from the treatment and 
prognosis of cardiac failure, the result of old rheu¬ 
matic pericardial adhesions, or of a heart damaged 
in early life by scarlatinal valvulitis and broken 
down by excessive work, or of a rheumatic case 
marked by returning and often protracted pyrexial 
attacks, or of an insufficiency directly due to 
alcohol. 

Would a substantial reduction in the number of 
chronic heart cases, as the result of the recognition 
of the fact that many are due to curable and pre- 
ventible causes which an early and successful 
treatment might reasonably be expected to subdue, 
be a dream too visionary for us to indulge in ? I 
think not; but assuredly until we fully appreciate 
the causes a dream it will remain. 


A Useful Generalization a Surgical 
Illustration. 

But perhaps it would be difficult to select a 
better illustration of the benefits that have arisen 
from allowing ourselves to be influenced by the 
view that the true or ultimate causes underlying 
diseased states are, in the botanical sense, solitary, 
and that the paths along which they travel are 
comparatively few and well beaten, than the know¬ 
ledge that guides advanced surgeons in their dealing 
with suppurative peritonitis — the knowledge, 
namely, that these cases always result from infec¬ 
tion of the peritoneum with pus microbes. We 
pathologists have helped our surgical friends to 
give a practical turn to this fact by recognizing 
that the infective microbes gain an entrance either 
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by perforation of a viscus-ulcerated appendix, 
bowel, or stomach—or the rupture of a puerperal 
abscess, a generalization that serves a useful turn 
in practice, though, scientifically speaking, it may 
not be quite accurate. 

An extension of this line of thought cannot fail 
to convince us that our nosological tables hardly 
contain the name of a systemic disease that is not 
simply the reflection of some primary morbid state 
with which we are more or less familiar. Many 
of these, it is true, are known to us only as subtle 
influences; but they are becoming rapidly less 
shadowy, and before long it is to be hoped that 
the bright light begotten of the fierce competition 
and zealous spirit of work so characteristic of the 
present day will reveal their true nature. At 
present, like light itself, they are not understood, 
and are scarcely discernible, until by falling upon 
some organ with whose form and functions we are 
familiar, they are reflected to the eye of our under¬ 
standing. 

The cases I have cited are few, but sufficiently 
typical in character to illustrate the importance 
and benefit of tracing a disease as far as practicable 
to one definite cause, and did time permit, I might 
strengthen my argument by instancing the con¬ 
nection between gout and uric acid, acromegaly 
and pituitary growths, myxoedema and atrophy of 
the thyroid, Addison’s disease and lesion of the 
suprarenal capsules, etc. 

The Modifying Influence of One Disease 
upon Another. 

Passing on from the part of my subject that 
purports to give prominence to the causal relations 
of morbid entities, I come to consider briefly some 
possibilities in the modifying or controlling in¬ 
fluence exercised by one disease upon another, 
and even in this enlarged sphere of inquiry we 
walk by the light of this principle of causation. 

I may commence with this proposition, that 
familiar clinical pictures of disease of an organ are 
often the product of the symptoms peculiar to it, 
and of others which are the expression of impaired 
function of another organ. In other words, the full 
symptom-complex of disease of one organ may be 
largely contributed to by disease of another, whether 
produced by the same or some other cause. I can 
best illustrate my meaning by an example. A 
patient addicted to alcoholic excess for a consider¬ 
able number of years is known to be suffering from 
a group of dyspeptic symptoms, ascribed by the 


patient, friends, and doctor to this cause, but 
without a suspicion of gross organic mischief 
underlying them. This state of health interfered 
but slightly with the discharge of public and private 
duties, and indeed, beyond loss of flesh and some 
discomfort, there was a complete absence of signs 
of disease. An attack of pneumonia, which tried 
his powers of endurance considerably, and was 
followed by a slow convalescence, completely 
altered the character of the case. Within a 
fortnight or three weeks of the incidence of the 
pulmonary disorder the abdomen swelled, and its 
superficial veins enlarged, the lips became red and 
the tongue glazed and red, the face pinched and 
the urine scanty and full of urates, the motions 
black, and in every way a most suggestive picture 
of cirrhosis of the liver was presented, a transforma¬ 
tion that astonished the doctor and friends, and 
was not at first sight easily explained. The 
only reasonable assumption to account for the 
apparently rapid development of cirrhosis of the 
liver was that the disease had existed for a con¬ 
siderable period in a latent form, and that the 
obstructed portal circulation was compensated for 
by the usual auxiliary relief, which served to reduce 
congestion, and thus keep in check the tendency 
to ascites, etc., until the attack of pneumonia, by 
producing cardiac insufficiency, upset the balance, 
and led to the appearance of the typical signs 
hitherto absent. Let us observe that though the 
pathological changes characteristic of cirrhosis were 
present, the clinical aspect of the case was incom¬ 
plete until a new and necessary factor, which had 
nothing to do with the original disorder, revealed 
the true nature of the illness. It seems a just 
inference that the cardiac affection made an 
important, if not essential, contribution to the 
completion of the symptom-picture. Indeed, I 
am disposed to think that in cirrhosis of the liver, 
generally the occurrence of the abdominal dropsy 
largely depends upon the supervention of heart 
weakness. In further support of this view I may 
mention a very striking case, recently admitted to 
hospital under the care of my colleague, Dr. Limont. 
The patient, a waiter, a confirmed toper, though 
active and in fair health, and capable of perform¬ 
ing his daily work in a large hotel, developed very 
suddenly the symptoms of portal obstruction— 
ascites, etc., as the results of a few days of 
exceptionally heavy spirit drinking. His abdo¬ 
minal distension, becoming very great, was relieved 
by tapping, but an attack of peritonitis rapidly 
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brought the case to a fatal termination. A post¬ 
mortem examination revealed a small hob-nailed 
liver, extensive splenic adhesions, an ample 
auxiliary portal relief, and a heart greatly dilated. 
Here, again, we would have had an incomplete 
clinical case, but for a symptom which the liver 
borrowed from the heart. In this connection I 
may remind my audience that it is not unusual for 
the dropsy of chronic Bright’s disease to be 
determined by heart weakness; another illustra¬ 
tion of the truth of Agrippa’s fable, as told by Livy, 
in which he insists on the intimate connection 
between the various parts of the human body. 

But it is not enough to say that clinical pictures 
may be the joint products of symptomatic morbid 
relations, for they are often presented to us under 
the modifying influence of a tendency or bias, lent 
by a former or concurrent disease; that is to say, 
it is quite common to meet with pronounced 
modifications in the clinical pictures of disease 
which can only be accounted for on the principle 
that one disease has a determining influence upon 
the aspect of another. The following illustration 
will explain my meaning: A young man, aged 22, 
suffered in the autumn of 1891 from an attack of 
alcoholic paralysis, which revealed itself in the usual 
form of weakness in the legs, flapping of feet in 
walking, with, eventually, ankle-drop and paralysis, 
and paresis of the extensors of the fingers, along 
with which were several myalgic pains. He 
recovered satisfactorily, and at the end of four 
months he was able to walk, and a little later to 
ride his bicycle. In May of the following year he 
had an attack of diphtheria, and in a few weeks, 
while strictly temperate, he developed, without any 
defect of sight or impairment of sallowing, numb¬ 
ness and weakness of the legs and hands, and 
indeed a very similar condition to that which had 
existed previously, except the pains were absent. 
In this case the diphtheritic palsy was exhibited in 
a somewhat unusual form, in consequence of a 
predisposition to a special paralytic distribution 
lent by an attack of alcoholic neuritis. I am 
aware that cases of diphtheritic paralysis are met 
with where the lower extremities bear the brunt of 
the poison, but it is exceptional to meet with so 
pronounced a paraplegia in the entire absence of 
the usual signs, such as failure of accommodation, 
dysphagia, etc. 

Or take this case. A man in the prime of life, 
who was much addicted to alcohol, came under 
observation for complete double drop-wrist, pre¬ 


senting every feature of a plumbic case. His 
history revealed the fact that twelve years pre¬ 
viously he had suffered from lead palsy, with blue 
line, the result of drinking contaminated water, 
and as he was recovering he acquired intemperate 
habits, and developed into a chronic toper. The 
consequence was that the paralysis of the extensors 
became pronounced, and remained permanent. 
There was absolutely no paralysis of the lower 
extremities, and the knee-jerk was normal. 

The modifying influence of one lesion upon 
another may be, as is well known, decidedly bene¬ 
ficial. Thus, sarcoma and lupus may yield to the 
poison of erysipelas; of which fact, it is reasonable 
to suppose, more will be made in the immediate 
future. 

The controlling effect of disease on disease is 
also to be seen in the fact that it is quite rare for 
pulmonary tuberculosis to spring up in the course 
of a cardiac affection. And, again, it is not 
unusual when lardaceous disease develops in con¬ 
sequence of chronic phthisis, to observe a distinct 
tendency on the part of the tubercle to be arrested 
in its growth. And, further, in this connection I 
may mention that I have been struck with the rare¬ 
ness with which a pneumonia complicated with 
jaundice proves fatal. 

I make a brief allusion to these points in order 
to realize the main aim of this address—namely, 
the arousing and quickening of an interest in the 
study of morbid relations, wherein our success will 
much depend on our having a ruling principle for 
our guide, and a definite object and end in view, 
both of which I have endeavoured to indicate. An 
inquiry into the symptoms, diagnosis, prognosis, 
and treatment of disease cannot fail to be greatly 
facilitated by keeping ever before us the particular 
cause or causes at work in producing an uncom¬ 
plicated disease, or in furnishing the kaleidoscope 
aspects of many of our cases. In one way it seems 
a work of supererogation to inculcate the close 
observance of causes; for, as a rule, the practitioner 
gradually comes to perceive its importance, and 
shapes for himself an unwritten compendium along 
this line. His “ experience is by industry achieved, 
and perfected by the swift course of time.” Auto¬ 
matically he seeks for the cause, and is—or 
should be—satisfied only when he has found it; 
and that he may register his observations he is 
driven to an accurate system of nomenclature, 
which shall possess for him both an etiological and 
a diagnostic value. Every advance in this direc- 
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tion is a positive gain to medicine; and whether 
we succeed in tracing a disease to its true origin, 
or attempt the more arduous task of disentangling 
the morbid web with a view of assigning its due 
proportion of responsibility to each factor, and so 
of dealing with the whole, we are engaged in the 
employment of a method which, if developed, may 
make a revolution both in the name and treat¬ 
ment of diseases. This is no mere fanciful theory, 
for it will be found that every scientific medical 
man unconsciously and even automatically, as I 
have said, finds himself perpetually engaged in 
practising it, and the measure of successes he 
enjoys as a practitioner of the healing art is deter¬ 
mined largely by the degree to which he permits 
himself to be led by its light. A man may never 
be fortunate enough to make an abiding contribu¬ 
tion to the science of medicine, strictly so called, 
and yet may all through his life have given the 
public the practical benefit of his originality and 
independent thought in the adoption and practice 
of self-taught rules, without the aid, or even in 
spite of the trammels, of hampering traditions. 
And there are many such amongst us who whisper 
their worth in the ear of the public, but seldom 
seek to proclaim it from the literary housetop. To 
him belongs the credit of benefiting mankind by 
the practice of unformulated methods, and he shall 
have his reward: Den Gott lohnt Gutes hier 
gethan , auch hier noch . 


♦RHINITIS IN CHILDREN; 

ITS VARIETIES, CAUSES, AND 
TREATMENT. 

Read before the Illinois State Medical Society 
By W. E. CASSELBERRY, M.D., 
Professor of Therapeutics and of Laryngology and Rhinology 
in North-Western University Medical School (Chicago 
Medical College); Laryngologist to Wesley Hospital. 


(Concluded from p. 304 .) 

Atrophic Rhinitis, 

Also termed cirrhotic rhinitis, dry catarrh, ozoena 
and foetid rhinitis, is characterized by atrophy and 
cirrhotic changes in the nasal mucous and sub¬ 
mucous tissues, including the turbinated bones, 
which lead to increased spaciousness of the 
nostrils; also by atrophy with impairment of 

* We are indebted for this report to the “Journal of the 
American Medical Association.” 


function of the mucous glands, by reason of 
which the muco-purulent secretion becomes 
inspissated and accumulates in the form of crusts, 
which in turn, undergo decomposition and oc¬ 
casion foetor. 

Etiology .—The commonly accepted theory that 
atrophic rhinitis is a sequel to hypertrophic rhinitis, 
a late stage of that disease is now receiving much 
adverse criticism. It is true that an- apparent 
transition is occasionally observed, but that the 
previous hypertrophy was the real and essential 
cause of the subsequent atrophy is exceedingly 
doubtful. I have observed the two conditions to 
exist at the same time in the same individual— 
atrophy in one nostril and hypertrophy in the 
other, and even atrophy and hypertrophy in 
different parts of the same nostril; but the only 
cases in which I have observed distinct hjper- 
trophy to pass definitely and completely into the 
atrophic condition were those affected with grave 
constitutional disease, notably tuberculosis and 
syphilis. 

The average life histories of the two affections 
are dissimilar. At least one form of atrophic 
rhinitis is common in childhood, and the disease 
rarely originates after thirty-five or forty years of age.. 

Hypertrophic rhinitis with permanently organized 
infiltration of a degree sufficiently advanced to 
pass as alleged into the atrophic state, does not 
commonly occur, at least until maturity; hence, 
this theory fails to afford an adequate explanation 
of the many cases of atrophic rhinitis which occur 
in early life. Bosworth has advanced the most 
rational explanation of the etiology of atrophic 
rhinitis of early life in designating “ suppurative 
rhinitis of children” as the real cause, a view 
which harmonises with the life history of the 
disease, and which is of especial value from a 
prophylactic standpoint, since it teaches us the 
importance of promptly suppressing chronic sup¬ 
purative rhinitis, viewed as a cause, the ultimate 
effect of which, atrophic rhinitis, is itself difficult 
of suppression. 

Hereditary predisposition to atrophic rhinitis is 
often pronounced. For instance, a patient, set. 22, 
has developed the disease during the last two 
years; her mother, for some years deceased, suf¬ 
fered from the disease in a typical form; the 
patient’s child, set. 3, is likewise affected. 

Symptomatology. —Crust formation and foetor are 
the most prominent symptoms of the disease, 
although other secondary manifestations are nu^ 
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merous. The crusts may accumulate only in thin 
scales, or in large masses of horny consistency, 
which may even occlude the nostrils at times, 
being firmly adherent and impacted in the sinu¬ 
osities of the nares, until by decomposition and 
softening of the layer adjoining the mucosa they 
are finally cast loose and expelled in large pieces 
by blowing, often leaving abraded surfaces behind. 

The foetor varies in intensity in different cases, 
but is rarely entirely absent, and in its severe 
form is so horribly nauseating and penetrating 
as to contaminate the atmosphere of an entire 
room in a few minutes, and to necessitate com¬ 
parative isolation of the patient. The foetid odour 
is apparently due solely to decomposition of the 
incrusting secretion in situ , but there is reason 
to believe that this decomposition may extend to 
the secretion which is still in process of elabora¬ 
tion in the substance of the glands themselves. 

In advanced cases, commonly, the sense or 
hearing is impaired, the patient’s own smell ob- 
tunded, the external nose broadened, its alae 
thickened, and the physiognomy lacking in acute¬ 
ness of expression. The disease extends after a 
time to adjoining surfaces, constituting atrophic 
naso-pharyngitis and atrophic pharyngitis. The 
naso-pharynx becomes so incrusted that the foetid 
masses must be literally pried out with probes and 
forceps. More rarely, even the larynx and trachea 
become involved, crusts accumulating in these 
passages to the point of occasioning dyspnoea. 

Diagnosis .—On rhinoscopic examination, both 
anteriorly and posteriorly, one is impressed by the 
spaciousness of the nasal cavities and the presence 
of scales or crusts. The disease is likely to be 
confounded, especially in childhood, with here¬ 
ditary syphilis of the nares, which is also accom¬ 
panied by foetor and incrustation. Unfortunately, 
by reason of the foetor the term “ ozoena ” has been 
applied to both diseases, consequently it is a bad 
name for either affection, especially since it refers 
only to the symptom—foetor. 

In atrophic rhinitis, there is uniform atrophy and 
incrustation without deep destructive ulceration. 

In hereditary nasal syphilis the atrophic process, 
if present at all, is not uniformly distributed, the 
nostrils being contorted by deep ulceration, with 
subsequent cicatrization of various parts. 

Prognosis .—Atrophic rhinitis requires persistent 
thorough treatment over a period of from four 
months to two years, in order to effect recovery 
even in young subjects and in recent cases. Both 


patient and physician are prone to become dis¬ 
couraged and to abandon treatment, much to the 
disadvantage of the former. Inveterate cases must 
continue cleansing measures for years, as part of 
the toilet, with the same regularity that is given 
attention to the teeth. In the worst cases the 
difference between persistent treatment and total 
inattention, is the difference between the lot of an 
acceptable member of society and that of a social 
outcast. 

Treatment .—The first essential to successful 
treatment is absolute and continuous cleanliness of 
the parts. The crusts must not be allowed to form, 
much less to undergo decomposition. One of the 
most efficient means to this end, especially for 
children, is the nasal douche. I believe it to be 
justifiable for the sake of efficient treatment of this 
particular disease to assume the slight risk of 
inflammation of the ear, possible by this instru¬ 
ment. This risk, with proper use of the instrument, 
is remote in comparison with the danger from 
atrophic rhinitis, ineffectually cleansed. The orig¬ 
inal instrument of Thudicum was of glass, but the 
ordinary soft rubber bag gravity douche fitted with 
a nasal nozzle, answers the purpose still better. It 
should be suspended from a nail over a convenient 
basin at such a moderate height that the bottom of 
the bag is only about three inches above the level 
of the nose, as the head is held over the basin. 
The patient must maintain breathing by the mouth 
well opened, when on applying the nozzle to one 
nostril the liquid will gravitate gently and slowly 
into one nasal passage and out through the other, 
the oral respiration sufficing to close the naso¬ 
pharynx by the velum palati. Not force, but 
thorough maceration, is requisite to detach the 
crusts, therefore, one to two pints of fluid should 
be gently and slowly used, twice daily, as a part of 
the morning and evening toilet. The liquid em¬ 
ployed should be alkaline, to facilitate solution of 
the crusts, antiseptic , to counteract the foetor, and 
stimulating, to encourage regeneration of the 
atrophied glands. These qualities are provided in 
the following formula: 

R Sodii Bicarbonatis ... ... £iij 

Sodii Boratis ... ... ... 3iij 

Extracti Pini Canadensis Fluidi f gj 

Glycerini ... ... ... fgiv 

Aquae . q. s. ad fgviij 

M. Sig. To be diluted according to tolerance, 
adding one ounce to the pint or quart of 
warm water for use with the nasal douche. 
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With older children who can be taught the ne¬ 
cessary manipulation, Warner’s post-nasal douche 
should be substituted for the anterior douche of 
Thudicum, on account of greater safety relative to 
the ear. The same solution in the same proportion 
can be used with it. One must first draw up a 
part of the liquid through the instrument into the 
rubber ball, then insert the curved nozzle through 
the mouth, behind the velum palati in the naso¬ 
pharynx, and squeeze the ball, thus expelling its 
contents forward through the nasal passages. This 
procedure should be repeated until half a pint of 
liquid is thus used, morning and evening. Chil¬ 
dren who will not tolerate any of these means, can 
have the nostrils syringed conveniently by an 
ordinary soft rubber tipped ear syringe. 

Peroxide of Hydrogen has the property, by rapid 
oxidation, of disintegrating muco-purulent matter, 
and sprayed into the nostrils it will thus assist 
materially in loosening the dessicated secretion. 
It should be used a few minutes preceding the 
employment of either form of douche, sprayed by 
powerful double-bulb atomizer, of a strength just 
insufficient to cause smarting. The patient should 
receive treatment preferably from one to three times 
weekly in the office, at which time any resisting 
crusts should be detached by a cotton probang, and 
more actively stimulating and antiseptic medica¬ 
ments applied. For the excoriation and incrustation 
around the anterior nares and over the cartilaginous 
septum, which is often one of the most annoying 
features with children, the following ointment 
thoroughly used each night, being inserted into the 
nostrils as far as the finger will reach, gives the 
most satisfactory results: 

R Hydrargyri Oxidi FJavi ... gr.j 

“ Vaseline ” . 3j 

M. Sig. For local application. 

Sprays of “ liquid Vaseline ” with which antiseptic 
and stimulating medicaments, such as Thymol and 
Menthol, may be incorporated, are also serviceable 
at times, tending to retard crust formation. Cod 
Liver Oil and Syrup of Iodide of Iron are seemingly 
the most useful internal remedies, although neither 
can be relied upon to the exclusion of local 
treatment. 

To prevent Excessive Thirst in Diabetes: 

R Pilocarpine Nitratis . gr.iij 

Spiritus Tenuioris (proof) ... 3 j 

Aqnam . ad 5 s* 

Four or five drops to be put on the tongue twice or 
thrice daily .—Quarterly Therapeutic Review 


THERAPEUTICAL NOTES. 


Tabes Dorsalis and Its Treatment. 

In the Journal de Midecine de Paris , September 25 , 
1892 , Glorieux gives an abstract of Leyden’s recent 
paper on tabes dorsalis and its treatment. Modern 
therapy, according to this writer, endorses too exclusively 
local chemical or mechanical treatment, and only values 
specific remedies or those which directly attack the 
morbid process itself. But besides the morbid process, 
there is always the general condition; and besides the 
disease, the man himself exists. Exact treatment, to l»e 
efficacious, must include both the science and the art < f 
medicine. It must concern itself with everything that 
can relieve and ameliorate conditions of suffering, as well 
as that which cures, or is supposed to cure. In Romberg's 
time a fatal prognosis in tabes dorsalis was the only one 
possible. To-day, thanks to the earlier diagnosis that 
cap now be made, the tabetic may hope for radical 
improvement, even if complete cure remains doubtful. 
Nitrate of Silver, Iodide of Potassium, Chloride of Gold, 
Arsenic, Ergot, and Strychnine have not fulfilled this 
early promise of arresting or retrograding pathological 
tabetic processes. Leyden, rejecting all ideas of syphilitic 
origin, disapproves of Mercury in tabes, having no cures 
to record from personal observation; and advances the 
idea that where Mercury has proved efficacious the case 
was probably one of multiple neuritis. The comic side of 
Constantin Paul’s method of regenerating atrophied 
nerves by means of extracts of grey matter—notably grey 
matter from the sheep’s brain-does not escape Leyden, 
who passes it by with a shrug, and recalls to the public 
mind similar experiments with products furnished by the 
ass in Pliny’s time. But they wore their rue with a 
difference; then the asinine extracts were swallowed, 
not injected. 

Baths in the treatment of tabes have always been 
considered of great importance. Leyden particularly 
recommends Rheims, Teplitz, Wildbad, Gastein, Nauheim, 
Kisnngen, and Aix-la-Chapelle. To this list may be 
added other modes of water treatment, as sea and river 
bathing, the cold shower and the cold pack. The last two 
often relieve the characteristic lancinating pains. Bat 
in hydrotherapy the presence of the physician is us 
necessary as that of water; and only under the super¬ 
vision of one versed in hydriatic principles is this mode 
of treatment permissible. Electricity is much vaunted 
as a remedial agent in tabes, and the author gives it its 
just dues. While it may have no direct influence upon 
pathological anatomy, it acts favourably upon pcrinheral 
nerves; and these are distinctly concerned with the 
pathogenesis of tabes dorsalis. Rumpf has obtained 
excellent results by means of the faradic brush. To 
exercise the muscles is another reason for using electricity. 
And a third is the particularly attractive quality of this 
agent as a remedy, which in itself often serves to revive 
hope, no small element in the human well-being. Leyden 
finds massage practically useless. 

Among surgical methods, nerve-stretching, as advocated 
by Langenbuch in 1881 , and pronated suspension, advised 
by Motschutkowsky, of Odessa, in 1883 , and brought to 
public notice in 1885 by Charcot, are specially worthy of 
mention. Bonuzzi’s method of stretching the spinal cord 
consists in doubling up the patient while he is lying 
down until the knees almost touch the shoulders. Leyden 
refuses to try this experiment, believing that suspension 
is sufficiently violent for the average tabetic. Hessig’s 
corset meets with but slight favour, Leyden objecting 
seriously to orthopaedic measures in spinal-cord disease. 
Gymnastics, in the broad sense of the word, the author 
greatly favours, as a kind of compensatory therapeusis. 
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To diminish the ataxia by strengthening antagonistic 
muscles and to help patients to walk, means to keep 
them out of bed. To strengthen them through proper 
food, sustain their moral tone, and inspire hope, are 
essential elements in giving the courage and energy 
necessary to good results in treatment. Systematized 
mechanical exercises for the arms and legs, by means of 
mechanical appliances in Frankel’s institute, brings about 
wonderful improvement in the condition of the limbs. 
Leyden cites a case where a course of systematized 
mechanical movements under Frankel’s direction resulted 
in such marked improvement that the patient could stand 
alone and walk. His moral tone underwent complete 
change; and though the physical improvement did not 
remain permanently so marked as at first, the renewal of 
hope and courage had the happiest influence upon his 
subsequent career. In fact, Leyden insists that the 
physician’s first duty, in regard to general treatment, is to 
uplift and revivify the patient’s physical and moral forces. 
With truth that kills, the doctor has nothing to do. It 
is his office, in early stages of tabes dorsalis at least, to 
advise a quiet life equally free from strain and overwork; 
to teach the patient how to protect himself from sudden 
changes of temperature, from dampness and from cold; 
and to seek to relieve special symptoms as they arise. 

{Med. Rec .) 


Scopolaminum Hydrochloricum: A New 
Mydriatic, end its Use in Ophthalmology.— 

According to Raehlmann {Klinische Monatsblatter 
f. Augenheilkunde , February, 1893), Scopolamin is 
set forth by A. Schmidt, of Marbuig, as an atropoid 
alkaloid from the roots of the Scopolia atropoides, 
and, like Atropine, Hyoscine, etc., belongs to the 
pharmacological group of the tropeine. As such, 
the instillation of its watery solution into the con¬ 
junctival cul-de-sac causes dilatation of the pupil. 
According to Landenburg, Scopolamin, as well as 
Hyoscine, are contained in Hyoscyamus without 
being identical with the latter. Its chemical 
combination differs from Atropine, Hyoscine, etc. 
It is rather isomeric with Cocaine, but naturally 
yields quite different integral products. 

The preparation was given to Raehlmann by 
Professor Robert, with the information that, after 
experiments on the lower animals by internal 
administration, Scopolamin had exhibited an 
opposite effect to Atropine, that its influence on 
the cortex of the brain was not stimulating, like 
Atropine, but paralyzant. It did not increase the 
action of the pulse, like Atropine, but, on the 
contrary, retarded its action. These last-named 
qualities lead to the expectation a priori that the 
local special effects of the new remedy would be 
different, especially those on the conjunctival 
vessels. 

Raehlmann has made use of Scopolamin, both 
on the normal and the diseased eye, and reached 
the conclusion that, as a mydriatic and an anti¬ 


phlogistic, it surpasses all other tropeines, including 
Atropine. In strength of mydriatic effect, it 
resembles Hyoscine closely. The remedy does 
not produce the disagreeable after-effects and 
double vision which, according to his experience, 
occurred from the use of Hyoscine, but it possesses 
all the advantages which belong to Hyoscine in 
comparison with Atropine. 

During the last half year he has employed the 
remedy in all cases in which Atropine may be used, 
and has also used it by way of comparison wiih 
Atropine, and has found that Scopolamin is, in 
many cases, at least, equal to Atropine, while in 
others it is entirely superior. 

Hydrochlorate of Scopolamin operates about 
five times as powerfully as Atropine. It paralyzes, 
like the latter and in the same degree, the 
sphincter of the iris and the accommodation. 
The duration of the effect is (£ per cent. Scopo¬ 
lamin compared with one per cent. Atropine) about 
the same ; perhaps somewhat shorter with Scopo¬ 
lamin than with Atropine. It is to be used in 
solutions of one to two pro tnille to $ per 
cent.), which solutions accordingly correspond in 
dose to \ and one per cent, solutions of Atropine. 
Scopolamin operates best when used in divided 
doses. In a solution of two pro mille (£ per cent), 
six or seven drops may be administered daily 
to an adult, or used every fifteen minutes during 
one hour and a half. With children, corre¬ 
spondingly weaker solutions are to be used. 

(Therapeutic Gazette .) 


The Treatment of Boils by Boric Acid.— 

L Union Medicate quotes Alison as having obtained 
good results in the case of general furunculosis by 
the administration for eight or ten days of from ten 
to fifteen grains of Boric Acid a day, divided into 
two doses. At the same time, four or five times a 
day, the inflamed areas were washed with a hot 
solution of Boric Acid, in the strength of 4 per 
cent. Between the application of this lotion com¬ 
presses were applied to the diseased parts, which 
had been wet with the same solution of Boric Acid. 
In this way he claimed to have been able to relieve 
the boils which had already formed, and to do 
much towards preventing other outbreaks. By this 
means he thinks it possible to avoid a surgical 
intervention.—( Therapeutic Gazette .) 
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Gentlemen, —The case which will form the 
subject of my lecture to-day, is that of a young 
man, aged 37, a blacksmith, who was admitted 
under my care on the night of January 9th. The 
patient's family and personal history as ascertained 
by the clinical clerk, Mr. R. H. Norman, shows 
him to have been one of a large family, many of 
whom died young, that his mother is alive and 
healthy, aged 72, and that his father died at the 
age of 57, in a state of melancholic insanity. He, 
himself, appears to have been a healthy man, ex¬ 
cepting that some years ago he suffered from piles 
and had an attack of jaundice six years ago; 
but has never had any attack like the present, 
and has never had any abdominal pain or symptoms 
of a dyspeptic character. It is stated that at no 
time has he indulged in alcoholic excess, and has 
not had syphilis. He has worked hard and lived 
well until the last month, during which he has 
been out of employment. 

On the evening prior to admission about an 
hour after tea, he suddenly and without warning 
was seized with vomiting, and brought up, as he 
says, about a quart of blood, mixed with a little 
food. Shortly after coming into the ward he had 
another attack of haematemesis, bringing up about 
a pint and a half of blood, red in colour, contain¬ 
ing some clots, and not frothy. As this attack 
took place in the presence of competent witnesses 
we can assert that the blood came from the 
stomach, and moreover was ejected with consider¬ 
able force to some distance from the patient. 
Another not unimportant feature was that the 
vomiting on this occasion was preceded by a sense 
of faintness. 

On January nth, when the patient was first seen 
by me, I found him very anaemic, and complaining 
slightly of pain across the loins. An enema which 
had been given in the morning had brought away 
Vol. IL, No. 21. 


a considerable quantity of dark altered blood. 
There was an occasional slight cough with a little 
muco-purulent expectoration. There was an al¬ 
most complete absence of objective signs of disease, 
no trace of ascites or oedema of extremities; no 
distension of the superficial veins of the trunk, 
except, perhaps, a little prominence of the super¬ 
ficial epigastrium; marked aortic pulsation midway 
between the ensiform cartilage and umbilicus, not 
expansile in character and not felt by the patient; 
a complete absence of pain, of which, indeed, he 
had never complained; no enlargement or diminu¬ 
tion in the area of hepatic or of splenic dulness; 
nothing abnormal to be detected in the abdomen 
and the chest was quite healthy. 

The patient steadily improved, and left the 
hospital quite well on February 7th. During his 
stay there was no recurrence of the haemorrhage, 
temperature was normal, urine healthy, and no sign 
or symptom of disease developed itself. He was 
fed at first entirely by nutrient enemata, given only 
small pieces of ice to suck, subsequently taking a 
slop diet, and finally his ordinary meals. Beyond 
an occasional saline aperient no medicine was 
administered. 

There is, of course, no doubt in this case that 
the blood came from the stomach—that it was a 
true haematemesis—for we are not dependent, as is 
often the case, upon the mere statement of the 
patient, but we can rely on the evidence given by 
those who saw to him during his attack after ad¬ 
mission, not only as regards the way in which the 
blood was voided, but also as regards its appear¬ 
ance and quantity. In passing I may remind you 
that some significance may be attached to the fact 
that the patient became faint on the second occa¬ 
sion of the bleeding, a circumstance which is far 
more likely to occur in connection with haemorrhage 
into the stomach—with or without subsequent 
ejection of the blood—than it is when the bleeding 
takes place from the respiratory tract, and the re¬ 
membrance of this may sometimes be of assistance 
to you in helping to determine the real source of 
blood which has been brought up. Why it should 
be I cannot quite explain to you, but, clinically, it 
is the case that a moderate amount of blood from 
the stomach is far more likely to be accompanied 
with faintness, vertigo, or dizziness than the same 
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amount from the lungs, provided, of course, the 
quantity lost is not so excessive as would induce a 
state of syncope whatever its source. As regards 
the quantity said to have been vomited, it is well 
to remember that the statements of patients on 
this point are usually exaggerated. Even if the 
actual bulk of fluid brought up reach the figure 
given, in the majority of cases it consists in part of 
the gastric secretions, or more often of liquid food, 
since haematemesis very usually comes on, as in 
this case, soon after a meal. I do not deny that a 
pint or even two pints of pure blood might, in ex¬ 
ceptional circumstances, be vomited, but it is not 
so common as is asserted, and would be more 
likely to be associated with a rapidly fatal result; 
a little blood, remember, goes a long way in 
appearance. 

The interest of the case lies in determining the 
cause of the haemorrhage, and this is to be done 
by a detailed consideration of the history, and of 
the symptoms, or absence of symptoms, presented 
by the patient. The essential features of the case 
are: the age and sex of the patient; no admission 
of alcoholic excess or syphilis, though it is of 
course possible that our information on neither of 
these points is correct; no account of former 
illness, except an attack of jaundice or of piles 
some years ago; here again the account may be 
deficient, but our duty is to deal with the facts 
such as we can ascertain them, making such allow¬ 
ance as experience may prompt. The entire want 
of previous dyspeptic symptoms, especially gastric 
pain in connection with food; the limited period 
in which the blood was vomited, viz., two attacks 
within twenty-four hours, and no recurrence; the 
subsequent freedom from pain, or any symptoms 
except marked pulsation of the abdominal aorta and 
such as might be directly attributable to the loss 
of blood; no evidence of portal obstruction, 
as ascites, oedema, distended veins, or piles; no 
evidence of cardiac, pulmonary, or renal disease; 
and lastly, the complete and rapid recovery of the 
patient 

Certain of the obvious causes of haematemesis 
may be at once excluded in this case. Such are 
the vomiting of blood, which has escaped into the 
stomach from the nose, throat, or oesophagus, and 
did not come from the vessels of the stomach or 
duodenum—accidental or false haematemesis, as it 
has been termed; the haemorrhagic diathesis and 
those blood states, leucocythaemia, scurvy, and the 
like, which lead to haemorrhage from various sur¬ 


faces, and only, among others, from the gastric 
mucous membrane; the ulceration of new growths 
in the stomach, of the existence of which 
there is no evidence whatever in this patient, and 
lastly, the bleeding which might follow injuries, 
wounds, or the effects of corrosive fluids. The 
diagnosis then will have to be made between 
haemorrhage resulting from (a) the erosion of some 
fair-sized vessel of the stomach or duodenum 
by ulceration, (b) the distension and rupture of 
capillaries and venules, as induced by portal obstruc¬ 
tion, (c) the bursting of varices of the gastric veins, 
also most usually following on mechanical ob¬ 
struction to the circulation in the liver, but some¬ 
times occurring independently as I shall presently 
explain to you; some other conditions which can¬ 
not as yet be accurately determined, will have also 
to be considered. It will be convenient to discuss 
each of these causes separately, in reference to the 
main features of our present case. 

First, then, was the patient suffering from a 
gastric or duodenal ulcer ? Although it cannot be 
affirmed that there is anything in the history of his 
malady which would either absolutely exclude or 
strongly indicate the presence of this lesion, the 
probability to my mind is that it was not an ulcer 
which was responsible for the haemorrhage. On 
the grounds of his sex and age nothing of much 
value as regards diagnosis can be stated; recent 
statistics, especially those based on post-mortem 
observations, have gone to show that gastric ulcer 
is quite as common in males as in females, even if 
it be not rather more frequent, although there is an 
excess of females among the cases which recover 
where the diagnosis is not verified; and at the age 
of this patient there does not seem to be much 
difference in the frequency of occurrence in the 
two sexes; and it may be further observed that 
duodenal ulcer has been much more frequently 
met with in males, and between the ages of 30 and 
40. Nor does the absence of symptoms, and the 
satisfactory state of health previous to the occur¬ 
rence of haematemesis negative the idea of ulcer; 
for post-mortem records have conclusively shown 
that this condition has existed—for short or for 
long periods, so far as might be inferred from the 
appearances of the edges and base—and given 
rise to no symptoms until within a few days, or 
even hours of death, which has resulted from per¬ 
foration, peritonitis, or haemorrhage. It is this 
uncertainty, if I may so say, of the symptoms of 
gastric ulcer which makes its diagnosis oftentimes 
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difficult—more difficult indeed than is often sup¬ 
posed. For although it is true that pain in the 
epigastric or hypochondriac region, more or less 
constant, and frequently passing through to the 
back, made much worse by food, and then relieved 
by vomiting, together with occasional haematemesis, 
with or without melaena, constitute a group of 
symptoms which almost conclusively point to 
gastric, or more rarely duodenal ulcer, yet, as I 
have just said, all these phenomena may be want¬ 
ing, and yet the patient die of this lesion, as proved 
post mortem, or it may even be found after death, 
quite unsuspected when the patient has succumbed 
to some other disease; and on the other hand, 
though very rarely, all these classical symptoms 
may be present, and no trace of an ulcer be found 
after death. 

I am not at the present moment concerned with 
the actual diagnosis of gastric or duodenal ulcer, 
but from the point of view from which I am con¬ 
sidering the case, viz.: what was the cause of the 
haematemesis, there is nothing in the age, sex, or 
absence of symptoms, previous to the attack which 
will definitely help one way or the other towards 
concluding that an ulcer was or was not present ? 
It is quite possible that the bleeding was due to 
this condition, and if so, I should incline to the 
view that it was duodenal rather than gastric, since 
I have reason to believe from cases I have seen 
and read of that they are rather more likely to be 
latent than the stomach lesion, and the age and 
sex also rather favour that view. Nevertheless on 
the whole, I do not think the case comes within 
this category, though I admit that I am unable to 
support my impression by very positive reasons, 
just as we may often fail to justify a very strong 
suspicion of the existence of an ulcer. So 
doubtful is the diagnosis in many cases, and so 
much has to be allowed for the judgment of the 
observer. One point which influences me a little, 
in my opinion, is the rapidity with which the 
patient recovered after the haemorrhage, which you 
will remember occurred entirely within twenty-four 
hours; but I am aware that it might be objected 
that the vessel which had been eroded in the 
ulcer had become plugged by clot and further 
bleeding thereby prevented (a condition which has 
been frequently seen post mortem), and the complete 
rest to the stomach afforded by the withdrawal of 
food and medicines had allowed the ulcer to heal, 
which it had not previously had the chance of 
doing. I admit also to being a little prejudiced 


against the diagnosis of ulcer by the entire absence 
of pain over the gastric region both before and 
especially after the bleeding, for although as I told 
you just now, pain like any other symptom 
associated with gastric or duodenal ulcer may be 
absent in any particular case, still on the whole 
it may be said to be the most constant evidence 
of this lesion, much more so than either vomiting 
or haematemesis, and so far as my experience goes 
it is specially likely to occur if there have been 
haemorrhage, whether at the time of the flux or 
subsequent to it; the relation of pain to bleeding 
in other situations is a subject of much clinical 
interest. The quantity of blood lost in this case 
would indicate that if ulceration had been the 
cause it must have been a fair-sized vessel which 
had been eaten into, but faint traces of blood only 
to be detected in the vomit by microscopic exam¬ 
ination may result from the hyperaemia of the 
mucous membrane in the vicinity of the lesion. 

I have next to take up the question, was the 
haematemesis the result of portal obstruction ? It 
might be well first of all to remind you as to what 
is the exact connection between obstruction of the 
portal vessels in bleeding from the gastro-intestinal 
mucous membrane. In by far the greater number 
of cases the obstruction affects the branches of 
the portal vein in their distribution through the 
liver, brought about by changes in that organ 
(especially those comprised within the term 
“cirrhosis”) which compress the capillaries and 
smaller vessels and so hinder the blood-flow; very 
rarely is the portal trunk pressed upon at or about 
its entrance into the liver by new growths or by 
being involved in chronic inflammatory tissue in 
that situation. Advanced dilatation of the right 
heart with general venous obstruction not in¬ 
frequently tells back through the hepatic vein, and 
so produces congestion of the portal area, though 
rarely if ever to the degree caused by hepatic 
cirrhosis. Whatever it be that interferes with the 
ready exit of blood from the tissues of the stomach 
and intestines there results a yielding of the 
capillaries and thin walled veins, especially of the 
mucous membrane where the vessels are most 
numerous, this dilatation of the vessels is doubtless 
in part favoured by the little support received from 
the surrounding structures, which are lax and but 
loosely connected with the vessels, very different, 
that is, to the firmer relationship which exists 
between the vessels and tissue elements—say, in 
the muscles. If the power of the left ventricle be 
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maintained, and still more if it be at all increased 
as it sometimes is in alcoholic cirrhosis with general 
chronic endarteritis, then the pressure upon the 
dilated, stretched, and weakened vessels of the 
stomach will be so increased as to cause their 
rupture, with consequent escape of blood into the 
viscus. 

Clinically, we recognize two forms of blood 
which are vomited, and whether it be mixed with 
food or not is obviously accidental. In the one 
form the vomit is of a brownish colour resembling 
dark coffee, with a sediment not unlike “ coffee 
grounds.” The explanation of this appearance is 
that the blood which has been effused has under¬ 
gone a partial digestion in the stomach, and the 
red haemoglobin has been largely converted into 
the brown haematin. Now this change requires 
time, and when blood altered in this way is brought 
up we are right in assuming that the escaped blood 
has remained in the stomach, and to do that it has 
been slowly effused—such as would be the case 
in an oozing from ruptured capillaries. When, 
however, blood is brought up in quantity and of 
ordinary blood colour, whether bright or dark, and 
not distinctly brown, the inference is that there 
has been a rapid and considerable escape from a 
moderate or large sized vessel, and observation 
shows that when such occurs the blood is vomited 
at once. Both of these kinds of blood are met 
with in the haematemesis of portal obstruction, 
and why it should be so is apparent from the 
explanation I have given you of the cause of the 
bleeding in this condition. Recent investigations 
have shown that the large vessels which give way 
under these circumstances and from which most 
serious and even fatal haemorrhage may result are 
situated at the lower end of the oesophagus ; close 
to the cardiac orifice of the stomach, beneath the 
mucous membrane at the junction of the left 
coronary vein and vasa brevia of the stomach into 
the oesophageal veins, i.e. $ at the site of com¬ 
munication between the portal and systemic veins, 
corresponding to the inosculations between the 
haemorrhoidal veins and branches of the internal 
iliac through the haemorrhoidal plexus: and in the 
same way that portal obstruction is supposed to 
favour the formation of piles, which are dilated and 
varicosed veins at the lower end of the rectum, so 
does the same obstruction cause varices of the 
gastro-oesophageal veins in the situation mentioned. 
And just as rectal piles will bleed so may the 
oesophageal piles do the same. The presence of 


these varices and their connection with hepatic 
cirrhosis and fatal haematemesis has been clearly 
demonstrated post mortem to such an extent as 
to establish a collateral circulation, sufficient, it is 
said, to avert the occurrence of ascites or to allow 
of the absorption of the effused serum if dropsy 
has taken place. 

It is usual to find at the site of these varices 
one or more clean cut ulcers, from which in¬ 
deed the bleeding has taken place, the necrotic 
process penetrating the vessel; such ulcers may be 
compared to those seen in the skin of the legs in 
connection with varicose veins. It is likely, also, 
that largely dilated veins may occur in other 
situations in the stomach or even intestine, but the 
situations mentioned where the portal and systemic 
veins communicate, undoubtedly appear to be the 
most frequent. At the same time it is only right 
I should tell you that the dependence of rectal 
piles upon portal obstruction is not so generally 
accepted as it once was—like many other of our 
older clinical beliefs it has been called in question 
—and local causes such as constipation, straining 
at stool, general laxity of the tissues of the lower 
end of the rectum, are credited with a larger share 
in the production of internal haemorrhoids than 
was formerly the case, the importance of these 
factors in causing external piles being well re¬ 
cognized. After this consideration of the relation 
of gastro-intestinal haemorrhage to portal ob¬ 
struction, we are in a position to attempt a reply 
to the question, whether the haematemesis in the 
case we are discussing was due to any hepatic 
affection. From what I have said it is clear that 
the quantity and appearance of the blood vomited 
exclude the notion that it could have been the 
result of capillary oozing, and indicate that it 
must have been suddenly poured into the stomach 
from the rupture of some large vessel, such as 
the varices I have described. So far as our 
present knowledge goes, however, it would seem 
that such varices are only developed when the 
obstruction is very considerable, that is to say, 
when the cirrhosis of the liver has become very 
advanced, and whilst in this case there is no history 
of a cause of cirrhosis, such as alcohol or syphilis, 
what is more to the point is, there are no other 
symptoms of portal obstruction, such as ascites, 
oedema, fulness of superficial abdominal veins, 
jaundice, dyspepsia, or failing health, as would 
almost surely be manifest if the cirrhosis had at¬ 
tained to any marked extent, or if there had been 
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any pressure on the portal trunk outside the liver. 
Moreover the physical examination of the liver 
and spleen reveal no abnormality in their size. 
Heart disease as a cause of congestion of the 
gastric mucous membrane is wanting in this case, 
for the organ was noted as healthy, and there was 
no evidence of systemic venous engorgement. On 
these grounds we are justified in denying that the 
haemorrhage in this case was the result of a chronic 
portal obstruction. 

It now remains for me to refer to some of the 
less common and less certain causes of haemorrhage 
from the stomach. Among the former I may 
mention aneurisms of branches of the gastric 
arteiies of which several cases are recorded (“ Path. 
Soc. Tr.,” 1877; “Lancet,” 1884, i., p. 489). 
Their development leads to erosion of the 
mucous membrane, and their rupture was in all 
cases attended with fatal haemorrhage at once. 
Aneurisms of large arteries outside the stomach, 
such as the caeliac axis and superior mesenteric, 
have been known to ulcerate into that organ or 
into the duodenum and cause death rapidly and 
after repeated bleedings. Dr. Barr (“ Lancet,” 
Dec. 14, 1889) has published a most interesting 
case of fatal haematemesis from a varix of the 
stomach without any hepatic disease or portal 
obstruction; the dilatation of the vein which had 
ruptured without ulceration of the mucous mem¬ 
brane, being determined by a purely local cause, 
viz., the firm adhesion of the spleen to the cardiac 
end of the stomach, the varix being situated im¬ 
mediately over the adhesion. Whether the case 
under consideration is comparable to either of these 
it is impossible to say, their rarity and the fatality 
attending them makes me disinclined to think so. 

But apart from these causes of haematemesis, all 
of which are readily to be detected post mortem, 
and most of which are recognizable during life, 
there remains certain considerations connected with 
the production of gastric haemorrhage which the 
present case suggests a reference to. Inasmuch 
as a very large proportion of patients who have 
exhibited this symptom recover, the diagnosis re¬ 
mains of necessity unverified; and excluding the 
more exceptional causes, such as blood states, etc., 
and the ulceration of new growths, the cause is set 
down either as portal obstruction—the general 
characters of which are sufficiently marked to 
permit its diagnosis; or as gastric ulcer, the 
symptoms of which, as I have already said, are 
very often indefinite and uncertain. Consequently 


when portal obstruction can be excluded in most 
cases of haematemesis, gastric ulcer is at once 
assumed to be the cause, and to this lesion, there¬ 
fore, has come to be ascribed what I may almost 
term a chaotic collection of cases, which, resembling 
each other in the single symptom of blood vomit¬ 
ing, differ markedly in their other manifestations 
and clinical history. It is not to be wondered at, 
therefore, that a feeling isgrowingagainstthis assump¬ 
tion of the existence of gastric ulcer in cases where 
any other cause is not clearly obvious, and although 
our present knowledge does not permit any very 
definite assertion in the matter, the feeling is being 
frequently expressed, and notably lately in respect 
to one class of cases, viz., anaemic young women, 
in whom gastric ulcer is very often diagnosed (see 
papers by Dr. Hood, “ Tr. Med. Soc., Lond.,” vol. 
xv., 1892,and Dr. Handford, “Brit Med. Joum.,” 
1892, Sept. 17). Some support is also given to 
the view that there must be some other cause for 
bleeding from the stomach besides those hitherto 
formulated, by the fact that now and then even 
post-mortem examination fails to explain the reason 
for a repeated haematemesis and melaena. An 
interesting class of cases of this character is that of 
pulsating aorta not due to aneurism, and the nature 
of which is obscure. Bleeding from the stomach 
and bowels has long been known to accompany 
this condition with considerable frequency, and in 
a series of cases published by Dr. S. Phillips 
(“Brit. Med. Journ.,” 1887, Oct. 8), no indication 
of ulceration was to be found, and no other cause 
could be assigned. At present, it is certain we 
cannot explain such cases, though provisionally we 
may ascribe the haemorrhage to the rupture of over¬ 
distended vessels following on vasomotor paralysis, 
the more so as the same neurosis is made to 
do duty to account for the aortic condition. A 
case of coincident attacks of urticaria and haema¬ 
temesis reported by Dr. Pringle (“ Tr. Clin. Soc.,” 
vol. xviii., 1885) appears to support this theory. The 
truth is we are groping about in the dark in this 
matter, and meanwhile find temporary satisfaction 
in the use of such phrases as “ vasomotor paraly¬ 
sis,” “ trophic disturbance,” and the like, the exact 
denotation of which is very vague. But it must be 
remembered that the actual causation of gastric 
ulcer itself is, in a large number of cases, very 
doubtful and there appears some reason to consider 
perverted trophic nerve influence as being often 
responsible. It may be hoped therefore that our 
improved -knowledge of the etiology of ulcer will 
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shed some light upon those obscure cases of 
bleeding unaccompanied with necrosis of the 
mucous surface. 

The very frequent occurrence of haematemesis 
in young women the subjects of anaemia, is at¬ 
tributed, as I have told you, to gastric ulcer, and 
since the greater number of such cases recover, 
haematemesis as a symptom is far more prevalent 
in females, whilst gastric ulcer detected post 
mortem is about evenly distributed between the 
two sexes. This fact, together with others, raises 
some doubt as to whether we are justified in so 
definitely diagnosing ulceration in these young 
women, even though they frequently manifest all 
the classical symptoms of this lesion; such symp¬ 
toms, however, having been known to occur with¬ 
out any ulcer to be found after death. Among 
the attempts to explain the bleeding in these cases, 
without having recourse to ulceration, is the view 
that owing to the general malnutrition of the tissues, 
from the anaemia, in which the vessels share that 
they degenerate and become proportionally weaker, 
offering therefore less resistance to the blood pres¬ 
sure which is apt to be increased in some forms of 
anaemia, and consequently rupturing and haemor¬ 
rhage taking place. A condition of things probably 
similar to what is met with in the more extensive 
and widespread haemorrhages of such graver blood 
changes as leucocythaemia, pernicious anaemia, etc. 
I am not aware that the vascular degeneration has 
actually been seen, and even then it would not 
wholly explain the marked preference for the 
gastric mucous membrane to be the seat of the 
bleeding, as is certainly the case in the anaemic 
girls I am referring to. Dr. Hood (loc. cit.) also 
thinks that the haematemesis in many of these 
chlorotic cases is not the result of ulceration, 
and suggests that the bleeding is due to a venous 
congestion or stasis in the vessels of the oeso¬ 
phageal or gastric mucous membrane, “ the sluggish 
circulation depending upon complex changes of 
blood and expressed generally by what we know 
as anaemia.” How far this may be the explanation 
1 do not undertake to say, though I will add that 
the dilatation of the ventricles now known to be 
of frequent occurrence in anaemia, would be likely 
to favour a venous congestion, though why the 
stomach in particular cannot be stated. The con¬ 
sideration of the haematemesis of anaemia, however, 
has but little, if any, reference to the case which is 
the subject of my remarks, since he was not 
suffering from this condition: and I have only 


dwelt on it in connection with the general ques¬ 
tion of the causation of haemorrhage from the 
stomach. 

Lastly, I would refer very briefly to a certain form 
of haemorrhage from a mucous membrane, which, I 
believe, may have some bearing, when we under¬ 
stand it more fully, upon the special bleeding we are 
considering. I mean epistaxis. Although it may 
be true that improved means of observation have 
succeeded in explaining many cases of this affection 
by demonstrating a very distinct structural lesion, 
there still remains a sufficient number, such, for 
instance, as those denominated emotional, sexual, 
and menstrual nose bleedings, in which no ulcers or 
eroded vessel can be discovered (Dr. Hall, “ West¬ 
minster Hospital Report,* vol. viii., 1893). One 
circumstance in connection! with epistaxis suspected 
from the earliest times, and recently made the 
subject of a most interesting paper by Dr. Harkin 
(Dublin Journ. of Medical Science, June, 1892), is 
its relation to disorders of the liver, not only to 
those characterized by such obvious changes as are 
represented by cirrhosis, but also to those of a more 
temporary character, which give little or no physical 
evidence of their existence. When we remember 
also the almost constant appearance of dilated 
venules and stigmata on the face in hepatic 
diseases, especially cirrhosis, and the very frequent 
co-existence of bleeding piles, we are strongly 
induced to believe that there exists some causal 
relationship of liver derangements to a varicosed 
and weakened condition of the veins. Whether 
the vessels of the gastric mucous membrane are 
similarly affected cannot be affirmed; but it at 
least seems probable that they may be, especially 
as we know how rapidly and how considerably the 
liver varies in the amount of blood it may contain, 
with consequent disturbance of the equilibrium of 
the circulation, particularly in its immediate supply, 
viz., the mesenteric area. I do not know how far 
we might be justified in assuming some hereditary 
tendency to weakness of the veins, such as not in¬ 
frequently shows itself in the varices on the legs of 
young persons where local causes are quite want¬ 
ing ; if this be applicable to the stomach we have 
an additional factor contributing to the occurrence 
of haemorrhage. 

In the fortunate absence of post-mortem proofs 
the diagnosis in this patient, must, I believe, 
remain doubtful, even more so than usual in 
similar cases, for it presents several peculiar 
features. And though we may certainly exclude 
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portal obstruction due to chronic liver disease, and 
admit that whilst ulceration cannot be asserted it 
cannot be denied, I think it may be quite likely 
that the cause would be found in some temporary 
condition associated with a transient liver dis¬ 
turbance, or a vasomotor neurosis. 


A CLINICAL LECTURE 

ON 

LATERAL SINUS PYA3MIA. 

Delivered in connection with the London Post-Graduate 
' Course at the Hospital for Sick Children, 

Great Ormond Street, 

By CHARLES A. BALLANCHS, M.S., F.R.O.S., 
Assistant-Surgeon to the Hospital, and to St. Thomas's 
Hospital; Surgeon to the National Hospital for the 
Paralysed and Epileptic. 

Gentlemen, —The subject of the lecture this 
afternoon is lateral sinus pyaemia. I have not 
such a case at present under my care, but the 
disease is by no means infrequent, and when it 
arises, is so serious, that I could scarcely choose a 
more important subject to discuss with you. 

I shall not read to you the notes of many cases. 
The symptoms in uncomplicated cases are those of 
pyaemia, and we are all familiar with the type signs 
of that disease. My plan is rather to study with 
you the most recent experience, and so endeavour 
to glean facts which may aid us in coming to an 
earlier diagnosis, and in reinforcing the means at 
our disposal of successfully combating by surgical 
treatment this very fatal disease. 

Lateral sinus pyaemia occurs both in children 
and adults. I have seen several cases in children; 
two, unfortunately, in the post-mortem room (not of 
this hospital) this year. When tympanic caries is 
present in childhood, the immature state of the 
temporal bone is favourable to the extension to 
more dangerous regions of the septic process; and 
it is right to add also—to the escape, externally, of 
purulent collections, and to earlier and clearer 
indications of deep-seated disease than is com¬ 
monly met with in the adult. At every age lateral 
sinus pyaemia is inevitably fatal unless early 
operative interference is carried out. 

Frequency .—The first thing that one naturally 
does in taking up the study of a fatal disease, is to 
ascertain, if possible, the frequency with which 


death occurs from it. It is very difficult to discover 
the number of deaths that occur yearly from intra¬ 
cranial complications of ear disease, and the 
difficulty is enhanced by limiting the inquiry to 
one of these complications. It is evident that the 
Registrar General’s return is wholly misleading. 

Whilst in this country about 500 persons are said 
to die annually of otorrhoea, there are thousands 
of others whose deaths are recorded without 
classification under the headings “simple menin¬ 
gitis,” “ brain disease,” and “ general septic 
affections; ” and many of these are deaths which 
are primarily due to disease of the ear. 

Some years ago I investigated this subject, and 
estimated that in London at least one person per 
week died of lateral sinus pyaemia. In making the 
estimate I took into consideration not only those 
fatal cases which were published, but the fact that 
chronic purulent otorrhoea was very prevalent 
amongst the poor of this great city, that this 
chronic purulent otorrhoea was almost always 
untreated, was, indeed, as a rule, left entirely 
alone to cure itself or kill the patient; and besides 
this that many cases no doubt die outside the 
hospital, as well as inside, without either a correct 
diagnosis being made, or any operation being done. 
Often, too, there is no post-mortem examination; 
and so, from beginning to end, there is no real 
knowledge of the cause of death or of the true 
nature of the last fatal illness. In one great 
London hospital, two per cent, of all the necropsies 
for a certain number of years were done on those 
who had died from the complications of purulent 
ear disease, and in twenty-two out of fifty-seven 
cases of this sort, a septic thrombus was found in 
the lateral sinus. Some of the autopsies were done 
on children, some on adults. 

In getting an accurate return of these cases 
another difficulty arises from the fact that pyaemia 
due to ear disease may arise without the occurrence 
of any thrombosis of the lateral sinus. When a 
septic clot is found, a conclusion can easily be come 
to as to the cause of death, but in cases where 
there is no clot, it is possible even when an autopsy 
is made that the cause of death may be undiscovered 
if the temporal bone be not carefully examined. 

Early Diagnosis .—The next question to which I 
wish to draw your attention is that of early 
diagnosis , because upon that, more than on 
anything else, the successful treatment of lateral 


sinus pyaemia depends. Only get the patient under 
observation, and a right diagnosis made at an early 
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period of the illness, life can almost certainly 
be saved. Let me mention, then, some of the 
difficulties of early diagnosis . Sometimes we meet 
with cases of commencing sinus pyaemia, in which 
there is no otorrhoea . In nearly fifteen per cent, of 
the cases that have been recorded, there was no 
otorrhoea at the commencement of the illness. 
The onset of the disease is generally sudden, and 
as a rule there is severe pain in the ear and foetid 
otorrhoea; but in a certain proportion of cases 
you must be prepared to make the diagnosis when 
there is no pain in the ear , and when there is no 
otorrhoea t and consequently, unless you remember 
this point you may omit the examination of the 
ear, and even forget to ask the patient or his 
friends if he has ever suffered from discharge from 
the ear. In years gone by I remember very well 
a typhoid epidemic, during which patients were 
admitted at frequent intervals to a hospital, some 
of whom died very rapidly; and amongst these 
cases I saw two or three post-mortems on those 
supposed to be dead of typhoid, in which no 
typhoid lesions were discovered, but in which, 
when the skull came to be examined, disease of 
the tympanum and septic clot in the lateral sinus 
was found. In one at least of these cases no 
otorrhoea had been observed in the hospital, and 
the symptoms were not very unlike those of the 
severe typhoid which was then epidemic. 

Dr. Murchison, in his treatise on continued 
fevers, makes a very important statement. He 
says :—“ Otorrhoea may supervene in the earliest 
stages of typhoid Again, he writes with reference 
to another point to which I shall direct your atten¬ 
tion immediately :—“ In patients who have otor- 
rhoea enteric fever may commence with rigors .” 
Now, we know that in lateral sinus pyaemia (as in 
all cases of pyaemia, except when the disease 
attacks young children), there are rigors. We have 
thus several difficulties to meet before, in certain 
cases, a correct diagnosis can be made:—ist, We 
may have lateral sinus pyaemia without otorrhoea 
or pain in the ear; 2nd, we may have typhoid 
fever with otorrhoea supervening in its earliest 
stages; and, 3rdly, we may have typhoid fever 
arising in a patient the subject of chronic purulent 
otorrhoea, and ushered in with a series of rigors. 

I may just mention two illustrative cases which 
came under my observation, in which this difficulty 
of diagnosis between lateral sinus pyaemia and 
typhoid arose. 

A young man came to the out-patient room, 


complaining of earache, headache, vomiting, and 
general malaise. He had had discharge from the 
ear for six months. Six days previously he had 
had a rigor, and the onset of illness was therefore 
sudden. His temperature in the out-patient room 
was 104°, and there was foetid pus in the meatus. 
It looked very like a case of lateral sinus pyaemia, 
due to extension of tympanic caries to the groove 
for the lateral sinus. The patient was admitted. 
During the next few days the temperature was 
continuously high; moreover he had no further 
rigor. If you do not have a succession of rigors, 
and if you do not have an oscillating temperature, 
clearly the condition can hardly be due to a 
pyaemia. At the end of the week a typical typhoid 
eruption came out and cleared up the case; but if 
the thermometer had oscillated to normal, or if 
the patient had had another or a couple of rigors, 
I should certainly have operated and examined the 
lateral sinus. I think it would be preferable to 
operate in a case of typhoid than to allow a case, 
possibly remediable by operation, to die without 
relief. 

Another case was that of a young girl who had 
had discharge from her left ear for seven years. 
She was quite well till two days before I saw her; 
then she began to shiver. She had repeated 
shiverings for those two days. When I saw her 
she had considerable headache, a furred tongue, a 
high temperature, and there was evidence of serious 
disease of the left ear from the fact that there was 
a large perforation of the membrane, and an offen¬ 
sive discharge in the external auditory meatus. 
Clearly, then, the two conditions from which she 
might be suffering would be some pyaemic con¬ 
dition or an early stage of typhoid fever. The 
further history of this case was much like the 
other : there was a very little daily variation of the 
temperature; there was no further rigor, and 
typhoid spots came out and cleared up the dia¬ 
gnosis. 

In young children we have to establish a dia¬ 
gnosis without rigors, and that is always a very 
considerable difficulty. It is quite true that we 
get the oscillating temperature, but we must decide 
as to diagnosis and, consequently, treatment, with¬ 
out the help of a rigor, which is so important an 
aid in the diagnosis of pyaemia of adults. Some¬ 
times convulsions take the place in children of 
rigors; at other times the temperature oscillates 
without rigor and without convulsion. With regard 
to the temperature in children, too, we must 
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remember how easily it runs up in them as com¬ 
pared to adults; and we must not proceed to a 
serious operation, even if there is very high fever, 
unless the general state of the child corresponds to 
the temperature , and is one of serious illness. I do 
not know exactly how else to express this, but I 
think you will appreciate the importance of the 
child being certainly seriously ill before any great 
operation is undertaken. In children, then, in the 
absence of rigors we must get a serious general 
state as well as high fever before we proceed to 
deal with the case in the radical way which I shall 
presently describe. It is desirable to remember, 
too, that though the type of the septic process is 
usually pyaemic, it may more resemble septicaemia, 
and be fatal as such without rigors, both in 
children and adults. 

Warning .—Before I go further I may say that 
in any ear case with grave symptoms the very worst 
thing possible a doctor can do is to blister or 
poultice the mastoid region, or even to put on 
leeches. If you have a case which may turn out 
to be one of lateral sinus pyaemia, or some other 
intracranial complication of ear disease, it is per¬ 
fectly clear that the diagnosis later on may be 
fatally hindered if you blister, leech, or tamper in 
any way with the skin of parts which may subse¬ 
quently give important indications of deep-seated 
disease. I would therefore very strongly urge upon 
you in any aural case in which there is any doubt 
about the existence of intracranial complication 
not to do anything in the way of counter-irritation 
or leeching until the diagnosis is thoroughly made 
out. The only thing that it is really desirable to 
do is to frequently irrigate the external auditory 
meatus with an antiseptic fluid, and to put on 
perhaps a Boracic fomentation. 

Type Symptoms .—The type symptoms of lateral 
sinus pyaemia are as follow:—(1) A purulent dis¬ 
charge from the ear, and a history of a purulent 
discharge from the ear for more than one year. I 
think you will see the reason for this; as a rule, 
the carious process must have time to extend from 
the posterior wall of the tympanum or the inner 
part of the posterior wall of the external auditory 
meatus to the bony groove for the lateral sinus. A 
subdural collection of foetid pus is usually found 
in the bony groove, which by its presence next the 
dura mater bounding the sinus, has produced the 
clotting within the sinus. 

With regard to the purulent discharge, I have 
already said that it may be absent; but there is one 


other thing which I wish to mention here, and that 
is that the otorrhoeal discharge may be inodorous . 
As a rule the discharge is horribly offensive, and 
during the operation the pent-up pus which 
escapes sometimes stinks so m\ich as to make it 
difficult for the surgeon to stay in immediate 
proximity to the patient. If the discharge is 
inodorous, take care that you are not thrown 
off your guard, for you may not only have to 
diagnose lateral sinus pyaemia in a case with 
no discharge from the ear, but also when the 
discharge is small in quantity and inodorous. 
With regard to inodorous discharges, it is im¬ 
portant to know that certain experiments have 
been done showing that inodorous pus from the 
external auditory meatus may contain organisms 
which produce a fatal pyaemia when injected into 
animals: and that foetid pus from the external 
auditory meatus may contain organisms which do 
not produce a fatal pyaemia when thus injected, but 
only a local abscess, so that, though an inodorous 
discharge may sometimes appear to be a thing of 
very little moment, it may contain the organisms 
which produce pyaemia, and may, therefore, be 
more serious than an offensive discharge. 

2. The next sign of this disease is its sudden 
onset with headache, vomiting, rigor and pain in the 
ear. This is what patients almost always tell you— 
an attack of severe pain suddenly came on in the 
ear, with shivering, with vomiting, and generally 
with frontal or occipital headache. The sudden 
onset is characteristic of lateral sinus pyaemia, and 
often helps in the making of the diagnosis. 

3. An oscillating temperature .—The temperature 
runs up, as in typical cases of pyaemia from other 
causes, to 105, and down again, perhaps, to 
normal, one or two such oscillations taking place 
every twenty-four hours. 

4. Vomiting repeated day by day. 

5. A second, third, or more rigors. You may 
have a patient on the twelfth day of the illness, 
say, with a history of a rigor or two rigors every 
day. 

6. Local oedema and tenderness over the mastoid , 
and also over the internal jugular vein. 

7. Deep-seated tenderness in the course of the 
sinus .—There may be no oedema over the mastoid, 
but if so, pain will be complained of on deep 
pressure at its posterior border, also just under¬ 
neath the external occipital protuberance and along 
the course of the sinus. 

The tenderness at the posterior border of the 
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mastoid may be due to phlebitis or thrombus of 
the mastoid emissary vein, but when this is so there 
will generally be external oedema as well. Tender¬ 
ness at the posterior border of the mastoid is often 
the only local sign of deep-seated collections of 
pus in the bone or in the sigmoid groove, and is 
not diagnostic of thrombosis of the sinus. In one 
case in which there was great swelling of the soft 
parts over the mastoid I observed, after exposing 
the bone, offensive pus escaping from the mastoid 
foramen and mastoid vein, and this was proved 
subsequently to come respectively from a subdural 
abscess in the groove, and from suppurating clot 
in the sinus. 

8. Stiffness of the muscles at the back and side 
of the neck .—There is evidently deep irritation 
causing the spasm, and there may be some 
retraction of the head. 

9. Optic neuritis . 

I have already sufficiently discussed the first 
sign of this disease, viz., the question of otorrhoea. 
The second, third, fourth and fifth signs practically 
exclude typhoid; the sudden onset, the oscillating 
temperature, the repeated vomiting, and the 
repeated shivering, together point to a state which 
really cannot be typhoid, so that these symptoms, 
if present, greatly aid one in coming to a positive 
conclusion as to the nature of the case. 

Let me again quote Dr. Murchison who em¬ 
phasises these points very clearly. He says: 
“ Enteric fever would be excluded from the dia¬ 
gnosis by a temperature approaching to normal on 
any evening during the first week , and on the other 
hand by a temperature of 104 on the first day or 
second morning of illness” It is quite clear in a 
case of impending or present pyaemia, one would 
not be surprised at a temperature of 104 right 
away; so that with Murchison’s statement as a 
guide, a certain diagnosis may often be early 
arrived at Again Dr. Murchison writes: “ Three 
out of sixty-three cases of enteric fever commenced 
with rigors . In several instances , not included in 
this analysis , I have observed decided rigors , and 
in fact all the phenomena of ague during the first 
few days” I mention this here in order to qualify 
the statement with regard to rigors. You see, we 
must not depend simply upon the rigors for the 
diagnosis of pyaemia. 

One word about the local oedema over the 
mastoid and around the ear. When pus is in the 
mastoid, and pus is in the bony groove for the 
lateral sinus, it commonly happens that an in¬ 


flammatory swelling forms over the mastoid with 
prominence of the pinna. This has been called a 
phlegmasia alba dolens in miniature. Sometimes 
the swelling is very considerable with oedema, 
redness, and all the signs of the presence of pus 
pent up beneath the periosteum or in the bone. 
But occasionally, even when there is foetid pus deep 
in the mastoid, there is no oedema, no redness, no 
tenderness even, on the surface of the mastoid. 
This I have myself seen in some cases on which I 
have operated, and it can only be explained by the 
fact that after long-continued caries in the deeper 
part of the mastoid, the superficial part of the bone 
becomes sclerosed. Sometimes it is of such ivory 
hardness, that you break the edge of thegouge against 
it. Thus you can easily understand how it is the 
superficial oedema may be absent In other cases 
it may be the sclerosis has closed up the opening 
for the mastoid vein which perforates the posterior 
border of the mastoid, and forms a communication 
between the veins of the scalp and the lateral sinus. 
If the sclerosis be marked, then the explanation is 
evident of the fact that both diagnosis and treat¬ 
ment may have to be conducted without there 
being any oedema over the mastoid at all. 

The tenderness along the course of the sinus has 
been already mentioned; and, therefore, it only 
remains for me to say a word about the tenderness 
in the neck along the course of the jugular vein. 
The septic clot in the sinus very rapidly extends 
into the jugular vein, and oedema, swelling, and 
tenderness along the course of that vessel appears 
and is first noticed j ust below the lower border of the 
parotid gland. The swelling is either due to the 
vein being distended with clot, or to phlebitis, or 
to the fact that the clot in the sinus has caused 
an infection of the upper set of cervical lymphatic 
glands which lie against the internal jugular vein. 
When operating I have found several large glands 
just commencing to break down at the lower 
border of the parotid gland. 

The last symptom is optic neuritis, and this 
requires further notice. It is very important, I 
think, to have some definite view as to the signifi¬ 
cance of optic neuritis in surgery. What I am 
going to say to you does not in any sense, of 
course, exhaust the subject of optic neuritis, but I 
think you will agree with me presently that it is a 
most important sign in intracranial in fl a mm ations 
to the surgeon. Messrs. Lawford and Edmunds 
have paid very great attention to the presence of 
optic neuritis in head injuries and other cases. 
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They have found that optic neuritis of intracranial 
origin is due to an extension of inflammation to the 
sheaths of the optic nerve from inflamed pia mater, 
and that, therefore, optic neuritis is pathognomonic 
of basal meningitis. Now, supposing we accept 
this statement as true that optic neuritis is diagnostic 
of basal meningitis, clearly that must mean that 
when we get optic neuritis in lateral sinus pyaemia, 
the case is, probably, a much more serious one 
than those in which we have not optic neuritis. 
They showed—and I think quite clearly—that a 
meningitis may be present which is not visible on 
the post-mortem table to the naked eye, and which 
is yet quite sufficient to set up optic neuritis. 
Now, if we believe that optic neuritis in some 
intracranial inflammations is due to meningitis, 
optic neuritis in a case of lateral sinus pyaemia may 
indicate either that the dura mater has sloughed 
so as to allow of pus entering the intradural space, 
or that the dura is involved in such an amount of 
inflammation as will cause considerable or possibly 
very slight inflammation of the pia mater, and that 
this has spread as far forwards as the optic nerves. 
Hence the importance of the sign in surgery, and 
the urgent necessity when it is present of im¬ 
mediately operating in the hope of arresting the 
extension of the meningitis. Of course, too, it 
alters the prognosis of the case, and enhances the 
anxiety of all your dealings with it. Clearly, also, 
if optic neuritis is found when the patient is first 
seen, typhoid fever is excluded, and all the con¬ 
versation which we have just had together on the 
differential diagnosis of typhoid fever and lateral 
sinus pyaemia is superfluous. But one word more— 
the very presence of meningitis without clear signs 
and without optic neuritis, may aid in the diagnosis. 
We have it on the authority of Dr. Hughlings 
Jackson that in cases of cerebral meningitis the 
knee-jerk may be absent, the evidence, therefore, 
of absent knee-jerk makes for intracranial inflam¬ 
mation and against typhoid. 

(To be concluded.) 
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Gentlemen, —A frequent result of chronic sup¬ 
purative middle ear disease is the formation of the 
so-called aural polypus. The term polypus has 
unfortunately come to be used in a very loose and 
unscientific way, but at this date it is probably too 
late to attempt to alter our nomenclature, so deeply 
rooted is the tendency to preserve names, which, 
although at times inaccurate, yet serve to convey 
a certain definite meaning to the medical mind. 
Many so-called aural polypi are nothing more than 
masses of granulation tissue arising from a highly 
inflamed mucous membrane. For convenience of 
description polypi are divided into the following 
varieties:— 


(1) Mucous polypi. 

(2) Fibromata. 

(3) Myxomata. 

(4) Angiomata. 

(5) Malignant polypi. 

Mucous polypi consist of a delicate but loose 
stroma of connective tissue. In the meshes of 
this tissue are round, spindle-shaped, or stellate 
cells. They are covered by a single or multiple 
layer of epithelial cells. 

Fibrous polypi are composed of dense connec¬ 
tive tissue, having but few cellular elements, and 
covered by pavement epithelium. 

Myxomatous polypi are very rare, and do not 
constitute more than 5 per cent, of aural growths. 

In angiomatous polypi the blood vessels are 
much dilated, and form a network of cavernous 
spaces. They bleed very freely when interfered 
with. 

Malignant polypi may either be of the sarco¬ 
matous or carcinomatous variety. Sarcomatous 
growths are more common in young people, and 
when removed show a very marked tendency to 
recurrence. Carcinomatous growths are more fre¬ 
quently met with in people of advanced years. 
They may spring from the mucous membrane of 
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the middle ear, or from the tissues lining the 
external auditory meatus. 

These growths occur as a rule in cases of sup¬ 
purative middle ear disease which have become 
chronic, either from inattention on the part of the 
patient, from neglect, or from improper treatment. 
They are thus more commonly met with in hospital 
practice, and especially among strumous and ill- 
cared-for children. In an analysis of 360 cases 
of chronic suppurative middle ear disease, I found 
that polypi were present 94 times in the right ear, 
64 times in the left ear, and 32 times in both ears. 
Or in 52 1 % of the cases, polypi were found. This 
percentage may seem somewhat high, but when it 
is recollected how frequent suppurative middle ear 
disease is among the poorer children of large 
towns, and how terribly slow parents and guardians 
are in appreciating the significance of “running 
ears,” these results are not altogether surprising. 
These growths vary in size according to the inten¬ 
sity of the underlying inflammatory process, and to 
the length of time they have existed. Usually they 
spring from the mucous membrane of the middle 
ear, and appear at times as mere nodular excre¬ 
scences (polypoid granulations); at other times 
they entirely fill the lumen of the external meatus, 
and sometimes protrude beyond it. In a few cases, 
however, they have been found to grow from some 
portion of the external auditory meatus. In an 
analysis of 73 cases, Weydener * found 69 polypi 
dependent upon otitis media purulenta, and 4 
associated with diseased conditions of the external 
auditory meatus. In an analysis of 100 cases, 
Moos and Steinbriigge t found 75 polypi growing 
from the tympanic mucous membrane, and 25 from 
the lining of the external auditory meatus. At 
times they have their origin from the mucous 
membrane covering the ossicula. Moos | has re¬ 
corded a case where he removed the malleus from 
which a polypus was growing from the ear of a 
boy aged 5. Quite recently I removed a growth 
the size of a pea from the tip of the manubrium 
mallei of a child aged 10. In the early days of 
their life-history polypi are composed of delicate 
areolar connective tissue and tissue cells, and con¬ 
tain numerous blood vessels. As they grow older 
they tend to become more fibrous. In a large 
number of cases they are associated with diseased 
conditions of the surrounding bony parts. Thus, 

• “Archiv. of Otology,” vol. xiv., p. 419. 

t “Zeits, fur Ohrenheilk,” vol. xii., p. 43. 

X “ Zeits. fur Ohrenheilk,” vol. viii. 


of the above 94 polypi growing from the mucous 
membrane of the right middle ear, in 33 the origin 
was from an area of carious bone. Of the 64 
polypi existing in the left ear, diseased bone was 
present in 28 cases. Of the 32 cases in which 
polypi existed in both ears, the origin was from 
carious bone in 15. These facts are very significant 
and have a most important bearing, both upon 
treatment and prognosis. At times they grow 
from the edges of a perforated membrana tympani. 
Once the growth has pushed its way through the 
perforation, it is free to expand. It assumes a 
more or less pear-shaped form, and gradually, as 
time goes on, fills up the external meatus. Polypi 
originating from the mucous membrane of the 
middle ear have a covering of columnar ciliated 
cells. As they grow older and protrude more into the 
external meatus, this covering becomes altered and 
takes on a stratified character. Weydener believes 
that the epithelial covering of a polypus corre¬ 
sponds to the tissue from which it arises, except in 
the case of the largest tumours. As previously 
mentioned, polypi are, as a rule, the outcome of 
long-continued suppurative disease of the middle 
ear. These factors, t.g., scarlet fever, measles, 
bronchitis, naso-pharyngeal catarrh, etc., which 
determine the onset of purulent disease of the 
middle ear will, therefore, in turn be predisposing 
factors in their production. 

The symptoms, arising from the presence of 
aural polypi, vary according to the origin, size, 
and histological structure of the growth. The 
most important symptoms are (1) the presence of 
a discharge, (2) the existence of a varying degree 
of deafness, (3) occasional presence of tinnitus and 
vertigo, (4) pain. The discharge varies in amount, 
consistence, and character. At times it is profuse, 
at times scanty. In consistence it may be thick 
and purulent, or thin and sero-sanguineous. At 
times it is foetid, especially when there is co-existing 
bone disease, at other times odourless. It may 
contain considerable quantities of blood, especially 
when the growth is of the angiomatous type, or 
when it is malignant. 

The degree of deafness varies according to the 
size and position of the growth, and also according 
to the amount of destruction in the middle ear 
caused by the accompanying purulent inflammation 
of its mucous membrane. As a rule considerable 
impairment of hearing is present Prognosis re¬ 
garding restoration of hearing should be most 
guarded. It is impossible in many cases, before 
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removing the polypus, to gauge the condition of 
the middle ear. In those instances, however, 
where the growth protrudes through a perforation 
in the membrana flaccida Shrapnelli, remarkably 
good hearing may be present. If the growth 
proceeds from the mucous membrane covering 
the ossicula auditfis, or from the neighbourhood 
of the ossicular joints, thereby causing impairment 
of their movements, considerable deafness ensues. 
Tinnitus and vertigo are present where undue 
intra-labyrinthine tension is produced or where a 
secondary inflammatory condition of the internal 
ear has been set up. 

Pain is caused where the growth is of such a 
size as to prevent the free egress of discharge. 
This pain may be severe, and may radiate from 
the ear over the whole of the corresponding side 
of the face and head. In cases of malignant 
growths, pain is usually a constant and most dis¬ 
tressing symptom, and is, as a rule, distinctly 
worse at night. 

The diagnosis of an aural polypus is easily 
made. Inspection with a good light reveals a 
bright glistening, semi-transparent, gelatinous mass, 
lying in the meatus. Examination with a probe 
shows that the mass is moveable, and moreover, 
will enable the surgeon to find out the point of 
its attachment. This is of much importance in 
relation to treatment, as the methods of removal 
vary accordingly. In estimating the probable 
course of the affection, the surgeon must consider 
(1) the point of attachment of the growth, (2) the 
presence or absence of bone disease, and (3) the 
presence of pysemic or intracranial complications. 
Should the growth spring from some part of the 
external auditory meatus, its removal is more 
easily accomplished than when it springs from 
the lining membrane of the tympanic cavity, and 
subsequent treatment can also be better carried 
out. Growths protruding through Shrapnell’s 
membrane are particularly hard to eradicate, 
partly from the difficulty of reaching them, partly 
also because early involvement of bone takes place, 
and partly because efficient drainage is most diffi¬ 
cult to secure. The deeper the point of origin 
of the growth, the more difficult its eradication, 
and hence the graver the prognosis. 

The presence of bone disease, whether in the 
external meatus, tympanic cavity, or mastoid 
process, adds much to the seriousness of the con¬ 
dition. When once the Haversian canals and cana- 
liculi have been opened up, absorption of putrid 


matter is more readily accomplished, and in addition 
the process of ulceration may spread to such an 
extent as to invade either the intracranial cavity or 
some of the large and important blood vessels 
situated in this portion of the temporal bone. 
Where pyaemic or intracranial symptoms are 
present, the prognosis must naturally be more 
grave. Before considering the question of treat¬ 
ment, I should like to draw attention to the fact 
that at times aural polypi become spontaneously 
detached and dislodged. In such cases, probably, 
the pedicle of the growth has become twisted upon 
itself, thereby producing strangulation and necrosis 
of the part. 

In commencing treatment it is essential to bear in 
mind that these growths are merely a sign of a deeper- 
seated trouble, and that their removal is but the 
first step in the treatment of the condition of which 
they are a result. The treatment may be divided 
into two main divisions, (1) medicinal, (2) surgical. 

The application of caustics has long been a 
favourite plan. For small, fiat, non-pedunculated 
granulation tissue masses, this procedure is admir¬ 
able, but for larger and pedunculated tumours it is 
a tedious and unsatisfactory method. The caustics 
most usually in request for this purpose are Chromic 
Acid, Nitrate of Silver, Per-sulphate of Iron, and 
Chloro-acetic Add. Chromic Acid may be used 
either fused upon the end of a probe, or a cotton¬ 
armed probe may be dipped in a saturated solution 
of the drug, and the granulation mass carefully 
painted. It will be found a useful plan before 
applying the caustic to scarify the growth until 
there is free haemorrhage. The drug will then be 
found to penetrate much more deeply into the 
tissues, and hence its destruction will be all the 
quicker. Nitrate of Silver may be applied either in 
the solid form or in strong solution. Per-sulphate 
of Iron has won the reputation of causing rapid 
atrophy of the growths. A few crystals are laid 
upon the granulations, or the parts may be rubbed 
with the finely powdered drug. The galvano- 
cautery is also useful in causing their rapid 
destruction. The parts are touched with the 
cautery point, the eschar formed is allowed to fall 
off, and then another application is made until the 
whole growth is completely destroyed. 

Electrolysis is a method which has found little 
favour in the hands of aural surgeons, although its 
merits have been loudly proclaimed from certain 
quarters. The alcoholic treatment, as suggested 
by Politzer, is a method of very considerable value* 
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For small, flabby, soft granulation tissue masses 
this plan is useful. A small quantity of absolute 
alcohol should be slightly warmed and then poured 
into the meatus and allowed to remain in situ for 
from ten to fifteen minutes, two or three times 
daily. Alcohol acts by abstracting the watery, and 
by coagulating the albuminous constituents of the 
growths. The pain upon its introduction is usually 
sharp, but may be relieved by blowing upon the 
ear. 

When, however, the growth is pedunculated, 
removal is best effected by means of snare or 
forceps, or snare and forceps combined. The 
number and varieties of snares used for this pur¬ 
pose are very great. I would at present, however, 
merely draw your attention to the virtues possessed 
by Bosworth’s snare. Armed with this excellent 
instrument you will find the removal of polypi 
much simplified. After having ascertained, as far 
as possible, the point of attachment of the growth 
the wire loop of the snare is passed round and made 
to encircle the pedicle as near to its base as possible. 
The loop is then tightened, and the growth rapidly 
removed. Haemorrhage is usually sharp, but is 
easily controlled, either by syringing the meatus 
with very warm water or by packing with absorbent 
wool. Forceps prove useful in many cases. They 
are used to crush and to draw upon the growth 
until it comes away. Care must, however, be 
exercised in those cases where the attachment of 
the growth is in the neighbourhood of the ossicula 
auditfls, otherwise damage may be done. After 
the haemorrhage has ceased some caustic reagent 
should be applied to the raw surface. Chromic 
Acid will probably be found the most useful appli¬ 
cation for this purpose. Any excess of acid should 
be syringed out, the parts carefully dried, and then 
a small quantity of some antiseptic powder in¬ 
sufflated. A small plug of Iodoform or Sublimate 
gauze should now be placed in the meatus. 

It is essential that all trace of the growth should 
be removed. Hence, the patient must be seen 
once or twice a week, and local applications care¬ 
fully made until all disease has disappeared. If 
suppuration still continues, treatment should at 
once be adopted in order to arrest it. To attain 
this result careful and systematic cleansing of the 
cavity of the middle ear is all important. After 
having inflated the tympanic cavity by Politzer’s air 
douche or the Eustachian catheter, the external 
auditory meatus must be thoroughly syringed with 
some antiseptic solution and an examination made 


to see that all purulent matter has been cleared 
out. Should this be found not to be the case, an 
excellent plan is to aspirate the cavity of the 
middle ear by means of Siegle’s apparatus. The 
process of suction frequently draws pus (which 
hitherto has been invisible) from the recesses of 
the middle ear and mastoid cells. Some form of 
antiseptic or astringent lotion should now be intro¬ 
duced into the ear, the patient lying upon the 
side with the affected ear uppermost, and allowed 
to remain in situ for from ten to fifteen minutes. 
Previous to introducing the lotion into the ear, it 
should be slightly warmed. The selection of the 
lotion for any particular case must depend upon 
several factors, e.g., the character of the discharge, 
the presence of bone disease, and the general state 
of the patient. When the discharge is muco¬ 
purulent, Resorcin will be found a useful drug. 
Where bone disease is present, many surgeons 
employ dilute acid lotions. Where the discharge 
is thin and watery lotions containing varying 
quantities of alcohol will be found efficacious. 
No very definite rule however can be laid down 
regarding the use of any particular drug for any 
particular case. Clinical experience teaches the 
surgeon what lotions are most useful for particular 
cases. It should be borne in mind that the 
mucous membrane gets accustomed, as it were, to 
the long-continued use of any particular drug. 
Hence, in many cases it is advisable, even neces- 
sary, to vary from time to time the preparations 
employed. The surgeon should aim at completely 
checking the purulent discharge and obtaining, if 
possible, cicatrization of the membrana tympani. 
If, despite all endeavours, the membrane refuses to 
heal, then it is advisable to direct the patient to 
wear a slip of some antiseptic wool in the external 
meatus in very damp or windy weather, to avoid 
sea bathing and the entrance of water into the ear. 
The patient should also report himself once or 
twice a year, so that the surgeon may see that no 
active disease is in progress. 

At times the tympanic mucous membrane will 
be found so granular that thorough curetting must 
be performed. For this purpose small Volkmann’s 
spoons or small aural curettes may be used 
When possible, the patient should be placed under 
the influence of an anaesthetic, more especially in 
those cases where there is accompanying bone 
disease requiring careful and thorough scraping. 
Patients will occasionally be met with who refuse 
to allow the polypus to be M cut away " or removed 
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with any form of instrument. * In such cases the 
iojection of absolute alcohol or of a solution of 
Perchloride of Iron into the substance of the growth 
will cause shrinkage and subsequent atrophy. 
This plan, although somewhat tedious, is at times 
useful. 

Malignant polypi are somewhat rare. The early 
recognition of such growths is naturally of much 
importance, both from the point of view of treat¬ 
ment and of prognosis. Such growths as a rule 
cause considerable pain and bleed freely, especially 
when examined with the probe. The pain is 
generally worse at night; when removed they are 
prone to rapid recurrence. Early involvement of 
bone is also common. 

Microscopic examination of a small portion of 
the growth should be made in all doubtful cases 
as being, perhaps, the most reliable method of 
ascertaining the exact nature of a suspicious 
growth. 

Once the growth has been thoroughly removed, 
suppuration usually rapidly ceases. Should, how¬ 
ever, the mucous membrane of the middle ear 
continue to discharge, treatment as previously 
mentioned must be directed to arrest it. Careful 
examination with the probe should also be made 
to see that no areas of carious bone exist. Should 
the mastoid cells have become affected by the long- 
continued suppurative process, it may be necessary 
to open them up, and so to secure thorough and 
free drainage. How long it is justifiable to con¬ 
tinue local measures of treatment before resorting 
to operative interference, is a question answered in 
different ways by different surgeons. It is, indeed, 
highly desirable that some definite and workable 
data should be published upon this point. On 
the one hand with the continuance of the disease 
we have the dangers of septic absorption, of 
meningeal affections, of intracranial abscesses, and 
of thrombosis of the lateral sinus, while, on the 
other hand, we have in any one of the many 
excellently planned mastoid operations a method, 
and a by no means very dangerous one either, of 
securing free drainage and of probably arresting 
the spread of bone disease in one of the most 
important situations of the body. In my own 
practice if disease has continued for more than 
three years and shows no tendency to subside 
even after the most careful painstaking local 
treatment, I am strongly in favour of resorting to 
some form of opt rati ve interference as the only 
means of clearing out diseased tissue from the 


middle ear and mastoid cells, and thus of arresting 
the progress of the suppurative process. 

To summarize we find that: (1) Aural polypi are 
morbid growths analogous in many cases to exu¬ 
berant granulations. (2) As a rule, they result 
from long - continued suppurative middle ear 
disease, although occasionally they are found as 
the result of an acute inflammatory process. (3) 
At times they spring from the tissues of the ex¬ 
ternal auditory meatus. (4) Their removal is but 
the first step in the treatment of the disease, of 
which they are the consequence. (5) The hearing 
power is usually improved after their removal, 
but not necessarily so. (6) Malignant growths are 
at times found in the ear, and must be carefully 
distinguished from simple polypi. 


TEERAPEUTICAL NOTES. 


Treatment of Aene. —Dr. Wm. F. Waugh, in 
the Times and Register , summarizes his views on 
the treatment of acne as follows:— 

Correct any derangement of the general health 
which a thorough examination may disclose. 

Regulate the general and personal hygiene. 

The vigorous application of soft soap is in¬ 
dicated in all cases except the rare acute form, but 
especially for infiltration. 

Nearly all authors recommend Sulphur Ointments 
for ordinary cases ; Mercurials for severe ones. 

Except when clearly indicated, internal remedies 
are rarely of use. 

The disease is singularly obstinate; hence, 
changes in the treatment adopted after mature 
reflection should not be made except for cause. 

Ergot will cause the indurations to disappear 
quickly, but they will return when the drug is 
discontinued. 

The prolonged use of Strychnine and Nitro- 
Muriatic Acid sometimes effects a cure. 

R Strychninae Sulphat.gr.j 

Acido Nitro-Muriatici. f 3iij 

Aquae Dest.q.s. ad fjv 

M. Sig. A teaspoonful in water before each 
meal. 

I have more than once failed to benefit a patient 
until he abstained from malt liquors. 
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Bichromate of Potassium as an Expec¬ 
torant. —In the Brooklyn Medical Journal , Dr. J. 
H. Hunt contributes an article upon the treatment 
of bronchitis and other conditions in which ex¬ 
pectorants are needed, by the administration of 
Bichromate of Potassium. He recalls the fact 
that seventeen years ago Dr. Hutchins recom¬ 
mended to him the employment of one grain of 
Bichromate of Potassium triturated with nine grains 
of Sugar of Milk and mixed with twenty tea¬ 
spoonfuls of water, as a remedy for severe suffocative 
bronchitis, occurring in young children. So 
extraordinary were the results produced that Dr. 
Hunt has constantly employed the drug since 
1875. He states that the only article of im¬ 
portance which he has been able to find con¬ 
cerning it was one of Dr. Drysdale, of Cannes, 
France. 

Dr. Drysdale believes that the Bichromate of 
Potassium has a specific action or elective affinity 
for certain organs and tissues, and that its action 
is most marked on the mucous membranes of the 
respiratory passages, nose, eyes, and mouth, and 
on that of the stomach and intestines; on the skin, 
liver, and kidneys, the fibrous tissues, periosteum, 
and bone. 

Hunt’s experience with the drug has been con¬ 
fined to diseases of the respiratory mucous tract. 
According to this author, it is best administered 
in a freshly prepared solution. The physician 
may readily carry it in the form of a triturate, 
which is readily dissolved in water at the bedside; 
or tablet triturates containing one-fiftieth of a 
grain may be used. These triturates contain the 
minimum dose for a child one year old. Hunt 
claims that the Bichromate of Potassium is readily 
borne by the youngest infant, but that it should 
not be given within a few minutes of feeding with 
milk. To a child one year old he gives as much 
as one-twentieth of a grain to the dose, if op¬ 
pression and suffocation are impending, and then 
diminished at one-hour intervals. Drysdale says 
that no more than one-fourth grain should be 
given per day; but Hunt claims to have exceeded 
that amount without bad effects, instructing the 
attendants to diminish the dose if it acts like an 
emetic, but not to diminish the frequency of its 
administration. When it is rejected by the stomach 
it is without nausea or after-irritating effect. Dr. 
Hunt gives ten grains of the powdered triturate, 
or a corresponding number of one-fiftieth grain 
tablets, to be dissolved in twenty spoonfuls of 


water, with the best effect. This is probably due 
to the minute subdivision of the drug through 
triturilion.— (Therapeutic Gazette.) 


Vomiting during Anaesthesia may be ar¬ 
rested by compression of the phrenic nerve and 
vagus. Dr. Joos, of the Cantonal Hospital, at 
Winterthur, applies compression with the thumb 
on the left side, immediately above the sternal end 
of the clavicle. The hand is held flat on the 
thorax, and the thumb is parallel with the clavicle. 
In Dr. Joos’s experience the vomiting and hic¬ 
cough forthwith cease. He also suggests that this 
treatment might be useful for the relief of sea¬ 
sickness.—( Medical Review.) 


FORMULA. 


Neuralgic DysmenorrhoBa:— 

B Extract. Opii 

Extract. Belladonnas ... aa gr.iss 

Quin. Sulphat.gr.xxiv 

M. Ft. pil xxiv. Sig. One every three hours. 

(Med. World.) 


For Piles:— 

& Tannic Acid. gr.x 

Bismuth Subnitrate ... gr.xx 
Carbolic Acid (liq.) ... gtt.x 
Morphine Sulphate ... gr.viij 
Vaseline ... q. s. ad 5 j 
M. Sig. Apply locally, night and morning. 

(:Toledo Med. Comp.) 


For Whooping-Cough:— 

ft Creasote . gr.iv 

Sulphonal . gr.iij 

Syrup Tolut. fgv 

M. Sig. Teaspoonful every two hours. 

{Deutsche Med. Zeitung.) 


S&lye for Rheumatic Pains:— 

Be White Wax . 5 parts. 

Adeps ..15 parts. 

Add to this, when sufficiently cool, 

Chloroform . 3 parts. 

A layer of this preparation is to be spread upon a 
compress held in place by a bandage. Wax is 
added to the ordinary base to retain the Chloroform 
longer, and thus obtain a greater analgesic effect 

(L'Ufiidn MtduaU.) 
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Rupture of the uterus is not always the result 
of lingering labour. The womb may be ripped 
open by violence, or be ruptured by crushing, for 
instance, from a pregnant woman being run over. 
It has been perforated in criminal attempts at 
abortion. When pregnancy has followed delivery 
by Ccesarian section , the uterus has ruptured 
(even during pregnancy) at the site of the scar. 
Interstitial pregnancy ending in rupture, has been 
often described as “ rupture of the uterus,” although 
it is pathologically quite a different thing from 
rupture of an ordinary pregnant uterus. Some 
rare cases have been reported in which the uterus 
has ruptured spontaneously , that is, without violence, 
and without disease perceptible to the naked eye, 
in pregnancy, or at term before labour had ap¬ 
parently commenced. Such cases seem comparable 
to spontaneous rupture of the heart, and of the 
rectum. They have been attributed to fatty, 
fibrous, or tubercular degeneration of the uterus; 
but no morbid change has been demonstrated in 
such cases; nor can we in the least predict, or 
prevent, or explain them. Such cases as to their 
symptoms and treatment resemble rupture, the 
consequence of obstructed labour. There are also 
some few cases, to which the above remark also 
applies, in which the uterus ruptures during quite 
short and easy labours, without any obstruction. 

The great majority of uterine ruptures come 
from obstructed labour . The process is the same 
whatever the obstruction : whether the child be 
too large or the pelvis too small, or the child in 
a malposition. For convenience, I describe it as 
happening when the head presents. 

In pregnancy, before uterine contractions begin 
to be painful, the circular fibres round the internal 
os are inhibited: the longitudinal fibres of the 
uterine body then pull the os open, and thus 
Vol. II.. No. 22 . 


the cervix, instead of being a narrow canal leading 
to the uterine cavity, comes to form part of it. 
The os uteri internum measures, instead of a 
quarter of an inch or so in diameter, nearly 
three inches across: and the cervix instead of 
being a thick cylinder enclosing a spindle- 
shaped canal, becomes the shape of a saucer, 
the external os being in the middle of the 
saucer. The cervix cannot be expanded like 
this, without being thinned. Early in the first 
stage of labour, the lower segment and cervix of 
the uterus cover the head like a hemispherical 
cap. The os externum, even when only big 
enough to admit the finger, is bounded by a thin 
edge, quite different to the thick soft cervix of 
pregnancy. During the first stage of labour, the 
part of the uterus above pulls up this hemispherical 
cap, converting it into a cylinder. It is powerfully 
helped to do this by the dilating force of the bag 
of membranes in the os externum. In this process 
of canalization, the part that has to stretch the 
most, and therefore to be thinned the most, is the 
part near the external os. The part that has to 
stretch and be thinned the least, is that just below 
the greatest diameter of the head. Hence in a 
labour in which everything went on without 
difficulty or accident, the wall of the uterine canal 
would be thin near the os, and from this part up 
its thickness would gradually increase, without 
sudden alteration in thickness anywhere. In some 
museum specimens this is what is seen. 

The uterus, from the point of view of labour, 
consists of three parts. 

1. The part above the greatest diameter of the 
head, which does nothing but contract. As it 
contracts, it gets thicker. 

2. The part between the greatest diameter of 
the head and the os internum. This part is called 
the lower segment of the uterus . It is from one to 
two fifths of an inch thinner than the part above, and 
in the first stage of labour has to stretch and get 
thinner still, the amount of thinning being greatest at 
the part nearest the os internum. But it is muscular 
tissue, and although it stretches open transversely, 
yielding to the dilating force of the bag of 
membranes, yet it contracts like the rest of the 
uterus after the head has passed through it. 

The definition of the lower uterine segment as 
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“the part below the greatest diameter of the 
head” is unsatisfactory, because it is not an 
anatomical definition, but one relative to some¬ 
thing else. If the child is transverse, for 
instance, it is no longer correct. It has been de¬ 
fined as the part of the uterus corresponding to the 
pelvic inlet. It generally does correspond to it, 
but not always. I think the best anatomical 
definition is that it is the part corresponding to 
the line of firm attachment of the peritoneum. It 
is evident that, as the peritoneum is the least 
elastic part of the uterine wall, its firm attachment 
must be a considerable hindrance to the stretching 
of the muscular wall, and the looseness of its 
attachment low down is physiologically associated 
with its capacity to stretch. 

The arrangement of the muscular fibres of the 
lower uterine segment is different from that of the 
fibres of the upper part of the uterus; they are 
arranged in laminae, like the leaves of a book, and 
can be split asunder with the handle of a scalpel. 
But, with some trouble, the upper part of the 
uterus can be made into laminae; and, therefore, 
this difference is not one which enables us to draw 
a sharp line of demarcation. The lower uterine 
segment, unlike the cervix, is covered inside with 
decidua; but, at the end of pregnancy, this 
decidua is very fragmentary, and you may, after 
making sections, fail to find it. 

3. Lastly, the part below the lower uterine 
segment is the cervix. This is composed mostly 
of fibrous tissue, and its function is simply to 
dilate and thin ; it does not contract. It is easily 
identified by the folds of its mucous membrane 
called the arbor vita uterina . 

After an easy labour there is no abrupt 
difference in thickness between the cervix and 
lower uterine segment, or between the lower 
uterine segment and the upper part of the uterus. 
The cervix is thin, and the lower uterine segment 
gets thicker and thicker as you follow it up. In 
the majority of first labours, the expansion of the 
cervix does not take place entirely by the process 
of thinning described above; when it gets nearly 
fully expanded, it commonly tears. The presence 
of these tears of the cervix is one of the best signs 
of past childbearing that we have. When a cervix 
has once been torn, its expansion in subsequent 
labours is easier and quicker. 

When there is obstruction, and the presenting part 
of the child does not advance through the uterine 
canal, the upper part of the uterus goes on contract¬ 


ing, and the lower part goes on stretching and 
getting thinner, till at length there is a sharp 
distinction: an abrupt increase in the thickness 
of the uterine wall at a particular level, and 
at this point a lessening in size of the uterine 
circumference, so that this line projects as a 
ridge internally, and can be felt as a furrow ex¬ 
ternally. This line has been called by the different 
names of “ BandVs ring” after the Austrian ob¬ 
stetrician who first described it; the “ contraction 
ring,” and the u retraction ring,” the latter name 
expressing the fact that it is the lower boundary of 
the retracted part of the uterus. There is a differ¬ 
ence of opinion as to the anatomical situation of 
this ring; whether (a) it coincides with the os uteri 
internum, or ( b) is formed higher up. Specimens 
have been described, and are to be seen, which 
clearly show it (a) just above the arbor vitae, that is, 
at the internal os. In other specimens (b) it seems 
much too high for this. The probable explanation 
appears to me to be that (a) the first part to be 
thinned out is the cervix; and that (b) if obstructed 
labour goes on after the cervix has reached its 
utmost thinning, then the lower uterine segment 
in its turn thins. If (a) rupture of the uterus 
takes place before the lower segment of the 
uterus has thinned, the specimen will show a 
retraction ring at the internal os. If ( b) the lower 
uterine segment has had time to thin, then the 
retraction ring will be at the level of firm attach¬ 
ment of the peritoneum. This view is at present 
hypothetical, but it reconciles apparently con¬ 
flicting observations, and is supported by speci¬ 
mens which show a retraction ring at the level of 
firm attachment of the peritoneum, and gradual 
thinning of the lower uterine segment from that 
point down to the os internum, as if the thinning 
were in progress, but not complete. 

When the head presents, and the pelvis is so 
contracted that the head cannot enter the brim, if 
the membranes rupture before the dilatation of the 
cervix is complete, the head may come down on the 
cervix and pin it against the edge of the pelvic 
brim, so that it cannot rise up. This is especially 
apt to occur in the generally contracted pelvis, or 
in labour with a child of excessive size; for then 
the cervix may be nipped all round between the 
head and the pelvic wall, and thus held down. If 
this be the case, the stretching of the lower uterine 
segment will begin earlier and be greater, and the 
risk of rupture of the uterus will be greater. But 
there will be no risk whatever, with this state ol 
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things, of rupture of the vagina , except by the ex¬ 
tension of the tear in the uterus. 

When the child lies transversely, the presenting 
part does not fit the pelvic brim so accurately as to 
hold down the cervix. Hence, as the upper part 
of the uterus contracts, the cervix is not only 
stretched and thinned, but pulled up, and thus 
the vagina is put on the stretch. As in most 
transverse presentations the head lies in one iliac 
fossa, and the breech lies higher up in the abdomen, 
the body of the uterus contracts round the breech, 
and pulls the cervix and vagina up over the head. 
The part of the cervix and vagina that is thus made 
tense over the hard bulky head will be the part 
exposed to rupture; and in this case the vagina is 
as likely to give way as the uterus . Hence rupture 
of the vagina is comparatively common in transverse 
presentations. 

When there is pendulous belly, especially when 
combined with contracted pelvis, so that the head 
does not enter the pelvis, the sinking forward of 
the uterus puts the posterior vaginal walls so 
greatly on the stretch, while the uterine contrac¬ 
tions force the head against the stretched vagina, 
that rupture of the vagina may take place. This 
mechanism was first described by Osiander. 

If in a case such as that above described—the 
upper part of the uterus firmly contracted round 
the child, the cervix and vagina thinned and tense, 
—you try to do internal version, you will very likely 
rupture the uterus, either by the direct pressure of 
your knuckles against the uterine wall, or by forcing 
a projecting part of the child through the thin cervix 
or vagina. The formation of the ring of Bandl is, 
therefore, a contra-indication to version, or to 
bringing down a leg in an arrested breech labour. 

Rupture of the uterus takes place transversely 
to the line of greatest tension. When the 
cervix is held down in a contracted pelvis, the 
tension is longitudinal, and the rupture transverse. 
If it is made tense over the foetal head in 
an iliac fossa, the tension may be greatest either 
in the length or the breadth of the cervix, and 
the rupture, consequently, either longitudinal or 
transverse. But this only applies to the be¬ 
ginning of the rupture. When the uterus has 
once given way, the tear quickly extends; and the 
direction and extent of the rent depends partly on 
the relative resistance of the parts in the way of 
the extension of the tear, partly on the size and 
shape of the part of the foetus that protrudes through 
the gap. A tear beginning in the cervix may extend 


down into the vagina or up into the contracted body 
of the uterus, either longitudinally or obliquely, or 
it may extend round the cervix, and nearly sever 
the uterus in half. 

The tear may extend through both muscular 
tissue and peritoneum. This is called complete 
rupture. It may go through the muscular tissue 
and not through the peritoneum. This is called 
incomplete ruptifFe. It is likely to happen if the 
tear is at the side of the uterus, because here the 
peritoneum over the lower uterine segment is 
separated from the uterus by very loose cellular 
tissue, continuous with that of the broad ligaments. 
If rupture takes place here, blood is poured out 
into this cellular tissue, and then into that of the 
broad ligaments, raising the peritoneum and strip¬ 
ping it up off the uterus. 

Rupture of the uterus may take place not from 
bony obstruction, but from disease of the cervix, 
such as cancer, cicatricial stenosis, fibroids, etc., 
which prevents its dilating, and so produce the 
same effects as the holding down of the cervix 
between the foetal head and the pelvic wall. Such 
pathological rigidity of the cervix is very uncommon, 
and, therefore, rupture of this kind is rare. 

Rupture of the uterus is more common in mul¬ 
ti parse than in primiparae, for the following reasons. 
The degenerative changes which make the uterus 
prone to give way (although we do not know pre¬ 
cisely what they are) we should expect to find in 
uteri that had been often through pregnancy and 
labour. Malpositions of the head and malpresen- 
tations are more common, in contracted as well 
as with normal pelves, in multipart. 

The commonest immediate cause of rupture of 
the uterus is the administration of Ergot in ob¬ 
structed labour. Ergot produces tonic contraction 
of the body of the uterus. If obstructed labour be 
left to itself, the conditions leading to rupture of 
the uterus, as a rule, develop so slowly, that ample 
warning is given to the most ill-instructed ac¬ 
coucheur by the delay in delivery that there is 
serious hindrance. But Ergot hurries on the catas¬ 
trophe ; so that if you give Ergot in labour without 
ascertaining the size of the pelvis and that of the 
child, rupture of the uterus may be the first inti¬ 
mation that there is anything abnormal. 

Symptoms .—The clinical history of most cases 
of rupture of the uterus is the following:—The 
pains follow one another faster and faster, till at 
length one pain follows its predecessor so quickly 
that there is little or no interval between them. If 
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you examine the belly you feel the hard contracted 
uterus with a furrow running transversely or 
obliquely across it. If you were to watch the 
progress of the case, you would find that as 
this furrow became deeper and more abrupt it 
rose higher and higher in the belly. (You should 
not wait to watch, but deliver without delay if 
this furrow is forming.) The hard, contracted 
uterus prevents you from feeling any foetal 
parts. If the uterine contraction is still inter¬ 
mittent you will find that between the pains 
the part above the furrow becomes softer, 
while that below remains hard and tense, and is 
tender when handled. The patient's expression 
becomes anxious, her pulse quicker and smaller; 
her breathing hurried in proportion to the pulse, 
and shallow. Suddenly this state of things changes; 
the labour pains cease, and the patient, instead of 
straining with all her might, becomes collapsed. 
There is haemorrhage from the vagina, but not 
enough to explain the patient's prostration. When 
you examine you find that the child is no longer 
pressed into or on to the pelvis, but has either 
receded or can be pushed back. 

These symptoms are much the same, whether 
the rupture be complete or incomplete. When 
you examine the belly, if the rupture be complete 
you will feel the limbs of the child through the 
abdominal walls more easily than even in normal 
pregnancy. If it be incomplete you will feel a 
tense swelling rising out of the pelvis, but no dis¬ 
tinct foetal parts ; and apart from this swelling, or 
the foetal limbs, you will feel the hard, small, 
firmly-contracted uterine body. 

When the child escapes into the peritoneal 
cavity the placenta may be retained in the uterus, 
or escape into the peritoneal cavity after the child, 
or escape by the vagina while the child is in the 
peritoneal cavity. Delivery of the placenta before 
the child, apart from placenta praevia, is so rare 
(though it has been reported) that it should 
always make you suspicious that the uterus has 
ruptured. 

If the patient be let alone she will almost cer¬ 
tainly die—either quickly, from shock; more 
slowly, from loss of blood; or, after two or three 
days, from peritonitis. It has occasionally hap¬ 
pened that the peritonitis has led to the foetus 
becoming encapsuled in a cavity formed by adhe¬ 
sions among the bowels, and so the course of the 
case has come to resemble that of an extra-uterine 
pregnancy that has gone to term; but this ter¬ 


mination is so rare that it cannot in the least be 
counted on. 

The diagnosis of rupture of the uterus is not 
difficult. The stoppage of pains; the recession of 
the presenting part; the haemorrhage; the prostra¬ 
tion out of proportion to the haemorrhage; are a 
combination of features not presented by anything 
else. The only difficulty is to distinguish between 
complete and incomplete rupture. The differential 
signs are these. If the rupture be incomplete, the 
child will not have completely receded; its pre¬ 
senting part will be still in the pelvic cavity, while 
the part which was contained in the body of the 
uterus lies in a cavity formed by the pushing up¬ 
wards of the peritoneum, and is surrounded by 
effused blood. Hence on abdominal examination 
you feel the contracted uterus, which will be of 
the size of a child’s head, or that of a cricket ball 
(according to whether it contain the placenta or 
not), and by the side of it a swelling formed by the 
child covered by stretched peritoneum, the tension 
of which will prevent the outline of the child from 
being made out clearly; this swelling is not 
moveable. If the rupture be complete, the child’s 
presenting part may or may not have completely 
receded; but part of the child, at least, will be free 
in the peritoneal cavity, where its outline can be 
felt with unusual distinctness, and it can easily be 
moved about. The contracted uterine body will 
be felt as well as the child, but may be behind or 
at the side or in front of it. In incomplete 
rupture, the uterine body is above and towards 
one side of the swelling formed by the child. 
You will see that, while in many cases of complete 
rupture there is no doubt about the diagnosis, yet 
there are a few in which it may be difficult to be 
certain that the rupture is complete. 

Subcutaneous emphysema of the lower abdomen 
has been noticed both in incomplete and complete 
rupture. It has been said to be pathognomonic. 
There is no need to trust to it, if it be. 

Treatment .—This is of two kinds : (i) prophylac- 
tive, (2) curative. The all-important treatment of 
rupture of the uterus is the prophylactic. I can only 
briefly repeat here what I have more fully said in 
former lectures.- When obstructed labour has lasted 
long, the uterus is in a state of tonic contraction, and 
the ring of Bandl is plainly felt high up, immediate 
delivery is absolutely necessary. If the head is 
presenting in a favourable position, the child alive, 
and the pelvis not so contracted as to forbid the 
• See “ Clinical Journal,” June 7 and 14, 1893. 
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possibility of forceps delivery, try and deliver with 
forceps, but do not protract such attempts. If the 
child be dead, or if you cannot deliver quickly 
with forceps, perforate. If the child be in a 
transverse position, do not try to turn, decapitate. 
If in a breech position, use the blunt hook, and 
if with this you cannot get it down, perforate 
the abdomen. At all risks to the child, deliver 
quickly. 

It has been above stated that there are certain 
cases in which rupture? of the uterus takes place in 
easy labour, or even in pregnancy. As we know 
nothing about the causes of such ruptures we 
cannot prevent them. But except these, which 
are rare, every case of rupture of the uterus ought 
to be prevented: rupture from obstructed labour 
occurs either because the patient has not had a 
competent medical attendant, or has not allowed 
him to treat her properly. It follows from this 
that it is quite exceptional for rupture of the 
uterus to occur in well-officered lying-in hospitals, 
or in private patients whose means enable them 
to have the best possible attendance. Rupture 
of the uterus occurs chiefly among those liable to 
be neglected, and usually under circumstances very 
unfavourable to the carrying out of the best 
possible treatment. 

After rupture has occurred the treatment re. 
quired consists of three things: 

1. Extract the child and placenta. 

2. Make the rent and its neighbourhood quite 

clean. 

3. Either (a) accurately close the rent by stitch¬ 

ing, or (b) provide for the escape of dis¬ 
charge from it. 

How best to do these things depends on the 
circumstances of the case. 

1. The child may be extracted either (a) through 
the vagina, or (< b ) by an opening in the anterior 
abdominal wall. Your choice depends on the 
situation of the child, (a) If its presenting part is 
still in the vagina, and only a part of it is in the 
peritoneal cavity, or if you think the rupture in¬ 
complete, deliver the child by the vagina. There 
is no advantage in making two wounds instead 
of one. The obstruction which led to the rup¬ 
ture will prevent you from delivering without les¬ 
sening the bulk of the child, and as the child is 
almost certainly dead, do this at once, in the way 
called for by the case. If the head be presenting, 
perforate; if the shoulder, decapitate; if the breech, 


pull it down with a blunt hook, and perforate, if 
necessary, the abdomen, and afterwards the head. 
After delivering the child, use the cord as a guide 
to the placenta, and if the placenta be outside the 
uterus, use the cord to gently pull it down. 

(b) If the child has been expelled into the ab¬ 
dominal cavity, so that you must pass your hand 
through the wound and hunt among the bowels to 
get hold of its foot, it is better to open the abdomen. 
If you deliver through the wound in the genital 
canal, you may enlarge the wound, and so cause 
fresh haemorrhage. You may damage viscera in 
searching for the foot, and in pulling down the 
child you may pull down, and perhaps tear, coils 
of bowel. Open the abdomen in the same way 
as for Caesarian section. You can then see what 
you are doing. Grasp the child by the foot, and 
extract it; and then remove the placenta. 

2. The next thing is to clean the parts. Much 
blood has been effused: the wound surface and 
peritoneum have perhaps been smeared with Vernix 
Caseosa or Meconium. Clean the parts by liberal 
washing with clean water a little hotter than the 
temperature of the body: from 100 to 104. If 
the child has been extracted by the vagina, wash 
the parts with a syringe or douche-tin. Move the 
nozzle of the syringe throughout the whole length 
of the rent, and pass it through the rent into the 
peritoneum. Hold the perineum back with the 
fingers while doing this, that the fluid, with dis¬ 
lodged clots, may have tio difficulty in returning. 
To wash thoroughly, plenty of fluid must be used; 
and it is not safe to use any poisonous germicide 
in large quantity. It is essential also that treat¬ 
ment should be promptly carried out; and it is 
better to wash the parts immediately with plenty 
of plain water than to wait to get a non-poisonous 
germicide, or absolutely sterilized water, and use that 
in limited quantity. Ordinary water from the tap 
may contain germs of disease: but the chances 
against it are millions to one. If you have extracted 
by the abdomen, wash out the peritoneum by 
pouring water into it from a jug. 

3. Having made the parts as clean as possible, 
now decide either for (a) suture, (b) drainage. 

(a) Suture is only possible from the abdomen. 
The peritoneal margins of the rent must be sewn 
together accurately along the whole length of the 
tear. If there are gaps in the stitching wher t e the 
peritoneal edges are not brought into apposition, 
the suture might as well not have been put in at 
all. You will see therefore, that to suture a rup 
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tured uterus must always be a tedious proceeding, 
requiring a good light, a skilled assistant, and a 
good anaesthetist. Hence it is a mode of treat¬ 
ment that can seldom be carried out in the house 
of a poor patient. Further, if the rent be behind, 
extending down towards or into Douglas’s pouch, 
it will be a difficult thing, even with every ad¬ 
vantage. I think that as a general rule, suture of 
the rent is only advisable when the patient is in a 
hospital, and the tear on the anterior surface of 
the uterus. 

The suture should be put in the same way as in 
Caesarian section. Deep sutures through the peri¬ 
toneum and uterine muscle, not decidua, about two 
thirds of an inch apart, and superficial sutures bring¬ 
ing the peritoneal edges together. The object of the 
suture is to get union of the peritoneal surfaces, so 
that the discharge from the ragged wound of mus¬ 
cular and cellular tissue may be shut off from the 
peritoneum. 

The suturing will be more easily done if the 
patient is put in the raised pelvis position. If the 
patient is lying flat, it may be possible to see the 
uterine wound well; but it may be found that 
intestines bulge forward and have to be held back, 
or they may be lying in the wound. In the raised 
pelvis position the intestines fall towards the dia¬ 
phragm, so that the uterus can be seen. If there 
be no table at hand which will support the patient 
in this position, one can be extemporized by putting 
on the bed a chair resting on its top rail and the 
front of its seat, and pinning a towel over its legs. 
The patient is then placed on the back of the 
chair, her knees being supported by the towel. 
This position gives a better view of the parts 
concerned than can be got in any other way. 

(b) Supposing that, either from its position, or 
from the circumstances, you do not think you can 
accurately sew up the peritoneal wound, it is better 
not to submit the patient to the [prolonged anaes¬ 
thesia and manipulation of the peritoneum which 
this delicate task involves. The next best thing is 
to secure drainage. Use either an india-rubber 
drainage tube or Iodoform gauze. The india- 
rubber tube is the simplest. Put one end in the 
wound, and let the tube conduct the discharge 
outside the body, either by way of the vagina or 
the abdominal wound. It is not necessary to drain 
both ways. Usually the vaginal route will be best. 
The way is best which best secures that the cavity 
in which the discharge is likely to collect has the 
end of the drainage tube in it. I think Iodoform 


gauze better, but it is more difficult to apply. 
Pack the wound with a strip of gauze, not so tightly 
as to displace its margins, but sufficiently to ensure 
that the gauze may remain in contact with the whole 
surface of the wound. This done, bring the end of 
the gauze by the most convenient route, either the 
vaginal or by the abdominal wound, to the surface. 
The threads of the gauze will, by capillary attraction, 
lead the discharge to the surface, and the Iodoform 
will, if the wound has not been already infected 
with septic matter, prevent its getting infected. 
The gauze may be left in for a week or even 
more. 

It has been advised to treat rupture of the uterus 
by Porro’s operation. In the cases of rupture in 
the body of the uterus, it may be good practice to 
amputate the uterus at the cervix. The damaged 
part is thus got rid of, and a healthy stump left 
which can be treated in a surgical way. But it is 
not such a good practice as suturing the wound 
when possible. In a rupture involving the cervix 
and vagina, if you cut off the body of the uterus, 
the wound in the cervix and vagina is not closed. 
It is left to granulate, and possibly infect the or¬ 
ganism. Porro’s operation here seems to me a 
useless addition to the patient’s danger. Its results 
in such cases have not been good. 

It is not possible at present to demonstrate by 
figures the superiority of any particular method of 
treating rupture of the uterus. I have had to use 
the word “probably” so often for this reason. 
The success of treatment depends on many other 
things besides the method which the operator has 
attempted to carryout: on the surroundings among 
which the patient is placed, the time at which the 
operation is done (if postponed for several hours 
the prognosis is worse), the condition of the 
patient, the skill of the operator, the after-treat¬ 
ment, etc. Hence statistical tables showing percent¬ 
ages of deaths after this or that treatment are of 
no value unless we know more about the cases 
compared than any tables that I know of tell us. 
In the foregoing I have described what seems to 
me the way likely to give the best results. 

The mortality of cases without other treatment 
than delivery by the vagina is about five out of six. 
Only about 6 or 7 per cent, of children survive. 
The modes of treatment I have described have 
lowered the mortality, but it is premature to say 
how much. 
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(Concluded from p. 33 i.J 

Treatment. —The treatment of lateral sinus 
pyaemia, whether in child or adult, is the same. It 
is two-fold—the local centre from which the infec¬ 
tion is spreading must be destroyed, and the 
highway must be blocked,—the stream must be 
dammed up along which the infective elements 
are passing from the local focus into the general 
circulation. This is done first of all by freely open¬ 
ing the mastoid, clearing away all the carious bone 
and foetal granulation tissue, and thoroughly swab¬ 
bing out the cavity with some strong antiseptic, 
such as Chloride of Zinc (gr.xl to 3 j)> Carbolic 
Acid lotion (1 in 20), or Perchloride of Mercury 
solution (1 in 1,000); thus the parts operated on, 
as far as possible, are made absolutely clean and 
free from disease. While this is being done it is 
well to have a stream of antiseptic fluid flowing 
over the wound, since the pus, diseased bone, and 
granulations are extremely offensive and very in¬ 
fective ; and the fresh cut surfaces of the bone or 
soft parts might be infected by the passage over 
them of the septic matters removed from the 
deeper parts of the temporal bone unless this is 
prevented by irrigation. By this time the groove 
for the lateral sinus is probably exposed, most of 
the mastoid has been cleared away, the mastoid 
antrum freely opened, and the posterior wall of the 
external auditory meatus cut away. In this way 
the mastoid antrum, the tympanum, and the ex¬ 
ternal auditory meatus are thrown together and 
form one huge cavity. At the posterior part 
of this cavity the posterior fossa is probably ex¬ 
posed ; the bony groove for the lateral sinus being 
visible. Out of that groove very likely some pus 
will well up ; but if there is no subdural collection 
here set free, a search must be made along the 
posterior surface of the petrous bone. 

(It was then explained by means of sections of 


temporal bones and drawings how best to reach 
and evacuate, from the opening made to expose 
the sinus, subdural collections of pus which are apt 
to collect in these cases not only in the bony 
groove but also on the posterior surface of the 
petrous bone, either around or external to the 
internal auditory meatus.) 

In some cases the outer wall of the sinus will be 
sloughed where the opening in the skull has first 
been made. If so one looks directly into the 
sinus, and very likely sees there pus and blood-clot 
or simply septic blood-clot. This makes the case 
veiy simple as far as the subsequent procedure is 
concerned. What is necessary is to enlarge the 
opening in the skull by cutting with bone forceps 
upwards and backwards, and downwards and for¬ 
wards, so as to expose the sinus for a considerable 
distance. There is no risk of haemorrhage from the 
sinus as long as there is a fairly large opening in 
the skull, since if bleeding sets in it can easily 
be arrested by forceps or plug. Having made a 
sufficient opening, all loose septic clot is washed 
away, and a temporary dressing is applied. The vein 
should be tied at once in the neck. The internal 
jugular will be found at the lower border of the 
parotid gland by the ordinary incision at the anterior 
border of the sterno-mastoid. Two ligatures are 
placed around it, and the vessel divided between 
them, the object being to separate the lower part 
of the vein, which is not infected by septic clot, 
from the upper part, which is full of septic clot. 
In one case on which I operated I found on dividing 
the vein that I had ligatured a thin tapering clot. 
It was necessary to go further down the neck, and 
tie the internal jugular close to its entrance into 
the subclavian vein; in fact, the surgeon must go 
on until he gets below the clot, otherwise a septic 
thrombus is left in the lower segment of the vein, 
which may become displaced, pass into the lung, 
and produce a pyaemic abscess there. 

With regard to the upper or septic portion of 
the vein, the best plan is to stitch it if long enough 
to the upper angle of the wound in the neck. 
The rest of the wound in the neck can then be 
closed, and may heal by first intention. Into the 
open mouth of the upper part of the vein which 
has been stitched to the skin the nozzle of a syringe 
may be inserted, and as the fluid is gently forced 
out of the syringe septic clot from vein and sinus 
will come out freely from the opening behind the 
ear. In this way the venous channel is thoroughly 
cleansed. The fluid to be used is a solution of 
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Perchloride of Mercury. It does not require any 
force to syringe out the breaking down and offen¬ 
sive clot. If it is quite certain that the vein is 
clotted, that there is a septic thrombus to deal 
with, it is wisest to tie the vein first, because the 
manipulation of the lateral sinus might displace 
and free a piece of clot which, travelling down the 
neck, might produce a pyaeraic infarct in the 
Hungs. Sometimes, after tying the vein, the face 
becomes very blue, and so it is necessary to let 
the patient bleed a little. Relief sometimes is 
afforded by the escape of a regurgitant stream of 
blood from the mastoid opening, and once I had 
to disturb the clot in the sinus on the side of 
the torcular Herophili, so as to obviate the 
venous engorgement. In the course of a minute 
or a couple of minutes the circulation usually 
becomes accustomed to the block, and the patient 
recovers. 

Sometimes when a clot is being cleared away 
from the sinus behind the mastoid some haemor¬ 
rhage comes on. A clot is displaced which is 
blocking the way towards the torcular Herophili. 
On the whole this is rather a favourable sign, because 
it shows that the septic clot has not spread as far 
as the torcular Herophili. There is no need to be 
alarmed at this haemorrhage, since it can be easily 
arrested by either plugging the sinus with some 
catgut or by a little strip of Iodoform gauze. Of 
course, the plug is left in until such time as you 
consider that it will be safe to remove it. It is 
unwise to place a ligature round the lateral sinus, 
because by so doing the intradural space is opened. 
It is quite easy to arrest the haemorrhage in the 
manner described, or, if it is sharp, and you are 
not quite ready with a plug, the sinus may be 
seized with a pair of ordinary Spencer Wells’ 
forceps. In my first case I put a ligature round 
the lateral sinus, but that was bad practice; the 
patient, however, recovered. 

The next point is how to find out whether 
there is a clot in the sinus or not. To introduce 
a grooved needle and see whether blood escapes 
is one way; to decide, however, by this method 
whether the sinus is to be tied or not, may lead, 
I think, to disaster. Clot as soon as it forms 
begins to contract, and so blood may still be pass¬ 
ing (though in diminished quantity) through the 
lateral sinus, and at the same time there may be 
a clot in it. Thus, if the treatment is determined 
by the experiment with the grooved needle alone, 
the surgeon may be led to suppose erroneously 


that there is no clot in the sinus and the measures 
required for the saving of life may be omitted. 

I think the best plan, if there are well-marked 
symptoms of pyaemia, is to deal with the case in 
the same manner, whether clot can be detected in 
the lateral sinus or not. The stream of blood in 
the sinus can be arrested by opening and plugging 
it; but more than this must be done, for it is 
quite certain that pulmonary pyaemia will occur 
unless the vein is ligatured. I have seen several 
cases in which a very thorough mastoid operation 
has been done in which perhaps a subdural abscess 
has been removed, all carious bone cleared away, 
and the whole region of operation rendered aseptic, 
in which the patient has died of pulmonary pyaemia 
because the vein was not ligatured. I am quite 
certain that it is useless to attempt any operation 
on the mastoid in serious septicaemic or pyaemic 
conditions, unless the internal jugular vein is 
blocked so as to prevent the further passage of 
infective material into the circulation. I am sure 
I have known patients die from this cause; the 
mastoid has been cleansed before any involvement 
of the lungs could be detected, but the vein has 
not been tied; and so the rigors, the high temper¬ 
ature, etc., continued until death ensued, when 
the lungs were found riddled with embolic ab¬ 


scesses. 

I wish to emphasize the fact that pyaemia occurs 
from disease of the temporal bone independendy of 
thrombosis in the sinus or even of extra dural 
abscess, and that, therefore, we must be prepared to 
deal with a sinus which is not thrombosed, and with 
a vein which is not thrombosed, as if they were 
blocked with septic clot if the life of the patient is 
to be saved. I have seen two such cases in 
children only recently. The post-mortem revealed 
in each case that the operator had removed a 
considerable part of the mastoid, and had evacuated 
a subdural abscess. On slitting up the sinus no 
clot was seen in it, and there is no reason to 
suppose that it had ever been thrombosed. There 
are many such cases on record, and no doubt many 
surgeons have now had experience of them. I 
cannot do better than read to you the words I 
wrote in 1890: “ Whether the sinus be full of clot 
or moving blood ic matters not; in either case the 
poison is being poured into the sinus or, say, 
through the vein of the cochlea into the jugular; 
and the method which has proved efficacious in 
saving life in the one case will assuredly, if 
promptly applied, be equally successful in the 
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other. The local disease of mastoid or petrous 
must be freely exposed and asepticized with 
Sublimate solution. The vein must be ligatured 
in the neck, and the sinus must be freely exposed 
in the usual way behind the ear, opened, and 
plugged. Thus an artificial thrombosis of the 
blood arrested between the plugged sinus and the 
ligature on the vein will be effected. It will then 
not be possible for any further infection to happen 
from the primary focus of disease, for the collateral 
circulation is not sufficient to carry the infective 
material down the other jugular, as is shown by the 
histories of cases on which I have operated. The 
whole, or the greater part of the clot thus artificially 
induced, would not at first be other than healthy in 
character, but it might, subsequently, become in¬ 
fected with micro-organisms, in which event it 
would be easy to wash it out, especially if the 
lower end of the upper segment of the vein had 
been stitched to the margins of the skin wound in the 
neck. By these means the surgeon may erect an 
effectual barrier against acute pyaemic infection 
from the primary focus, which may at once be 
successful in arresting the symptoms of dangers, or 
may materially assist a patient in combating the 
symptoms of acute pyaemia until the chronic stage 
is reached, which, in this disease, is always of 
hopeful import as far as life is concerned.” It is 
quite marvellous what the operation does for some 
of these patients. From a position of imminent 
danger they may often be transferred to one of 
practical safety. They may be returned to the 
ward from the operating theatre, and have really 
no grave symptoms of illness afterwards, perhaps a 
rise of temperature the same evening to ioo° F., 
and at the end of a fortnight convalescence is well 
established. 

There often occur cases in which the signs 
of constitutional infection are not clear, and after 
dealing with the mastoid you may be in doubt 
as to whether it is necessary to deal with the vein. 
I would strongly urge that the proper treatment is, 
in all doubtful cases , to ligate the vein and to clot the 
sinus. This is the pathway of safety, and it does 
not really matter whether the patient has one lateral 
sinus or two, one internal jugular vein or two. 
The cases which have recovered show that the 
circulation goes on quite well when these blocks 
in the venous system are established. 

Doubtful Cases. Impending Pycemia .—There 
are certain cases which appear very serious, but 
which do not necessitate any operation upon the 


sinus or vein. They may be looked upon as cases 
of impending septiccemia or impending pycemia. 
They are very difficult to describe, and they can 
only be appreciated by experience and by the 
relative gravity of the symptoms. I do not know 
how else to explain this to you except to mention 
two cases. The first was a case in which the 
illness commenced very suddenly, with severe 
headache, earache, shivering, vomiting, and drowsi¬ 
ness. I saw the patient twenty-four hours after 
these symptoms occurred. There was a history of 
long-standing otorrhoea, and there was still some 
otorrhoea, and some tenderness over the mastoid. 
The question in a patient like that is, Does this 
mean pyaemia, or does it mean simply impending 
pyaemia ? Must we operate on sinus and vein at 
once, or may we wait ? The only way we can 
judge in these cases is by the relative gravity of the 
symptoms. When one sees them early two alter¬ 
natives are open to us : either we may wait, apply 
fomentations, and watch the case very carefully, or 
the mastoid may be explored, and, subsequently, 
the temperature and other signs carefully noted, so 
that further operation may be undertaken, if re¬ 
quired, without any delay. In the case I have just 
mentioned, about forty-eight hours after the sudden 
onset, with high fever, headache, earache, shiver¬ 
ing, drowsiness, and vomiting, the boy had a 
critical discharge from the ear; about half a tea¬ 
spoonful of pus escaped suddenly. He recovered 
at once with no further symptoms. There must 
have been a subdural abscess, or an excavation in 
the mastoid, the outlet of which must have been 
blocked, causing the severe symptoms; and the 
sudden discharge gave relief from the condition of 
impending pyaemia. Thus there may be pus pent 
up for which we need not immediately tie the vein. 
The proper treatment of such a case is to open 
the mastoid, let out all pent-up pus which may be 
in tympanum, attic, antrum, and other regions of 
the bone, cleanse and drain every cavity, and so 
prevent the patient from being liable to any like 
complication again which might otherwise at any 
moment arise and end in a fatal illness. 

Another case of the same sort made a great 
impression on me. It was the case of a boy of 
5 years of age, who was very ill indeed after 
scarlet fever with a serious mastoid condition. I 
attended him with Mr. Horsley. After the scarlet 
fever was over he had severe pain one day in the ear. 
The membrane was incised and some pus let out 
of the tympanum. The case went on very well for 
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some few days, antiseptic fomentations and irriga¬ 
tion being employed. Then the temperature rose 
to 102° F., and a knocking pain was complained 
of in the ear. Such a pain in the ear always 
indicates a bone affection; and so it made us 
anxious. We watched the case for a few days; 
and, as the temperature was still rising and the 
pain continuing, it was decided to open the 
mastoid antrum. The patient was only 5 years 
old ; and at that age we do not expect the mastoid 
to be pneumatic throughout,—that is, hollowed 
out into a number of cavities. The antrum was 
opened, no other cavities being seen ; a stream of 
antiseptic fluid passed freely through into the 
tympanum and out into the external auditory 
meatus, and it was thought the trouble and danger 
was over. The patient was fairly well for two or 
three days; but still the temperature was above 
normal. Then it began to rise again. It went up 
to 102 0 F., 103° F., and io 4°F. We then began 
to talk about ligaturing the vein and plugging the 
sinus. There were no signs in the lungs, but the 
heart became irregular; it dropped a beat occa¬ 
sionally. We were constantly with the boy, and, 
under the circumstances, the patient being the son 
of a colleague, our attendance was a most anxious 
one. It was decided to examine the mastoid 
again. This was done, and it was found that the 
mastoid was pneumatic throughout, just like an 
adult mastoid, and that it was full of pus. In the 
previous operation the course pursued was that 
which would be sufficient in any ordinary case 
at the age, the drainage and antiseptic irrigation of 
the antrum attic and tympanum should be followed 
by the rapid convalescence of the patient. But as 
in this case, so in a few other rare instances, I 
have met with a pneumatic condition of the mas¬ 
toid in early life. It is necessary under these cir¬ 
cumstances to remove practically all the outer shell 
of the mastoid, down to the tip, so as to expose all 
cells which may harbour pus. 

This was done in the above case, and from 
that time the convalescence was uninterrupted. 
In operating on a young child, therefore, it must 
not be forgotten that we may have to deal with a 
pneumatic mastoid, and that the whole bone may 
be infiltrated with pus. 

Another condition I may mention, and that is 
the presence of subdural abscess in the groove of 
the sinus when the pus is inodorous. When an 
offensive subdural abscess forms here, clotting 
in the sinus must almost always be expected. The 


close proximity of very offensive pus would pro¬ 
duce an inflammation of the wall of and a 
thrombosis within the neighbouring sinus; but 
this thrombosis may not occur if the pus is sweet, 
at any rate, it does not occur in all cases; these 
are, however, rare. I remember one under the 
care of Mr. Pitts; it was the case of a young girl 
who had otorrhoea, tenderness at the posterior 
border of the mastoid, no oedema, and a temper¬ 
ature of ioi°. The symptoms were very slight; 
they indicated that there was some pus pent up in 
the mastoid region. The mastoid was trephined, 
and no pus was found in it; but on reaching its 
inner surface, a little collection of inodorous pus 
was evacuated from the groove for the sinus. The 
little cavity was irrigated and freed from pus. The 
patient never had a rise of temperature after the 
operation, and was soon quite well. This case 
illustrates another condition then in which it is not 
necessary to interfere with the sinus or vein. 

Prophylaxis .—Lastly, I ought to say something 
about prophylaxis; and the point which I think it 
is very important to remember is that a chronic 
purulent otorrhoea may at any time and without 
warning be the source of infection of a fatal pyaemia; 
so that any person with a chronic purulent otor¬ 
rhoea may suddenly and without suspicion that he 
is running any risk to his life be in the midsj of an 
illness of which none other can be more serious. 

My opinion is that in all cases of chronic 
purulent otorrhoea which fail to yield to antiseptic 
irrigation properly and systematically carried out 
for more than a year, and in some old-standing 
cases with disease of bone a very much shorter 
period, that the tympanum should be properly 
flushed and drained by an opening through the 
mastoid. In this way the possible onset of a 
fatal illness is averted, the organ of hearing is 
saved from further implication, and, indeed, the 
hearing power after the operation is better than 
during the period the tympanum was chronically 
bathed in pus. 

A fatal case . We cannot always expect to save the 
patient’s life. I will tell you the story of a case I lost 
last autumn, the full particulars of which I hope 
soon to publish. The patient, a woman, was brought 
to St. Thomas’s after a week’s illness with the type- 
symptoms of lateral sinus pyaemia, together with 
swelling and oedema along the course of the internal 
jugular vein. Before coming to the hospital she 
became decidedly melancholic, a fact which opens 
up an interesting question, namely, the rare con- 
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nection between septicaemia and melancholia. 
The patient, on admission, was so melancholic 
and suicidal, that she had to be carefully watched. 
At the operation the outer wall of the sinus was 
sloughed, stinking pus and blood-clot being found 
in the sinus. The vein was ligatured and all the 
mastoid disease removed. It was a typical opera¬ 
tion, and one that went off very satisfactorily. The 
patient seemed to bear the operation well except 
that the pulse unaccountably failed more than once. 
The case went on without much anxiety for three 
or four days, the pulse being, however, feeble and 
irregular. On the third day I was told by Dr. 
Turney, the Resident Physician at St. Thomas’s, 
that my patient had pericarditis. Of course one 



Fig. 1 . Heart (two-thirds natural size). 

The right ventricle is laid open, and a carpet needle 
(2£ inches in length) is seen crossing it. The eye 
of the needle is outside the heart: the point is 
embedded in the muscular substance. (From a case 
of lateral sinus pyaemia which was successfully 
operated upon, but during the illness the woman 
developed melancholia, and pushed the needle into 
her heart). 

thought at once that the pericarditis was septic, 
and that my operation had been performed too late. 
Death took place on the 5 th day. At the autopsy 
we found that the seat of the operation was in 
perfect condition, the ligatures had been put on 
below the clot in the internal jugular vein, most if 
not all the septic clot had been washed out by the 
irrigation from the vein to the sinus, and vice versa, 
and all the caries and diseased granulations had 
been removed from the temporal bone. The lungs 
were healthy and free from embolic pulmonary 
abscesses, so that, as yet, the cause of death was 


still obscure. On opening the pericardium some 
blood-stained fluid escaped. On cutting into the 
right ventricle of the heart a carpet-needle 2\ 
inches long was seen. The needle had, probably, 
been pushed into the heart previous to the admission 
of the patient into the hospital. There were several 
scratches about the body, and there was a tiny little 
scar—one could not call it a wound—just by the 
side of the ensiform cartilage. The needle had 
been pushed in between the ensiform cartilage and 
the costal margin, and then up through the dia¬ 
phragm into the ventricle. 

In the next lecture I shall continue this subject 
and say something about brain abscess. ^ 


CLINICAL NOTES. 

(Specially reported for The Clinical Journal, Revised in 
each case by the Author.) 

-*- 

WITH DR. J. EDVARD SQUIRE AT 
THE NORTH LONDON HOSPITAL FOR 
DISEASES OF THE CHEST. 


A Case of Pleuritic Effusion. 

This patient, a man of forty-three years of age, 
was admitted into the hospital a few weeks ago 
complaining of shortness of breath and loss of 
flesh. The history was indefinite, as is so often 
the case with pleurisy. In October of last year he 
had bronchitis, and in the following January, 
“ Rheumatism, and rapid loss of flesh.” On 
admission here on June 30th he was extremely 
emaciated; and, baring the chest, one was struck 
by the prominence of the superficial veins, es¬ 
pecially on the right side. The cachectic appearance 
of the patient suggested malignant disease. On 
percussion over the right front there was hyper- 
resonance above the fourth space, resonance much 
diminished from this to the sixth space, and below 
this absolute dulness extending down to the level 
of the umbilicus. At the back the dulness reached 
up to the angle of the scapula. Auscultation gave 
us the sounds which so frequently puzzle the 
examiner, and make the diagnosis of fluid in the 
pleural cavity difficult; for the breath sounds were 
not absent over the dull area, and the heart sounds 
were conducted towards the right axilla. Just 
below the angle of the scapula, and extending 
almost to the posterior axillary border, high- 
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pitched tubular breathing was heard with “ tubu¬ 
lar” whispering pectoriloquy. Vocal fremitus was, 
however, absent, and we inserted a small needle in 
the seventh space in the mid-axillary line, and 
with a hypodermic syringe drew off some clear 
serous fluid. The presence of fluid in the pleural 
cavity was thus demonstrated. I should advise the 
exploratory use of the hypodermic needle and 
syringe in all cases where there is any doubt as to 
the cause of considerable dulness over the lower 
part of the thoracic cavity. An ordinary hypo¬ 
dermic needle may be used, or a longer and 
stronger needle may be made for the purpose to 
fit the syringe. It is important to remember that 
even with a considerable quantity of fluid within 
the chest breath sounds may be faintly audible 
over the site of the effusion, and the heart sounds 
even may be conducted over a portion of the dull 
area, suggesting solid, rather than fluid, as the 
cause of the loss of resonance. Those with 
constant practice in percussion will notice a 
difference in resistance between solid and fluid 
under the chest wall, which will often guide them 
to a correct diagnosis; though the absence of 
vocal fremitus gives the most important indication 
of the presence of fluid. But nothing can give 
such certainty as the withdrawal of a small quantity 
of fluid. On the other hand, a negative result of 
the exploratory puncture is no certain proof of the 
absence of fluid, for a localized collection of fluid 
may be missed on the first attempt. 

In this case the fluid was serous, though it had 
been so long effused (probably more than six 
months), and I decided to wait a short time before 
aspirating, to see if any absorption would take place. 
The level of dulness, however, remained the same, 
and on August 12th aspiration was performed, and 
twenty-seven ounces of serum had been removed, 
when sudden acute pain and some collapse stopped 
any further withdrawal. Since that time the lung 
has gradually expanded, and now breath sounds 
can be well heard to the base of the thoracic 
cavity. There is still diminished resonance over the 
previously dull area, probably due to thickening 
of the pleura. The superficial veins of the chest 
have resumed their normal condition, and are no 
longer prominent. He has at no time had 
albuminuria. 

A Case of Heart Disease. 

This man, who now looks so well and walks with 
ease into the ward, is hardly to be recognized as 


the patient who, six weeks ago, was seen propped 
up in bed, with swollen and livid face, struggling 
for his breath. He was in the hospital under my 
care 18 months ago, and had kept fairly well until 
this spring, when his limbs became swollen and he 
had dyspnoea, fainting attacks with some cardiac 
pain and a feeling of constriction in the larynx. 
On admission here on July 7th, his condition was 
critical, and his dyspnoea most distressing. His 
face, limbs, and whole body were swollen with 
anasarca, his skin was livid, and the heart beats 
were rapid, irregular, and feeble. The apex beat 
was much displaced downwards, but it was impos¬ 
sible to distinguish any murmurs on auscultation. 
The bases of the lungs were oedematous. He was 
given Either and Ammonia, and five minims cf 
Tincture of Digitalis three times a day. Mustard 
poultices were applied over the base of the lungs, 
and half a drachm of Pulv. Jalapae Co. was given 
each morning. By degrees the dyspnoea improved, 
but the oedema increased and the lungs remained 
water-logged, though the dose of Jalap was doubled. 
He was therefore given a diuretic mixture every 
four hours, and the following pill at bedtime: 


R Elaterii.gr.} 

Podophylli . gr.j| 

Ext. Hyoscyami ... gr.j 

Ft. pil., h. s. s. 


A canula was inserted into the calf of the right leg, 
and a drainage tube attached to this conducted 
the fluid drawn off into a vessel under the bed; by 
this means three-quarters of a pint of fluid was 
withdrawn. 

In the result, the swelling subsided, the dyspnoea 
was relieved, and the lividity disappeared. He is 
now able to get about with comfort. You will 
notice that the heart’s apex is in the left axilla, and 
the heart is greatly enlarged, reaching from the 
axilla to an inch and a half beyond the right edge 
of the sternum, and upwards to the third rib. The 
beat is irregular, and the impulse, though diffused, 
is powerful. Auscultation now reveals a loud 
double mitral murmur, and a faint systolic bruit at 
the base. 

This case shows how much may be done by treat¬ 
ment in heart disease, even when the condition of 
the patient is most serious and apparently hopeless. 
It is important to note that as soon as the tension 
was relieved, by the use of diuretics and Elaterium 
and by drawing off serum by puncture in the leg, 
all the urgent symptoms disappeared. 
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A Case of (probable) Aneurysm. 

Successful treatment presupposes correct dia¬ 
gnosis ; and though without an accurate knowledge 
of their cause symptoms may be alleviated, dis¬ 
covery and removal of the cause of symptoms 
should be our aim. Diagnosis is, however, not 
always an easy matter; and the detection with 
certainty of an aneurysm within the thorax is often 
extremely difficult. This patient, a man of 48, who 
looks older, was admitted complaining of pain 
radiating over the right side from the upper part of 
the sternum. If you feel his pulse at the right 
wrist you will be struck by the feeble beat, and the 
evident want of arterial tension or of blood-pressure 
within the vessel. But take the pulse at the other 
wrist, and you will feel that the beat is full and 
forcible; there is thus a marked difference between 
the pulse at the right wrist and that at the left. 



Fig. 1. 



Fig. 2. 


Fig. 1 is a % Spbygmogram of the Bight Radial. 

Fig. 2 of the Left Radial Pulse taken on Sept. 1 , 1893 , 
with a pressure of 3 oz. 

The cause of the feeble pulse in the right radial 
is therefore local, not general. Let us now 
examine the pulse at other parts of the artery of 
the left upper limb, and endeavour to find where 
the local cause is situated, or over what area it 
operates. It is evidently not in the arm, for the 
pulse is still feeble both in the brachial and in 
the axillary portion of the artery. Over the sub¬ 
clavian on the right side we still note the feeble 
pulse, but here we also detect a thrill, not constant, 
but occasionally absent, and again recurring. The 
pulse in the temporal and carotid arteries on the 
right are also less forcible than on the left side, 


and the thrill is felt in the carotid. The 
cause of the diminished force of the pulse in the 
right upper limb operates also on the carotid 
artery on that side, and does not affect the arteries 
of the upper part of the body on the left side, nor 
can we detect any difference in the pulses of the 
two lower limbs. 

Whatever the cause then, it is to be sought 
somewhere between the bifurcation of the in¬ 
nominate artery and the aortic valves. Now as 
to what conditions might thus alter the pulse. 
Evidently there is some obstruction to the natural 
flow of blood through these arteries, or in the 
common trunk from which they spring. The 
obstruction may be due to something pressing on 
the arterial trunk from outside and narrowing its 
calibre, or the force of the blood stream may be 
diminished by dilatation of the passage—as the 
swift current of a river disappears in a lake, or as 
the rush of water in narrow rapids gives place to 
a steady current when the river widens out on the 
plain. 

Here our difficulties in diagnosis commence, 
for if we can assure ourselves that there is a 
tumour within the thorax, and even localize it 
with some exactness, we have still to distinguish 
between a swelling of the vessel and a solid 
tumour beside the vessel and pressing upon it. 
Let us proceed step by step. There is no bulging 
visible on the chest wall; careful percussion over 
the upper part of the thorax shows us diminished 
resonance extending slightly beyond the right edge 
of the sternum, and behind its upper portion. 
Though a slight thrill may be detected in the 
first space to the right of the sternum, no pulsation 
is felt. The finger placed in the supra-sternal notch 
detects a rhythmical movement which at first 
suggests pulsation, but which more careful in¬ 
vestigation shows to be a movement of the 
trachea—a communicated pulsation, or “ tugging.” 
Auscultation gives us a rough systolic murmur, 
heard over the inner end of the first and second 
right intercostal spaces and the right half of the 
manubrium, but inaudible to the left of the sternum. 
The apex beat of the heart is ill-defined: there is 
no thrill over the heart, and no murmurs can be 
heard. The first sound at the apex is reduplicated, 
the second sound is flapping and weak. The 
breath sounds over both lungs are harsh, but 
similar on both sides. 

We have then signs of a tumour which either 
pulsates itself or has pulsation communicated by 


Digitized by 


Google 








350 The Glinioal Journal.] 


DR SQUIRE—CLINICAL NOTES. 


[Sept. 27,1893. 


a neighbouring artery, and we have gained some 
knowledge of its superficial extent. 

Let us see if we can localize it more exactly. 
The pupils are equal; the voice is unaltered, 
but there is cough of a laryngeal character. 
Examination of the larynx is somewhat difficult, 
and, unfortunately, I am unable to give an exact 
account of the condition of the cords; for whereas 
one of my colleagues described cadaveric im¬ 
mobility of the left vocal cord, I have been 
unable to verify his observation. The two cords 
are widely separated and difficult to see, and on 
phonation I thought the left cord moved, but was 
doubtful as to the right. 

The sound produced by the passage of air 
through the trachea indicates some narrowing of 
that tube (pressure from outside), and some dys¬ 
phagia suggests pressure on the oesophagus: breath 
sounds in the lungs are alike on the two sides. We 
seem, therefore, to have a tumour deeply seated 
behind and to the right of the manubrium of the 
sternum, pressing against the trachea above its 
bifurcation, and also against the oesophagus. It 
might be a new growth or an aneurysm. 

There is no abscess, for the temperature does 
not indicate suppuration; the patient’s appear¬ 
ance does not suggest malignant disease. His 
arteries are, however, somewhat rigid and tortuous, 
and the man looks older than he is. We may 
therefore fairly conclude that he has atheroma of 
his large vessels near the heart; and may decide 
in favour of aneurysm. Dilatation of the first part 
of the aortic arch would affect the arteries of both 
sides of the body; and we are left to decide 
between a sacculated aneurysm of the arch, com¬ 
municating with the aorta by the small opening of 
an atheromatous ulcer and pressing upon the 
innominate artery, or a dilatation of the innominate 
itself. The thrill felt in the carotid and in the 
subclavian seems to favour the latter supposition. 

As to treatment, the patient is kept absolutely in 
bed and is taking Iodide of Potassium, 17 grs., 
three times a day. Iodine has been detected in 
the urine, and he has now some catarrh, probably 
due to the effect of the Iodide. 

His symptoms are much relieved, and it is to be 
hoped that six weeks of this quiet existence with 
lowered blood pressure may have resulted in 
deposit of fibrin within the dilatation, and cure of 
the aneurysm. 

An interesting point in the case is that the 
pains radiating along the course of the branches of 


the first and second dorsal nerves on the right 
side were entirely relieved by Glycerine of Bella¬ 
donna. 


A Case of Phthisis. 


This patient, who has just come in, appears 
too ill to justify any hope of advantage from 
admission to hospital, and one feels disposed 
almost to resent the occupying of a bed by an 
apparently hopeless case. But I have had so 
many pleasant surprises with apparently hopeless 
phthisical cases, that I am unwilling to acknowledge 
that any case is too bad to admit of the hope of 
considerable benefit. A girl of 12, who was ad¬ 
mitted here three months ago in an apparently 
hopeless condition, has lately been discharged, fat 
and healthy-looking, and with hardly any active 
mischief remaining in the lungs. Her temperature 
on admission showed in a marked degree the large 
diurnal range which accompanies active tuber¬ 
culosis, ranging from 105° to 96° in the 24 hours. 
For a week or two before she left the daily range 
was only between 98° and ioo°, only occasionally 
touching this latter, and she was walking about and 
feeling well. For nearly three weeks when the tem¬ 
perature fluctuated largely I had it taken every hour 
both day and night, so that we might take steps 
to keep it down when it got too high, and give 
necessary stimulants when it fell below normal, fur 
the depression then became extreme. 

You will probably wish to know what was the 
treatment which brought about such a satisfactory 
result. The treatment card will help little to show 
this, for the rest, fresh air, suitable food and careful 
nursing are as important as any medicinal treat¬ 
ment. The first prescription is a tonic which I 
generally use, which aids appetite and digestion , 
malt is a food. The antiseptic inhalation I 
employ to prevent auto-infection rather than with 
any curative idea. 

R 


Acidi Nitrohydrochlor. Dil. 

lf|_xv 

Spt. Chloroformi ... 
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Tr. Gentianae Co. 

... 
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Aquam . 
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Essentia Malti 
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Inhal. Acid Carbolic with 01 . Pini Sylvestris. 


Digitized by 


Google 



The Clinioal Journal.] 


THERAPEUTICAL NOTES. 


[Sept. 27, 1893. 351 


THERAPEUTICAL NOTES. 


Borax in the Treatment of Epilepsy:— 

Dr. William Alexander writing on “ Some points 
in the Treatment of Epilepsy,” in the Liverpool 
Medico-Chirurgical Journal , for July, 1893, gives 
the following interesting account of his experience 
as regards the use of Borax for this affection :— 

“ Borax alone has much disappointed us, although we 
know of several cases in which it has acted as a charm ; 
but we are inclined to believe that it acts best when 
given after the use of Bromide, or especially in conjunc¬ 
tion with small doses of Bromide. 

( * Statistics of the results of the treatment of epilepsy 
are never final except they cover many years, and when 
the comparison of the effect of using different drugs is 
made under conditions that are somewhat similar. It is 
very hard to obtain conditions that are similar, but at 
Maghull we have the best approximation to similar 
conditions that has hitherto been obtained in this 
country. 

“ We need not trouble you with a table showing the 
effect of giving Borax alone at Maghull, because it failed 
in all the cases in producing any decided benefit. 

“ Mixed with small doses of Bromide of Potassium it 
had a better effect, but with Bromide of Sodium the 
result seemed to be still better, and for some time we have 
nsed the following prescription in a considerable number 
of cases:— 
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Sometimes, but rarely, a fourth dose is given. 

11 Although this method of treatment has a good 
influence on the attacks, its beneficial effect on the 
mental condition of the patient is much more uniform. 
A great many of the patients showed symptoms of post- 
epileptic or periodical mental disturbance. Several of 
them were stupid and dull for several days, and a few 
were bedridden and helpless at times, and required then 
to be treated as imbeciles. These mental disturbances 
have almost disappeared, and the patients have been 
saved the necessity of confinement in lunatic asylums. 
In fact, in several instances the secretary had warned 
the friends that removal from the Home would probably 
be necessary on account of the mental disturbances 
frequently evinced after admission. Owing to the great 
improvement in their mental state under treatment, we 
have never required the notice to be carried out. 

“ If my report of this method of treatment had not 
some drawbacks, it might be considered too favourable. 
Fortunately, for our credit, there are some objections to 
it, but these are entirely physical. 

“ 1st. The full dose sometimes produces gastric troubles, 
flatulence, indigestion, gastrodynia, and loss of appetite. 
The drugs may be either lessened in quantity or stopped 
for a time, and the medicine should always be given after 
meals, and well diluted. After a little caution in gradu¬ 
ally increasing the dose, combined with careful dieting, 
the patients become inured to the medicine, and can take 
it without any effort or apparent immediate after-con- 
sequences. 

“ 2nd. An erythema of the skin, that in some cases 
approaches an eczema, is frequently observed after the 
medicines have been taken for a time: this is sometimes 


very severe, and productive of much itching and irritation; 
in some cases it is intolerable, and the drugs may have to 
be stopped for a time, when it immediately subsides. In 
most cases we encourage the patient to persevere with 
the medicine, knowing that the skin disease gradually 
subsides, and that the cases that persevere are those most 
benefited, as a general rule. In this there are, however, 
some marked exceptions. 

“ Daily immersion in alkaline baths relieves the 
symptoms very much, and the inunction with vaseline 
or other simple lubricant is most useful when the medicine 
is left off for a short time until the eczema subsides: its 
resumption is not generally followed by the reappearance 
of the skin disease, or if it does appear, its severity is 
muck reduced. 

“ 3rd. Loss of hair is a more striking, more unexpected, 
and fortunately much rarer phenomenon. It is sometimes 
quite complete, as is shown in the photographs, where 
the hair disappeared from every part of the body after a 
short administration of the medicine. We are not sure 
of the length of time after the commencement of the 
medicine that the hair began to drop off. 

“ He was first seen by us in the middle of March, 1892, 
and had suffered from fits since 1867. He then com¬ 
menced taking the medicine, and on the 2nd of September 
he was quite bald. His attacks have been so much re¬ 
lieved that he was willing to continue the mixture on 
our explanation of the cause of the alopecia; on November 
30th the hair had reappeared on the eyebrows and slightly 
on the moustache, ana now in February you see he has 
now a fair moustache, but somewhat greyer than formerly. 
The eyebrows are distinctly clothed, and tufts are ap¬ 
pearing scattered over the head. We had not seen thi& 
patient for six weeks before the time when the alopecia 
was at its height, but we can say that six weeks before, 
we did not notice anything remarkable. The second 
photograph shows his condition before taking Borax. 
Another photograph, taken June, 1893, shows that the 
hair has returned over two-thirds of his head. 

“ A recent arrival at Maghull wears a wig. The loss of 
hair followed the administration of Borax alone two years 
ago. The alopecia was not associated with the medicine 
in the mind of the patient, and hence the latter has been 
continued ever since. In his case the alopecia was at one 
time quite complete everywhere; now the moustache, 
eyebrows, and patches over his head are appearing in 
nearly the same order as in the previous case. 

“A lady patient, who has taken the Borax alone in 
small doses of 10 grs. for fifteen months with much 
benefit, has nearly lost her hair, except a fringe around 
the margin of the scalp. This fringe she had so utilized 
that we did not notice the alopecia till it was far ad¬ 
vanced. When.we spoke to her about it she and her 
friends were considering the advisability of consulting a 
specialist on the subject, but we assured them we were 
specialists-extraordinary on this form of alopecia, and 
explained the cause and cure to their satisfaction. The 
medicine is being continued, and the hair has grown 
again considerably. 

“ A boy was brought to me in a deplorable-looking state 
after dosing with Borax for several months; his head was 
covered with bald patches, and his body with erythema. 
He looked thin and wretched. The stoppage of the 
medicine gave relief; and when I next saw him, his hair 
was again luxuriant, and his appearance normal. He has 
now been taking the medicine for some time without any 
of the cutaneous troubles, but without the same remark¬ 
able efficacy on the disease that it formerly had. 

“ Many other localized alopecias have been noticed, but 
these four represent all the cases of marked general 
alopecia. It is only within the last six months that the 
phenomena has been observed and its pathology re¬ 
cognized, and further attention is required to clear up 
several questions. 
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“ Loss of weight sometimes follows the use of Borax, 
and this can be corrected by the use of Cod-Liver Oil, 
Milk, or other articles of diet.” 


Chloride of Sodium Infusion in the Fasting 
Insane. —That fatal termination frequently follows 
in the more severe melancholias notwithstanding 
the most careful artificial feeding is a fact within 
the experience of every alienist. It makes only a 
trifling difference in the progress of these cases, as 
to what efforts are put forth to vary the quality 
and quantity of food; the patient gradually 
emaciates, the secretions become foul, the bowels 
sluggish, and vomiting may occur after each use of 
the oesophageal tube. The patient rapidly grows 
weaker, finally dies from exhaustion, notwith¬ 
standing that ample food is being ingested. 
Reference is not intended here to the class of 
cases where refusal of food is based on delusion, 
and in which there is no somatic disturbance; 
these cases may be fed artificially for months or 
years without causing any special disturbance of 
the health. The brilliant results that have been 
achieved in surgery, obstetrics and internal 
medicine by the use of subcutaneous and intra¬ 
venous infusions of salt solutions have encouraged 
11 berg (Zeitschrift fur Psych) and Lehmann 
(Centralblatt fur Nerenhkde und Psych , June, 
1893) to try them in the severe melancholias 
accompanied by refusal of food. The latter writer 
reports four, in three of which results were 
achieved by the hypodermatic injection of 600 
cubic centimetres of saline solution. The in¬ 
jections were made at intervals of two or three 
days according to the condition of the patient. 
After each injection the general state of the patient 
was markedly improved, the lips would become 
moist, the tongue would clear, and in several cases 
the patient would begin to take food voluntarily. 
In one case that terminated fatally, death was 
found to be due to a perforating ulcer of the 
stomach, due to swallowing a fragment of glass 
with suicidal intent. 


Mineral Baths during Normal and Patho¬ 
logical Menstruation.— Dr. Makawejew gives 
his experience with mineral baths during menstrua¬ 
tion. His position as resident physician at the 
baths of Staraja Russa in Russia, which resemble 
those of Kreuznach in character, has given him 
opportunities to study this question {Boston Medical 


and Surgical foumal). In common with all bath 
physicians, so-called, he looked upon the onset of 
menstruation as a signal for ceasing the administra¬ 
tion of baths, but has gradually, as a result of his 
experience and experiments, come to doubt the 
truth of the theory that they are harmful, and even 
to believe that they are of distinct benefit at the 
time of the catamenia. Experimentally, he shows 
that saline or mud baths at blood heat cause a rise 
of temperature at the outside of the body, and a 
lowering inside; warmer baths cause a rise of both 
external and internal temperature, the first more 
than the last, and colder, a fall of both temperatures, 
especially the inner. The explanation is that the 
saline or mud-baths act as an irritant to the skin, 
cause a dilatation of the superficial blood-vessels, 
and hence a diminished quantity of blood in the 
internal organs. The result of this would be, in the 
case of menstrual disorders, a diminution of the 
amount of blood in the uterus, hence a diminished 
rather than an increased menstrual flow. Practi¬ 
cally, he found this to be the case. To sum up 
his results, which he gives in a good deal of detail, 
he treated 149 patients with baths during menstrua¬ 
tion. Of these 115 menstruated regularly, and 
the regularity was not affected; thirty-four were 
irregular and became regular during the treatment 
Where the catamenia lasted the normal time there 
was no effect; where it was prolonged (in sixty- 
nine cases), it was shortened by the treatment In 
cases of metrorrhagia the amount was usually 
materially diminished. Dysmenorrhoea was present 
in ninety cases; under the influence of the baths it 
disappeared in sixty, and in twenty-eight it was 
lessened. There was general nervous disturbance 
and hysterical condition in eighty-seven cases, 
which disappeared under the treatment in fifty- 
eight, and was much less in twenty-nine. The 
importance of these observations from a gyneco¬ 
logical point of view is evident, and the author 
claims that we have in baths rightly administered 
a means of controlling uterine congestion and 
favourably influencing the symptoms which are 
caused by it. 


For After-pains:— 
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TWO CLINICAL LECTURE3 

ON 

LOCOMOTOR ATAXY. 

i. 

Delivered at the National Hospital for the Paralysed and 
Epileptic, Wednesday, June 14th, 1893, 

By W. R. GOWERS, M.D., F.R.S., 
Physician to the Hospital, and Consulting Physician to 
University College Hospital. 


Gentlemen, —I desire to-day to direct your 
attention to the disease known as locomotor ataxy. 
It is a subject with which you are all probably 
more or less familiar, but perhaps not so familiar 
as to make it superfluous for you to consider afresh 
some of its features and some of the lessons they 
convey. The subject is so large that it will be 
impracticable to bring into the compass of a single 
lecture all the points to which I desire to direct 
your attention, and therefore I think it will be 
wiser for us to devote to it two of our weekly 
meetings. The subject is instructive on many 
accounts. The study of this disease supplies a 
useful example of pathological reasoning, and of 
the mode by which we discern the mechanism by 
which symptoms are produced. It is instructive 
also on account of the wide relation of its facts : 
those which you learn in considering it have an 
application to many other definite diseases, and to 
many other general morbid processes. It is also 
instructive because it is a typical example of the 
class to which it belongs,—typical not only in its 
nature, but typical also in its treatment. If you 
learn these thoroughly you will have learned also 
much relating to other diseases. 

I propose to consider to-day the leading 
symptom of the disease, the ataxy, in reference to 
its mechanism—to consider it, not in confusing 
detail, but with perhaps superfluous deliberation. 
It is an advantage m clinical teaching, that in¬ 
formation can be given in less compressed form 
than is possible in systematic lectures. In the latter, 
so many facts have to be described and discussed 
in such rapid succession, that, in the mind of the 
student, they are apt to jostle one another out of 
place, so that, at the last, perhaps only a very few 
facts remain prostrate in his mind. I propose to 
Von. II., No. 23 . 


avail myself of this freedom, and to strive to fix in 
your mind only the leading facts relating to the 
subject. 

There are few diseases of which the name has 
given more trouble than that of locomotor ataxy. 
This name was assigned to the malady by Duchenne, 
with the additional epithet “ progressive,” an epithet 
which soon came to be dropped on account of its 
clumsiness, and the dropping has since been con¬ 
firmed by the discovery that the adjective was 
inaccurate. The disease in a large number of 
cases is not progressive. The ability to recognize 
the early stage of the disease has revealed to us 
the fact that at least half the cases, I think more 
than half, are not, or need not be, progressive. 
But the term “ locomotor ataxy ” is itself somewhat 
redundant, because the disorder is one of move¬ 
ment in general, and not merely of that which 
causes change of place. So “ motor ataxy ” would 
be as accurate as “locomotor ataxy.” But the 
term “ataxy,” as a simple term, is only applied 
to disorders of motion, so even the epithet 
motor ” has been largely discarded, and the term 
“ataxy” has been used alone. And yet it has 
been found that even this is inaccurate, because 
the disease may exist in its slighter form without 
even a trace of inco-ordination. 

Hence the example has been widely followed, 
which was set in Germany, of using a still more 
general name, a term which had been before 
applied to various affections of the spinal cord, 
the term “ wasting of the back,” “ tabes dorsalis.” 
But again, with the strange swing of the pendulum, 
which seems inevitable in the progressive alteration 
of idea, inseparable from the advance of scientific 
knowledge, we have found that the disease may 
exist when there is no affection of the spinal cord, 
and so it has been necessary to supplement the 
term “tabes dorsalis” with the term “peripheral 
neuro-tabes.” I shall explain the necessity later 
on. It is rather surprising that in this difficulty 
more writers have not been disposed to fall back 
upon the name which has sometimes been applied 
to this disease, that of Duchenne's disease . The 
labours of that most distinguished and most ener¬ 
getic clinical investigator of diseases of the nervous 
system have been recognized by the ascription to 
him of the ownership of three maladies,—two 
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diseases and one paralysis,—pseudo-hypertrophic 
paralysis, and locomotor ataxy are Duchenne’s 
“diseases,” and labio-glosso-pharyngeal palsy is 
Duchenne’s “paralysis.” But this method of nomen¬ 
clature has its disadvantages. It involves a grave 
burden upon the memory of the student, especially 
when it is applied to diseases and symptoms. 

It has not only inconveniences; occasionally, 
in the admiration of one man, an injustice is 
done to others. I yield to no one in my ad¬ 
miration for Duchenne. Duchenne’s description 
of the disease first called general attention to 
it, and the name he gave it was adopted. But 
what constitutes the discovery of a disease? If 
to distinguish the symptoms from those of other 
similar maladies, to affirm from physiological con¬ 
siderations that a definite structure in the nervous 
system is diseased in such cases, and that this 
disease is the cause of the symptoms, and then, in 
the body of a patient, to find and demonstrate 
that very structure to be diseased,—if this is not 
the discovery of the disease, I would ask you, 
Gentlemen, what is. And that was done for 
locomotor ataxy by an English physician at King’s 
College Hospital, Dr. Todd, and done nearly 15 
years before Duchenne’s description of the dis¬ 
ease was published, and probably many years 
before he had begun to suspect its special cha¬ 
racter. If locomotor ataxy is to be called by the 
name of any physician it ought to be called 
“Todd’s disease.” 

Let me now direct your attention to the general 
features of the cases that I have to show you, and 
then to consider the leading symptom of the 
disease, its origin, and nature; next week we will 
consider in detail some of the other symptoms, and 
some of the general practical questions connected 
with the affection. 

The first patient is a man aged 41. He can tell 
us of no apparent cause far the disease. But most 
of you know that there is one antecedent that must 
always be searched for—syphilis. His preceding 
history, however, affords no evidence of this dis¬ 
ease. But those of you who were here a few 
weeks ago will remember that I insisted on the 
tact that the absence of a history of syphilis does 
not enable us to exclude the disease unless we 
can exclude the conditions of its causation. I 
need not repeat the considerations which compel 
this conclusion. We are not able to exclude it 
here. Three years ago he began to suffer from 
tightness and numbness around the chest across 


the front, with some pain there. These symptoms 
in the chest were followed by numbness in the 
feet, a year and a half ago, and then by shooting 
pains in the thighs, extending to the calves, heels, 
and arms, and accompanied by some unsteadiness 
in walking in the dark. He says also that some 
weakness of the legs came on; but patients with 
this disease very often describe weakness of the 
legs when there is none. They mistake the diffi¬ 
culty of co-ordination for deficiency of power. 

Tardiness of micturition also developed, a 
symptom which is sometimes the earliest to 
attract the attention of the patient. Remember 
that many sufferers from diseases of the spinal 
cord first seek medical advice on account of 
difficulty of micturition; unless we are aware of 
the fact, they may be treated for a long time, and 
treated unsuccessfully, because the real cause is 
not suspected. 

There was also transient double vision,—another 
early symptom of the disease, the relations of 
which we shall have to consider next week in 
greater detail. 

He has now, as you see, slight inco-ordination 
of the left hand and of the legs, greater in the left 
leg than in the right. When told to touch his 
nose with his forefinger, he succeeds fairly well. 
With the left hand he can unbutton and button 
his whistcoat. If made to hold both his hands 
out, when his eyes are shut, there is very little 
spontaneous movement to be detected. When 
made to walk without the aid of his stick his gait 
is a little uncertain. When he puts his feet close 
together and shuts his eyes, you observe that he 
has difficulty in maintaining his balance. When 
asked to put his feet close together with his eyes 
open, he is just able to stand upright, not so 
steadily as is natural, and if then he raises his 
head up the tendency to sway is distinctly greater. 
In this position the base of support of the body is 
reduced in area, the muscular contractions have to 
be more accurately adjusted to maintain equili¬ 
brium, and the defect in the power of adjustment 
reveals itself. When, after placing my hand in a 
certain position, I ask him, with shut eyes, to 
touch it with his left foot, very little inco-ordina- 
tion is revealed. His defect shows itself chiefly in 
walking and in standing. There is no knee-jerk 
in either leg. A little impairment of sensibility to 
touch can be found, chiefly on the outer surface of 
the legs. Reflex action from the skin is defective, 
and the reaction of the pupils to light is slight 
Digitized by V^iOOC 
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In the second patient, the gait is much more 
defective than in the first. His toes are raised 
too high as he walks. When asked to stand still 
with his feet wide apart he can do so, but with 
the feet close together he has great difficulty in 
standing. He separates his feet to increase the 
base of support; but even then the muscles are in 
constant action, so that the toes are every moment 
raised, because the over-action of one set of 
muscles is so great that it has to be compensated 
for by the contraction of another set, and this is 
also too great. Withdraw his visual guidance and 
he is quite unable to stand. After observing the 
position of my hand he cannot touch it with his 
left foot while his eyes are shut. His foot goes 
too much to the left. With the right foot he does 
better, but this also goes too high. He succeeds 
in touching his nose with the tip of his forefinger 
while his eyes are shut. When made to hold out 
both hands with his fingers extended, involuntary 
movements are seen, the action of the muscles 
which should keep the limbs at rest being dis¬ 
ordered, like that of the muscles during movement. 
In this patient also there is no knee-jerk in either 
leg. 

The symptoms in this case are of six years 
duration; and the unsteadiness has been con¬ 
siderable, and accompanied by shooting pains for 
five years. For three years he has had symptoms 
of unusual character in certain cranial nerves, 
which also we shall consider next week. The 
muscles of mastication are affected. He has 
difficulty in approximating his lips and likewise 
some paralysis of the ocular muscles. In addition, 
he has deficient reflex action in the pupils, im¬ 
pairment in sensation in the limbs, and also in 
the face. 

In the other patient we could only recognize 
syphilis as a possible antecedent; in this, it is 
certain. We have distinct evidence of its oc¬ 
currence. Twelve years ago he had the primary 
lesion, followed by sore throat. 

These, then, Gentlemen, are the chief features 
of the disease. We will now consider especially 
the characters of the leading symptom, that 
round which the others are grouped, as it were 
about a centre, and which, although not in¬ 
variable, is yet the dominant element in the 
developed disease. In all cases, even when this 
symptom does not exist, conditions can be traced 
which are capable, ultimately, of producing it. 

The inco-ordination of locomotor ataxy is a symp¬ 


tom which, as its name expresses, is in aspect a 
motor symptom. But it is not a motor symptom in 
its nature. It is not due to a primary derangement 
of motor processes and motor structures. In a 
typical case, if you test the strength of the limb in 
which there is the greatest disorder of movement, 
you find no deficiency of power, and if you 
examine it you find no trace of muscular wasting. 
Moreover, if you scrutinize with the microscope the 
motor structures, the cortex of the brain, the fibres 
that pass down the pyramidal tracts, the cells of the 
anterior cornua of the cord, the fibres that pass 
through the anterior nerve roots to the nerves, 
and even motor twigs in the muscles, you find 
no trace of disease. The motor structures are 
intact. But you find it very different when you 
examine the sensory structures. In all cases in 
which the spinal cord is affected—and they 
constitute the great majority—we find disease in 
the sensory part of the cord Wherever there is 
inco-ordination, there is sclerosis in the posterior 
columns, at the place at which the posterior 
nerve roots pass into the cord from the seat 
of the inco-ordination; and you find also de¬ 
generation of the posterior nerve roots. The 
existence of this disease where the posterior nerve 
roots enter the cord and of degeneration in the 
roots themselves, suggests that the essential lesion 
underlying the symptoms is an interruption in the 
conducting function of the posterior nerve roots. 
And that conclusion is remarkably confirmed by 
some rare cases in which the posterior nerve roots 
have been damaged by other causes. In one case 
especially (recorded by Dr. Hughes Bennett) in 
which‘the patient had multiple tumours upon many 
of the posterior roots, there were the typical 
symptoms of locomotor ataxy. This case is of 
great importance; it establishes the fact that the 
symptoms of the malady we are considering may 
depend on a simple lesion. It affords us one of 
the firm facts of pathology by which we may 
ascertain the meaning of other complex phe¬ 
nomena. 

But the disease of the root-fibres is not the 
only lesion in tabes. All the way up the cord, 
above the place at which the root-fibres entering 
the cord are conspicuously diseased, we find de¬ 
generation of the posterior median columns—of 
that part of these columns that is adjacent to the 
posterior median septum,—the so-called “ column 
of Goll.” At the lumbar region, where, as a rule, 
the root-fibres are affected, this degeneration of the 
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posterior median columns widens out, so as to 
blend with that at the entrance of the nerve roots. 
That is because the fibres which ascend in the 
median columns reach these from the roots by 
passing through the external parts of the posterior 
columns. It is because the median parts are 
composed of root-fibres that pass to them without 
interruption, and ascend in them without decussa¬ 
tion. Hence disease of the lumbar roots necessarily 
entails the degeneration of the median columns, 
and its extension outwards to the root region of 
the affected fibres. The fibres degenerate upwards, 
and do so in the same way if the lumbar roots are 
destroyed by any other morbid process. It is thus 
certain some root-fibres ascend the cord without 
interruption, and that these fibres are diseased in 
tabes. That is the first great pathological fact 
for you to remember. 

Now, leaving this point for the present, what 
evidence can we discern as to the way in which 
disease of the nerve roots causes the symptoms of 
this malady ? Certain clinical facts, when taken 
together, have a very clear pathological signifi¬ 
cance. First, the leading symptom, ataxy, exists, in 
its typical form, and even in high degree, in many 
cases in which there is no impairment of any form 
of cutaneous sensation. Further, in agreement 
with this, we have the fact that when there is 
impairment of cutaneous sensation there is no 
proportion between it and the amount of in- 
co-ordination. It is, therefore, certain that the 
disease of the posterior nerve roots does not 
cause ataxy by interrupting the impressions con¬ 
veyed from the skin. Yet it is also certain that 
the symptom is due to the interruption of some 
impulses which these roots convey. 

What other afferent impulses pass to the cord 
by these roots ? They are the impulses from the 
deeper structures, from the muscles especially, 
also from the fibrous structures, from the fasciae, 
perhaps from the tendons, and certainly from the 
joints. Remember that we must not confound 
afferent impulses and sensory impressions. It is 
probable that the afferent nerves are continually 
being traversed by impulses which do not act 
directly on consciousness, and do not, when in nor¬ 
mal degree, produce a true sensation. We are un¬ 
conscious of any sensations in our muscles at the 
present moment. But a vigorous compression of 
any muscle will at once convince you that afferent 
impulses can be readily generated in it; so also 
will an attack of nocturnal cramp, and so also will 


the process of going upstairs on the following 
morning. In cramp of the calf, the afferent 
nerve-fibres within the muscles seem to be stimu¬ 
lated by their compression in consequence of the 
narrowing and widening of the strongly contracted 
muscular fibres, and when the nerves are rendered 
hyperaesthetic by that disturbance, they are stimu¬ 
lated in a very marked degree by the tension to 
which they are exposed when the muscle is 
extended in mounting stairs. . . So that we have 
evidence that afferent impulses are generated in 
these fibres by compression during contraction, 
and by tension during the passive elongation 
which the muscles endure on every movement. 
We can understand these facts by the mode in 
which these afferent fibres arise in the muscles. 
According to the investigations of Tschiriew, they 
commence in the interstitial tissue between the 
fibres, and must thus be equally exposed to the 
mechanical effect of compression or of tension. 
Thus, by the exclusion of cutaneous impulses we 
are driven to refer the origin of ataxy to the in¬ 
terruption of these deeper impulses. We can 
perceive more of the features of the impulses from 
the muscles, than of those from other deep 
structures, and the large extent of the muscular 
tissue makes it probable that they constitute the 
chief part of the deeper impulses. Moreover, the 
phenomenon of muscular co-ordination suggests 
that they, rather than the impulses from the joints, 
etc., take the chief parts in its regulation. This is 
confirmed by the constancy with which the knee- 
jerk is lost in locomotor ataxy. Whatever is the 
precise mechanism of the knee-jerk, it certainly 
depends upon a reflex process in which the 
afferent impressions proceed either from fibrous 
tissues or from muscles, and probably chiefly or 
exclusively from the muscles. But the con¬ 
stancy of that loss confirms the conclusion that it 
is by the interruption of these afferent muscular 
impulses that the ataxy is produced. 

What is the significance of the degeneration in 
the posterior median column ? We find it when¬ 
ever the posterior nerve roots are destroyed. 
Moreover, if the nerve roots are destroyed on one 
side only, the degeneration of the posterior median 
column is on that side; this and the facts already 
mentioned show, as I have stated, that nerve-fibres 
pass from the posterior root, through the posterior 
column, into the posterior median column on their 
own side, and do not cross . And as this degener¬ 
ation of the posterior median column is constant 
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in locomotor ataxy, we cannot doubt that the 
fibres which constitute it are some of those the 
disease of which gives rise to the symptom 
in question. And that is confirmed by two 
other very interesting facts. If that posterior 
median column is divided on one side in a 
unilateral lesion of the cord, the effect is to cause 
inco-ordination in the muscles of the same side; 
whereas it is found that an extensive unilateral 
lesion causes loss of pain and sensibility on the 
opposite side. Further, in advanced tabes we 
commonly have a very marked loss of the muscular 
sensibility: the muscles may even be insensible 
to pressure or extension, thus confirming the 
conclusion that there is disease of their nerves, 
and supporting the opinion that this is the lesion 
which causes the characteristic ataxy of developed 
tabes. 

Where do these posterior median fibres go? 
You must often have been struck by the similarity 
between the mode of standing and walking in some 
cases of ataxy, in which the power of maintaining 
equilibrium is especially deranged, and that of a 
patient with cerebellar disease. These posterior 
median fibres go up to the posterior median 
nucleus of the medulla; and it has been proved 
that there are many other fibres proceeding from 
the cells of that nucleus to the middle lobe of the 
cerebellum, the part of the cerebellum that is 
alone concerned in co-ordination. The proba¬ 
bility is thus very great that these fibres conduct 
impulses which reach the middle lobe of the cere¬ 
bellum and guide it in its co-ordinating function. 
So that we seem to perceive two processes in the 
mechanism of co-ordination, (i) Impulses from 
the muscles go to the cord; some of these must 
enter the grey matter to subserve the reflex action 
on which the knee-jerk depends, and they probably 
regulate a series of subsidiary co-ordinating me¬ 
chanisms. When you stand, you stand by a 
voluntary impulse, but it is probable that the 
voluntary impulse acts through a mechanism in 
the cord which determines the arrangement of the 
movements for standing. The action of this me¬ 
chanism is conspicuously seen in cases in which 
disease at the middle of the cord cuts off the lower 
part. Then, as you well know, spastic paraplegia 
is produced, and the extensor spasm perfectly re¬ 
produces the condition of the limb in standing. 
That extensor spasm, which is attended by a gra¬ 
dually increased knee-jerk, is apparently dependent 
upon arrangements which are acted on by these 


impulses from the muscles. (2) Impulses pass up 
the cord, and probably reach the cerebellum, and 
through the cerebellum they may act on the motor 
cerebral cortex, and influence the relative energy of 
its cells. Thus we have this double reflex process 
of co-ordination from the muscular impulses, one 
by the cord, the other through the cerebellum. 
When a sensation of pain is produced in a muscle 
by a strong impression on its nerves, it is probably 
through those that terminate in the cord; but we 
have no direct proof of this, and it has no special 
concern for us in our present problem. We per¬ 
ceive, then, that muscular inco-ordination is due to 
loss of impulses from the deeper structures, chiefly 
from the muscles. If there is a total loss of all the 
impulses, the muscle reflex is abolished, the knee- 
jerk is lost, and we have extreme ataxy. If there 
is only a loss of the impulses that pass up to the 
cerebellum, when there is disease of the posterior 
column above the lumbar enlargement (as in ataxic 
paraplegia), the knee-jerk is not lost, and we have 
only a moderate degree of inco-ordination, mani¬ 
fested especially in the defective maintenance of 
equilibrium, and almost identical with that of cere¬ 
bellar disease. 

I mentioned, just now, that the spinal cord is not 
invariably affected in tabes. Exceptions to the 
common rule are extremely rare, but their occur¬ 
rence is well established. When the cord is free from 
disease the peripheral nerves have been found to be 
degenerated. They suffer, indeed, in a large pro¬ 
portion of the cases in which there is degeneration 
of the root-fibres; the peripheral endings are 
altered in chief degree. In the cases in which the 
cord is unchanged this lesion of the nerves, usually 
concurrent, is isolated, and the sole cause of the 
symptoms. These do not differ from the symptoms 
of cases with the usual lesion. Hence, we are 
justified in concluding that the nerve-fibres, the 
disease of which give rise to the characteristic 
symptom, ataxy, are the same in both forms. The 
nerves which are affected first and most in these 
cases, as in the others, are the nerves of the mus¬ 
cles. So that, whether we have disease of these 
muscle nerve-fibres in the posterior nerve roots 
and posterior columns of the cord, or disease in 
their peripheral extremities, we have precisely the 
same condition; if the mechanism is the interrup¬ 
tion of the conducting fibres, the effect must be the 
same, wherever in their course the lesion is situated. 
Hence, in “peripheral neuro-tabes,” as the rare form 
is termed,—locomotor ataxy without disease of the 
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cord,—we have a condition precisely similar to that 
which depends on the spinal lesion. Hence, also, 
there is ataxy similar in its features as well as in 
the other forms of degeneration of the peripheral 
nerves, such as are produced by Alcohol and by 
Arsenic. It may even be impossible, from the 
symptoms themselves, as far as the ataxy is con¬ 
cerned, to distinguish a case of true locomotor 
ataxy from one of what is called “alcoholic 
pseudo-tabes.” 

I hoped to have gone over to-day other points 
regarding the nature of the lesion, but it will 
be better to postpone these until next week. I 
must be content to-day if I have succeeded in 
giving you a clear conception of the mechanism 
of the special symptom of the disease, or at least 
of the more salient elements of the evidence 
regarding its nature. I would only point out to 
you, in conclusion, how interesting is the enlarge¬ 
ment of our ideas regarding this disease which has 
come from modern research. There is much, 
that we cannot understand, concerning the precise 
mechanism of co-ordination, and of its defect; 
nevertheless we have a glimpse into the process, 
though we cannot surely perceive all its outlines. 
It is certain that the afferent nerves of muscle are 
stimulated by the changes which they must endure 
in the two states of the muscle; the muscular 
contraction when the muscle is active, and the 
tension it undergoes when its opponent is acting, 
alike generate afferent impulses. These we do 
not ordinarily perceive, except in the vaguest 
manner. They are doubtless concerned in the 
production of our conceptions of posture and 
movement, but we only perceive them as sen¬ 
sations, when from some cause they become 
excessive. But they must be constant, in un¬ 
perceived degree, influencing and guiding the 
central mechanism. 

Consider the subject over at your leisure, and I 
think it will become clear to you, and that you 
will find assistance from it in understanding many 
processes and many problems to which I have 
not ventured to refer. 
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LECTURE II. 

Continuation of a Clinical Lecture 

ON 

LATERAL SINUS PYAEMIA, TO¬ 
GETHER WITH SOME REMARKS 
ON BRAIN ABSCESS. 

Delivered in connection with the London Post-Graduate 
Course at the Hospital for Sick Children, 

Great Ormond Street, by 

CHARLES A. BAIiLANOE, M.S., F.R.O.S., 

Assistant-Surgeon to the Hospital, and to St. Thomas’s 
Hospital; Surgeon to the National .Hospital for 
the Paralysed and Epileptic. 

Last week, Gentlemen, we discussed together 
the diagnosis and treatment of lateral sinus pyaemia. 
We came to the conclusion that the diagnosis in 
uncomplicated cases was fairly easy; that the plan 
of treatment was dear, and that a great deal might 
be hoped for from early operative interference— 
interference directed towards the destruction of the 
local focus of the disease, and the damming up of 
the stream in the internal jugular vein through 
which the poison of the pyaemia or the septicaemia 
is passing into the system. I also urged upon you 
the great importance of ignoring the question of 
thrombosis of the sinus in cases in which there 
was definite evidence of a septicaemia or a pyaemia 
which was likely to prove dangerous to the patient. 
Whether there is thrombosis or not, we agreed 
that the treatment should be the same, viz., the 
ligation of the internal jugular vein, the destruc¬ 
tion of the local focus of infection in the temporal 
bone, and the plugging of the lateral sinus. An 
artificial thrombus is thus produced between the 
opening in the skull and the ligature on the in¬ 
ternal jugular vein, and consequently no further 
infection can occur from the temporal bone. 

There are still a few more points to consider 
with reference to lateral sinus pyaemia. 

The first is the question of diagnosis when lateral 
sinus pyaemia is complicated with other conditions. 

It is frequently associated with subdural abscess , 
but the presence of subdural abscess really does 
not affect the diagnosis at all. When, however, 
there is meningitis as well as thrombosis there may 
be difficulty in determining whether the controlling 
factor in the patient's state is the meningitis or 
the thrombosis of the sinus. The prognosis and 
treatment of the two conditions are not identical, 
hence the importance of accurate diagnosis. We 
have already gone over carefully the type symptoms 
ofktejal sinus pysemia. These will be modified, 
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supposing meningitis is present, in various ways. 
The fever will be more continued, whereas in 
pyaemia the temperature chart shows great oscilla¬ 
tions ; the headache, too, will be very severe, and 
the tendency to delirium greater. Sometimes the 
headache of meningitis is agonising in its character, 
and the patient cries out with pain. In septic 
meningitis also, optic neuritis is present at an early 
stage of the disease, and there is rigidity of the 
neck, and some involvement of the cranial nerves ; 
for example, squint is common, and the respiration 
may be irregular. Vomiting does not help, for it 
is a symptom of both diseases. Retraction of the 
head is common in cases of meningitis in the pos¬ 
terior fossa. To sum up, the early optic neuritis, 
the more continuous fever, the severer headache, 
and the involvement of cranial nerves will indicate 
the presence of meningitis in a case in which 
septic thrombosis of the sinus has already been 
diagnosed. Occasionally a case is seen in which 
very high fever and pain in the ear suddenly sets 
in, the patient having been apparently in perfect 
health previously, with the exception of slight otor- 
rhcea. Severe headache and vomiting soon occur, 
followed by unconsciousness, and in two or three 
days by death. The medical man has scarcely time 
in these meningitis “ maligna ” or “ siderans ” cases 
to complete his diagnosis or determine whether 
surgical interference is desirable or necessary. 

Only last week Dr. Green, of Edmonton, kindly 
sent me the notes of such a case. He was called 
to a man late one evening who had gone to his work 
in the morning perfectly well. The patient had had 
otorrhoea for two years. The history obtained was 
that the illness commenced without warning at 3 
o’clock in the afternoon with very severe headache. 
The temperature at Dr. Green’s visit was 105J 0 F., 
the face was pale; the lips blue; the breathing 
rapid. He had been crying out, until uncon¬ 
sciousness supervened, with the pain in the head. 
Already he had commencing optic neuritis. There 
was nothing in the bronchi or lungs to account for 
the condition. The diagnosis was meningitis. The 
patient lived much in the same state for three days 
and then died. Permission was obtained to open 
the skull cap. It was found then that there was a 
suppurative meningitis spreading over the vertex, 
but most marked along the base; that the tympanum 
was extensively carious on the side on which there 
had been otorrhoea, and that from the dura over the 
tegmen tympani a tiny thrombosed vein passed 
towards the pia mater : the bone around the lateral 


sinus and the sinus itself were free from disease. 
It is quite clear that septic infection had pro¬ 
ceeded along this tiny vein and had caused a fierce 
explosion of meningitis. In such a case the terrible 
condition of the patient makes it by no means easy 
to determine the site and extent of the inflamma¬ 
tion, and Dr. Green was at first in doubt whether 
there was not in the case some septic trouble which 
could be relieved by operation, but it is clear no 
operation would have saved the life of the patient 
Though the time has not come when the opening 
of the subarachnoid space and the washing out of 
septic matter within it will be looked upon as a 
recognized surgical procedure, yet I do not doubt 
that that day is not far distant, and that its advent 
will be hastened by a closer and more thorough 
study of the early symptoms, and by a better 
knowledge of the pathology of the disease. 

Another condition which may complicate lateral 
sinus pyaemia is abscess of the brain . You know 
very well the typical symptoms which are said to 
occur in cases of abscess of the brain. There is 
reason to think, however, that an abscess may be 
latent, may exist for even a long period without 
producing any symptoms; but when it is increasing 
the signs are pain in the head, slow pulse, sub¬ 
normal or low temperature, vomiting, torpor 
gradually deepening into coma, and if the case 
goes on for some little time, emaciation, constipa- 
tion, anorexia, and a peculiar corpse-like pallor of 
the surface. Now, how would these signs modify 
the symptoms of septic thrombosis of the lateral 
sinus. Slow pulse :—In lateral sinus pyaemia the 
pulse is quick. Subnormal temperature:—In sinus 
pyaemia the temperature oscillates. Again, in 
abscess of the brain, torpor, and, lastly, uncon¬ 
sciousness supervene in consequence of the pres¬ 
sure of the tumour on the cerebral substance; 
whilst in uncomplicated pyaemia consciousness may 
be maintained even up to the time of death. Vomit¬ 
ing, headache, etc., are present in both conditions. 

Thus, if there is a modification of the type- 
symptoms of lateral sinus pyaemia, in the direction 
which I have indicated, we shall be naturally led 
to think of abscess of the brain. 

Abscess of the brain occurs in connection with 
ear disease, either in the cerebellum or in the 
temporo-sphenoidal lobe. It is usually said in 
books that temporo-sphenoidal abscess due to ear 
disease is twice as common as cerebellar abscess* 
I am sure this statement is not true. My experi¬ 
ence in the operating theatre and in the post* 
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mortem room is opposed to it, as is also my know¬ 
ledge of the opinions and practice of my colleagues. 
Cerebellar abscess, I believe, is quite as frequent, 
if not more frequent,—and more frequent certainly 
in children—than temporo-sphenoidal abscess. 

The diagnosis of the site of the abscess is some¬ 
times very difficult. If the abscess is in the temporo- 
sphenoidal lobe a careful examination may reveal a 
sensory or motor paresis by which the lesion may 
be located, such as paralysis of the face or hand, 
or even hemiplegia, in consequence of pressure 
upon the motor area of the cortex, or upon the 
fibres passing down from the cortex to the internal 
capsule. The twitching of muscles also, or the 
early phenomena of a fit, which is rare, may point 
to the seat of irritation. 

If the abscess is in the left temporo-sphenoidal 
lobe there may be aphasia or word deafness, as the 
first temporal convolution is associated with speech. 
Again, there may be hemianopsia, for a temporo- 
sphenoidal abscess may press on the fibres which 
pass between the eyes and the centre of vision in 
the occipital lobe, or there may be anaesthesia or 
loss of muscular sense of the opposite limbs, from 
pressure on the thalamus, or implication of the 
posterior part of the internal capsule. Nervous 
deafness of or tinnitus in the opposite ear, too, makes 
for temporo-sphenoidal abscess, since the centre 
of hearing is situated in the posterior part of the 
superior temporo-sphenoidal convolution. 

When cerebellar abscess is present, it is almost 
always in the anterior part of the lateral lobe just 
internal to the mastoid or posterior to the petrous 
bone. Disease here may be suspected from pain 
in the occipital region and in one case that I have 
seen there was definite tenderness on deep pressure 
behind the lower part of the posterior border of 
the mastoid, and this region was over the site of 
the abscess. Perhaps the symptoms which point 
most strikingly to the cerebellum are (1) constant 
vomiting, (2) severe vertigo, (3) nystagmus, and 
(4) it is possible too that if the patient could stand 
and walk the gait would be characteristic of cere¬ 
bellar disease, or there may be a history of a reeling 
gait at the commencement of the illness. 

The symptoms observed by Risien Russell fol¬ 
lowing ablation of one hemisphere of the cere¬ 
bellum in the lower animals were as follow:— 

1. Skew deviation of the eyes .—The eye on the 
side of the lesion looking upwards and 
outwards, and the opposite eye downwards 
and outwards (transitory). 


2. Proptosis of both eye-balls (transitory). 

3. Paresis of both posterior extremities, most 

marked in the limb on the side of the lesion. 
Paresis of anterior extremity on side of 
lesion (transitory). 

4. Lateral nystagmus towards side of lesion. 

Rotatory nystagmus only when middle 
lobe was injured. 

5. Deviation of the eye 9 on the opposite side to 

the lesion, to the opposite side and down¬ 
wards. 

6. Knee-jerk increased on the same side as the 

lesion and at first diminished on the oppo¬ 
site side. 

7. Vertigo .—Reeling towards opposite side, ex¬ 

cept during period that paresis was marked, 
on same side as lesion. 

8. No affection of Sensation . 

9. Attitude .—Body curled; concavity towards 

side of lesion. Side of face corresponding 
to side of lesion uppermost . (I have observed 
this attitude more than once in patients 
with abscess.) 

The animals never suffered from vomiting. This 
symptom (like the slow pulse and low temperature) 
is a pressure phenomenon, and is therefore absent 
after an ablation experiment. 

Dr. Russell’s researches are a most valuable 
contribution to knowledge. 

The examination of the ear may greatly help in 
determining where the abscess is. If there is 
absolute deafness, the patient being unable to hear 
the tuning-fork on the diseased side, it is clear that 
the labyrinth or the auditory nerve is involved, 
and if the labyrinth is carious, pus will not have 
much difficulty in escaping on the posterior surface 
of the petrous bone; a small, subdural abscess 
then forms, and from it a pyogenic infection of the 
lateral lobe of the cerebellum may follow. 

Again, if one comes to the conclusion that the 
pus is coming from the tympanic attic, and that 
there is caries and possibly perforation of the 
tegmen tympani, the evidence makes for the 
diagnosis of temporo-sphenoidal abscess: the rule 
being that an abscess of the brain collects in the 
immediate neighbourhood of the bone disease, 
which was the essential cause of the infection. 1 


have seen more than once at post-mortem examina¬ 
tions of fatal ear cases abscess in both situations— 
in the temporo-sphenoidal lobe and in the cere¬ 
bellum; but then the bone disease had reached 
both the anterior and posterior surfaces of the 
petrous bone. 

Optic neuritis does not help in the differential 

Digitized by Google 



The Clinioal Journal.] 


MR. BALLANCE—LATERAL SINUS PYAEMIA. 


[Oct. 4,1893. 361 


diagnosis of the seat of abscess; it is, as we have 
seen in sinus pyaemia, a sign of meningitis. It is, 
however, more frequently present in cases of cere¬ 
bellar abscess than in cases of temporo-sphenoidal 
abscess. 

Sometimes much difficulty may be experienced 
in determining the side on which to operate for 
cerebellar abscess in patients with severe disease 
of both tympana; but in the case of a child of 12 
years of age, amongst other signs the greater 
activity of the inflammatory process on the right 
side made me judge that the abscess was probably 
also on this side, and though operative interference 
was not allowed, the post-mortem revealed an 
abscess of considerable size in the anterior part of 
the right lateral lobe of the cerebellum. With 
double ear disease and sinus pyaemia, the external 
local manifestations due to the plugging of the 
venous channels sufficiently indicate the side on 
which surgical interference is required; and if 
abscess of brain is present as well, it will almost 
certainly be on the same side. 

Subdural abscess may exist as I have said with¬ 
out symptoms, or the symptoms may be masked 
by the presence of other intracranial inflamma¬ 
tions. If deeply placed there may be no external 
signs of the presence of pus, but if pus collects 
beneath any part of the bone forming the lateral 
boundary of the skull and the dura, pain, swelling, 
oedema, redness and tenderness of the soft tissues 
covering the portion of bone confining the pus will 
be likely to be present 

Abscess between the dura and brain is often 
due to perforation of the dura mater by a sub¬ 
dural collection of pus, as in a case I saw some 
years ago, in which an abscess on the posterior 
surface of the petrous perforated the dura and 
spread over the cerebellum. The symptoms would 
be those of pressure, and like those, therefore, of 
brain abscess, and of course the functions of the 
brain area pressed upon would be abolished. 
The presence of meningitis may, however, mask 
the signs of such a collection, and interfere with 
the diagnosis. It is important to note that drainage 
of the subdural abscess will probably be inefficient 
in allowing the escape of the intradural collection: 
the prognosis therefore is very grave; and es¬ 
pecially is this the case when the presence of an 
intradural abscess is unsuspected, and no attempt 
is made to evacuate it. 

One or more rigors may occur in cases of brain 
abscess, and this symptom therefore will not help 


in the differential diagnosis of sinus pyaemia and 
abscess, indeed in a case which I shall presently 
relate, it will be seen that the rigors of the sinus 
pyaemia ceased when the signs of brain abscess 
became prominent. 

Abscess in the cerebellum is usually single and 
usually placed in the anterior part of the lateral 
lobe, but sometimes there are two distinct abscesses. 
Last year I was present when Mr. Pitts successfully 
opened two abscesses in the left lateral lobe of 
the cerebellum of a boy; on the other hand, I 
came to the conclusion, at a post-mortem ex¬ 
amination of a patient on whom no operation had 
been performed, and in the right hemisphere of 
whose cerebellum two abscesses were discovered, 
that if I had operated, one abscess only would 
probably have been evacuated, the other one 
• being situated further back and separated from 
the first by a quarter of an inch of brain sub¬ 
stance. An operator having once let out pus from 
the brain would not be likely (and indeed it would 
not be wise) to search for a second collection: 
the second abscess might subsequently chance to 
burst into the drained cavity of the first, and so 
relief might be obtained. 

When a cerebellar abscess is situated in the lateral 
lobe, but nearer the middle line than in the typical 
position, pressure on nerve tracts in the medulla 
or pons may be expected. In one remarkable case 
on which I operated, the patient having some of 
the symptoms of cerebellar abscess, suffered from 
involvement of the 5 th, 6th, 7 th, and 8th nerves of 
the same side. I plunged the pus seeker at least 
two inches through the trephine opening in the 
direction of the apex of the petrous bone, but did 
not come across any pus collection. At the autopsy 
there was a slight amount of basal meningitis, a 
small subdural abscess around the internal 
auditory meatus: the pus having escaped by that 
foramen on to the posterior surface of the petrous 
bone; and an abscess in the cerebellum, which was 
situated in the flocculus : this lobe being distended 
with pus. The best place to make an opening in 
the occipital bone for cerebellar abscess is, of 
course, over the usual site of abscess. Place the 
trephine so that its anterior border is just behind 
the posterior border of the mastoid process, and 
so that its upper border is below Reid’s base line. 
In this way the trephine is behind the vertical 
portion of the sinus, and below the horizontal part 
of the sinus, which is an important consideration 
when the sinus is intact and there is no reason for 
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interfering with it After the dura is opened Mr. 
Horsley’s pus seeker may be passed forwards, 
upwards, and inwards, through the anterior part 
of the lateral lobe in the direction of the posterior 
surface of the petrous bone. By this plan an 
abscess if present will almost certainly be tapped. 

Given lateral sinus pyaemia and brain abscess 
the surgeon is bound to make every effort to save 
life by tying the jugular vein, clearing out the 
sinus, and draining the abscess, and I may say 
now, once for all, that previous to treating any 
intracranial inflammation, secondary to ear disease, 
the toilette of the mastoid and petrous bones 
should be thoroughly carried out Let me add, 
too, that if a diagnosis of brain abscess has been 
made, no delay whatever is justifiable in per¬ 
forming the exploration. I have known more than 
one such case in which the operation was arranged 
for the following morning, but the patient died 
suddenly in the night. In cases of sinus pyaemia 
the mastoid is usually so disorganized that in 
clearing away carious bone and granulations with 
the gouge and curette, the groove for the lateral 
sinus is opened and the sinus itself exposed. The 
surgeon can then easily, as I have said before, 
with strong bone forceps, enlarge the opening in 
the skull in the course of the sinus to any extent 
which he may judge advisable. The trephine is 
not a suitable instrument to employ in either 
mastoid or sinus cases, but if anyone desires simply 
to trephine over the sinus the pin of the instrument 
may be placed on a point one inch behind the 
middle of the osseous meatus, and a quarter of an 
inch above it, measured along Reid’s base line. 

The following cases illustrate some of the pre¬ 
ceding remarks:— 

Case 1. Otitis media (right): Lateral Sinus 
Pycemia and Cerebellar Abscess .—The patient was 
a girl, 13 years of age; she was under my care 
last year. She had had otorrhoea for seven years. 
The discharge was from the right ear. Three 
weeks ago the present illness commenced with 
severe pain in the ear. The next day the child 
was very ill with headache, shivering, sickness, 
and fever. The following night delirium set in. 
During the first fortnight of illness a rigor oc¬ 
curred every day. A few days after the onset of 
the disease a great swelling formed over the 
mastoid, which was incised by the doctor. During 
the week preceding admission, the temperature 
had been lower, there had been no shivering, but 
there had been much drowsiness, photophobia, 
vertigo, and vomiting. 

On admission the girl was nearly unconscious. 


On being roused she answered questions very 
slowly. The temperature was ioo° F.; the pulse 
90. She was thin and pale, and complained of 
pain in the ear. Offensive pus was in the external 
auditory meatus and was coming also from the 
incision which the medical man had made over 
the mastoid, and which led down to bone. The 
mastoid itself was very tender, and midway 
between it and the external occipital protuberance 
was a small fluctuating swelling (this, I was told, 
had been forming for a few days); there was also 
a tender swelling in the neck on the same side, 
just below the parotid gland. There was double 
optic neuritis, and crepitations could be heard in 
both lungs. 

It was clear that the child had septic thrombosis 
of her lateral sinus, the clot, as shown by the 
swelling and oedema in the neck, extending down 
the internal jugular vein. I thought that the 
swelling midway between the mastoid and the ex¬ 
ternal occipital protuberance was probably an 
abscess which had got through one of the sutures 
in the skull, near the posterior inferior angle of 
the parietal bone, and had probably primarily 
formed in the groove for the lateral sinus. But 
the low temperature, the torpid condition of the 
patient, the sluggish cerebration, the absence of 
rigors, and the slow pulse were conditions which 
made me think that there might be something 
more than lateral sinus pyaemia. The patient was 
at once anaesthetized, and the mastoid being full of 
inspissated pus, very offensive granulations, and ca* 
rious bone, was thoroughly cleansed, and the petro- 
mastoid cavities, antrum, attic, tympanum, and ex¬ 
ternal meatus—at the close of the mastoid operation, 
were converted into one cavity which could be easily 
drained. Cutting backwards, the lateral sinus was 
exposed, and the dura mater bounding it was seen 
to be sloughed, and the sinus itself full of foetid 
pus. The internal jugular vein was then tied in 
two places and divided between the ligatures. The 
little external fluctuating swelling, situated further 
back, was discovered to communicate through a 
suture with the pus in the lateral sinus. On making 
a larger opening in the bone the dura mater on the 
inner surface of the lateral sinus was found to be 
sloughed, so exposing the cerebellum. The ex¬ 
posed cerebellar surface was covered with lymph 
for a space about the size of a shilling. I thought 
there was very little, if any, pulsation, and put a 
trocar and cannula directly into this part of the 
cerebellum, and out came about a teaspoonful of 
pus. Drainage of the abscess was arranged for, 
the pus and clot in the sinus were removed in the 
usual way, and Iodoform gauze dressings were ap¬ 
plied. The child went on very well for two days, 
considering the serious condition discovered at the 
operation; there was an absence of pain, vomiting, 
and fever, and mentally she was much brighter, 
and answered questions readily. The wounds were 
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gently irrigated every six hours with 1 in 40 Car¬ 
bolic solution and fresh dressings applied. On the 
third day coma supervened, and a few hours later 
death. 

The main facts of the autopsy were that clot 
extended to the torcular and across the middle line 
(where there was an abnormally free communica¬ 
tion), and for a short way into the opposite lateral 
sinus; it could also be traced a short distance 
upwards into the superior longitudinal sinus. Part 
of the lateral sinus on the side of the diseased 
temporal bone was sloughed away, and opposite 
this an abscess in the postero-lateral part of the 
right lobe of the cerebellum had been opened and 
drained. There was no visible meningitis. The 
lungs both contained numerous small abscesses. 
No other disease found—no affection of joints. 

In uncomplicated lateral sinus pyaemia the 
average length of life or duration of the disease is 
twenty days. I saw this patient on the twenty-first 
day of her illness, and did not much expect, there¬ 
fore, that the operation would save her life. If the 
clot had not extended across the torcular, perhaps 
another result might have been recorded. On the 
other hand, the serious involvement of the lungs 
might be looked upon as certain to end in death. 
It is difficult, however, to discover the amount, if 
any, of the pyaemic infarction of the lungs by 
physical examination; and I should be disposed to 
give a patient the benefit of operation under any 
circumstances. # 

One of my patiehts had dulness over part of one 
lung, and blood-stained expectoration, together with 
secondary deposits elsewhere, and yet recovered. 
A case, too, recorded by Mr. Clutton, emphasizes 
this point; it was most remarkable that his patient 
recovered, considering the number and variety of 
the secondary infections. It seems, sometimes, at 
any rate, that lethal pysemic infection only occurs 
from the primary focus, and that the secondary 
fod are incompetent, or unable, to carry on the 
disease and infect other parts of the body. The 
phenomenon of the arrestment of the process of 
pyaemia when the primary source of infection is cut 
off, may be compared to the clearing up of a 
phthisical lung when the primary source of tuber¬ 
culosis is removed, say, after amputation of a 
tuberculous knee. 

Case 2. Otitis media {left); Polypus; Cerebellar 
abscess . (Figs. 2 and 3, pp. 364-5).—The patient was 
a woman aged 21 years. She had had for some 
years discharge from the left ear. Three months 
ago a polypus was removed from this ear. After 
this operation she suffered from giddiness and a 
staggering gait, with a tendency to fall towards the 
left side. These symptoms disappeared and she 
returned to her situation. Four days ago she 
came again to the out-patient department; the 
otorrhoea was offensive, and another polypus, which 
had sprung up since she was last seen was removed. 


The next day she had severe pain in the head, 
vomiting and vertigo. Three days later she came 
to the hospital, and was admitted. She was then 
drowsy, but complained of severe pain in the left 
side of the head, vomiting, giddiness, and shivering. 
The temperature was ioo° F.; there was absolute 
deafness and complete paralysis of the facial nerve 
on the left side, an offensive purulent discharge from 
the left ear, no tenderness or oedema over mastoid, 
pupils and optic-discs normal, knee-jerks normal, 
and no abnormal signs elsewhere. The next day: 
—the report says severe general headache—patient 
though drowsy and not answering questions well, 
calls out with the pain. Slight retraction of head 
and rigidity of neck. Face slightly cyanosed. 
Temperature varies from 98° F. to ioi° F. Pulse 
80, full and soft. Lies always on right side. Still 
vomiting and exceedingly giddy; the nurse says 
that the patient sat up, and without warning, turned 
a somersault—went head over heels over the 
end of the bed. I saw the patient in the afternoon 
and determined to clear out the mastoid and explore 
the cerebellum. The mastoid operation was tedious 
in consequence of the extreme sclerosis of the 
superficial parts of the bone. No abscess was 
struck in the cerebellum. I had noticed before 
the operation that there was tenderness on per¬ 
cussion over the left side of the occipital region. 
Late the same evening it is noted that the pain 
seems gone, patient less drowsy, and answers 
questions better. Pulse 100, stronger. Respira¬ 
tion regular. Temperature ioi° F. No vomiting. 
The patient remained in much the same state for a 
couple of days, when the headache, vertigo, and 
vomiting again returned and were very severe. 
Rotatory nystagmus, too, was noticed, the head 
was a little retracted, and there was retention of 
urine. Knee-jerks, pupils and optic-discs normal. 
The temperature fell to 97 0 F., and the patient 
towards the afternoon became much worse. 
Feeling sure that there was a cerebellar abscess 
I explored again the left hemisphere of the cere¬ 
bellum through the trephine opening previously 
made, and in passing the pus seeker very deeply 
in the direction of the apex of the petrous bone a 
small collection of foetid pus (about 3ij) was 
tapped and escaped. No anaesthetic was given. 
The patient died about one hour afterwards, and 
at the autopsy the cerebellar abscess was found to 
be situated at the inner part of the left lateral lobe 
(See fig. 2.), in the immediate neighbourhood of 
the internal auditory meatus; the bone here was 
yellowish and softened, as was also the dura, to 
which, too, over an area about the size of a six¬ 
pence, the cerebellar hemisphere was adherent; 
the 7th and 8th nerves were much softened and 
discoloured yellow especially at their entrance 
into the internal auditory meatus. The track of 
the pus seeker was easily found, leading from the 
trephine opening (see fig. to the abbess cavity* 
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No meningitis or venous thrombosis. Other 
organs normal. 

Case 3. Otitis media suppurativa (R). Abscess 
of the Flocculus .—Patient was a man aged 22 
years. Two years ago he was hit on the right 
ear by a stone. This was followed by a bloody, 
and then by a purulent, often offensive, discharge. 
A polypus was found in the ear about five months 
ago: this was removed, but afterwards for a 


that when attempting to walk he rolled about as if 
he was drunk. 

State on Admission .—T. 98.6° F.; P. 90; R. 
normal. Eyes: Pupils normal, conjunctive suffused, 
optic discs normal, marked weakness of external 
recti, occasional lateral and vertical nystagmus. 
Ears: Purulent offensive discharge from right, left 
normal. No tenderness or sign of inflammation 
over mastoid or any other part of skull. Absolute 



Fig. 2. (From St. Thomas' Hospital Museum). Under surface of cerebellum, etc. (nat. size). 

From Case 2. (a) Abscess cavity, (t) Track of pus seeker which evacuated the abscess; the substance of the cerebellum has 
been cut away considerably so as to clearly show the path of the instrument which was seen at the post mortem as a line 
of ecchymosis. In front, the abscess apparently has an outlet, but this was not really so. The cerebellar cortex here was 
softened, very thin, adherent to the dura covering the inner part of the posterior surface of the petrous bone, and gave way 
as the brain was being removed from the skull. There was, therefore, no intradural abscess, and (see text) there was no 
appreciable extra dural abscess. (/) Flocculus (see Case 3). 


few days patient suffered from pain in the head, 
and vertigo. For a time the ear was neglected, 
notwithstanding that the discharge was abundant, 
greenish yellow in colour, and stinking. About a 
month ago another polypus was removed. The 
history immediately previous to admission, was that 
he was seized ten days ago with pains all over 
body, vomiting, shivering, and fever; these symp¬ 
toms have continued ever since. Seven days 
before admission face became paralysed, the vertigo 
was extreme, epistaxis occuned, and he noticed 


deafness right ear. Face: Complete right facial 
paralysis. Tongue protruded towards right side, 
but lies in mouth towards left side. Some numb¬ 
ness of right side of face. Action of masseter equal 
on the two sides. Smell: Query normal. Taste: 
no loss of taste. No loss of power or sensation in 
limbs. Knee-jerks slight. Plantar reflexes brisk. 
No patella or ankle clonus. Gait unsteady and 
reeling: leans to the right in walking, and complains 
greatly of giddiness. No tremors. No loss of 
power over bladder and rectum. Mental condition: 
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Patient has a very dull and heavy look, and is slow 
in answering questions. Chest and abdomen: All 
organs normal. 

During the next four days the condition of the 
patient remained without much change. The 
tongue was thickly furred and the breath foul. 
Vomiting occurred at intervals. The pain in the 
head was chiefly occipital, and there was some 
rigidity of the neck. The disease in the mastoid 
and petrous bones was cleared out. On the fifth 
day right optic neuritis was observed as well as 


brown. No vomiting and not much headache since 
mastoid operation. Temperature and pulse as 
before. There is complete anaesthesia of right 
half of forehead, nose, and right cheek. Quite 
rational. Ordered: Right eyelids to be kept to¬ 
gether, discharge to be frequently removed, and 
Eserine to be used. The next day, the ninth, I 
explored the cerebellum for abscess, passing the 
pus seeker at least two inches into the cerebellar 
hemisphere in the direction of the apex of the 
petrous bone, but no abscess was discovered. 



3 - (From St. Thomas’ Hospital Museum). Portion of skull from Case 2. (nat. size). 

Drawn at right angles to trephine opening, (m) External auditory meatus, (a) Petro-mastoid antrum. Depression above and 
behind antrum shows oval area of bone removed by gouge before antrum was reached. ( t ) Trephine opening through which 
cerebellar abscess was tapped. The position of the lateral sinus is indicated by a dotted line. 


some muco-purulent discharge from the right con¬ 
junctiva. Temperature varies from 98.4° to 100.4° 
F. Pulse about loo. Respiration regular—rather 
rapid. 

On the eighth day after admission to the hospital 
the notes say: Nystagmus (rotatory) more marked; 
double optic neuritis; conj uncti va of right eye insensi¬ 
tive; much muco-purulent discharge and commenc¬ 
ing ulceration and cloudiness of lower half of right 
cornea. Right external rectus completely paralysed, 
right pupil smaller than left. Tongue dry and 


During the next few days the patient became 
weaker; the temperature varied as before, pulse 130, 
respiration 40. The wounds showed no sign of heal¬ 
ing or healthy action. Mental state not good, 9ome 
torpor. The right fifth nerve became completely 
involved as shown by the extent of anaesthesia and 
the loss of power of the muscles of the right side 
of the lower jaw. Patient became gradually worse, 
at last unconscious, and died seven days after the 
cerebellum had been explored. 


Abstract of notes of autopsy ,—Some basal meniagitis. On 

Digitized by Google 
























366 The Ollnioal Journal.] MR. BALLANCE—LATERAL SINUS PYiEMIA. 


root. 4,1888. 


the under surface of the right hemisphere of the cerebel¬ 
lum, anteriorly and quite close to the medulla and pons 
was a swelling, which on examination was seen to be the 
flocculus , which was distended with thick pus—the abscess 
measured { in. from before backwards, and about & in. 
from side to side. The cortex of this lobe was softened, 
but the abscess bad not opened on the surface. The right 
tympanum showed evidence of extensive caries, and pus 
had travelled along the internal auditory meatus from 
the site of caries, so that a small subdural abscess had 
formed on the posterior aspect of the petrous bone. All 
other organs normal 

The track of the pus seeker could be followed by the 
slight ecchymosis or haemorrhage which had been caused 
by its passage through the cerebellar hemisphere. It went 
in the direction of the abscess, and if the instrument had 
been pushed in another quarter of an inch the abscess 
would have been opened. At the operation it was sup¬ 
posed that the abscess if present was close to the pons or 
medulla, because of the rotatory nystagmus, the involve¬ 
ment of nerves, etc. (unless, indeed, this involvement was 
due to meningitis), and so the pus searcher was pushed in 
as far as I considered was justifiable or safe. 

There are a few points of interest and import¬ 
ance with reference to the clotting in the venous 
channels which, as I have not as yet mentioned 
them, I will refer to now. The right lateral sinus 
is usually the larger, and is continuous with the 
superior longitudinal sinus, the left being con¬ 
tinuous with the straight sinus. At the torcular 
Herophili, where the lateral sinuses commence, 
there are sharp bends in the venous channels, and 
these are joined across the internal occipital pro¬ 
tuberance by means of a separate sinus or cross 
branch of small size. In operation cases I believe 
that it does not often happen that clot extends into 
the opposite lateral sinus; but when it does the 
symptoms would be delirium, torpor, coma, and 
finally death. When the sinuses are anatomically 
normal the extension of thrombosis, if it occurs, 
would be more likely to follow the course of the 
superior longitudinal sinus or the straight sinus 
than to cross the internal occipital protuberance, 
and would be shown by the unexpected onset of 
torpor or delirium. It is very rare for the throm¬ 
bosis to extend forwards through the petrosal 
sinuses, so as to implicate the cavernous sinus. 
Coupland’s studies, however, indicate sufficiently 
the symptoms which such an extension would pro¬ 
duce. He arranges the symptoms under two 
heads:— 

(i) Those due to venous obstruction. 

(a) Proptosis; (b) oedema of eyelids and che- 
mosis of the conjunctiva when the throm¬ 
bosis extends into the ophthalmic vein; 
(c) oedema of face when the facial vein is 
thrombosed; (d) enlargement of the frontal 
veins, due to diversion of the circulation 
through the orbito-facial anastomosis. 


(2) Those due to interference with nerves . 

(a) Supra-orbital neuralgia, due to irritation 
of the 1st division of the 5th nerve; (b) 
more or less paralysis of the muscles of 
the eye, which may amount to complete 
ophthalmoplegia, due to affection of the 
3rd, 4th, and 6th nerves. 

It appears that a man may get on very well 
with only one lateral sinus, and it must be. re¬ 
membered that the operation recommended does 
not block a still patent venous channel, but one 
which is, as a rule, already packed with septic clot 
and impermeable. And if the sinus be still an open 
canal for blood.it is clearly better for the patient to 
have his sinus plugged, than to die of pulmonary 
pyaemia. When the sinus is blocked the venous con¬ 
gestion which sometimes ensues on tying the jugular 
does not occur; and in any case it can easily be 
obviated by allowing a little bleeding to take place 
while the circulation is getting accustomed to the 
new conditions. I pointed out in my first paper 
that the tapering extremity of the clot in the jugular 
is probably often not septic, hence emboli detached 
from it may or may not contain septic organisms; but 
yet emboli which when detached are not infective, 
may become so, and break down at a later stage 
in consequence of the deposit in them of organisms 
which are circulating in the blood. I have seen 
infarcts at an autopsy of a lateral sinus case, 
which appeared to have been produced by small 
portions of aseptic clot being displaced into the 
blood current by the disturbance of parts at 
the operation. I do not mean by this that anti¬ 
septic clot is not dangerous and that great care 
is not needed in dealing with the vein, on the 
contrary, I think that great pains should be taken 
not to disturb in any way the vein until a ligature 
has been applied well below the tapering extremity 
of the clot. It is surely, too, better surgery to 
put a ligature when we can beyond the clot, than 
to be content to tie the clot with the vein, in the 
pious hope that its tapering extremity is aseptic. 

I have only recently operated, with success, on a 
case of lateral sinus pyaemia which splendidly 
illustrates the serious mistake which I should have 
made—a mistake which would have cost the 
patient his life—if I had judged whether the vein 
should be ligated, and the sinus plugged by the 
result of passing a grooved needle into the sinus. 
The patient was a man of 20 years, who had 
typical sinus pyaemia and had been ill eight days. 
The internal jugular vein was thrombosed to a 
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point below the level of the cricoid cartilage, but 
the lateral sinus, the vertical portion of which I 
had exposed for about one inch, contained no clot, 
and bled freely from the occipital end when slit 
open. The thrombosis in this case must have 
commenced close to the jugular foramen, and it 
was not complete in either sinus or vein, for from 
both (the jugular end of the open sinus and the 
upper end of the cut jugular vein which was divided 
below the entrance of its tributary the common 
facial vein) blood oozed quickly, and so the one 
had to be tied, and the other plugged. 

From the earliest times it appears to have been 
known that otitis interna was a dangerous disease. 
Paulus (Eginela (a.d. 600) repeats with approval 


(Egineta, and reaching almost to the present, 
nothing is more striking than the utter helpless¬ 
ness of medicine in the presence of intracranial 
complications of ear disease. 

At the end of the 16th century more than one 
writer describes the “ deadly agues ” which super¬ 
vene on deep-seated inflammation in the ear, and as 
we read we picture, in imagination, in all its hope¬ 
less details, the clinical story of a case of brain 
abscess or sinus pyaemia. For example, Wirtzung 
(1597) writes: 

“ Some of the causes which hurt these (the ears) 
are incurable .... When the brains are affected 
hearing, sight, smelling, and taste are annoyed. . . 
There is swelling, too, of the sinews, and intoler- 


The drawing is taken 
from a point at which 
the front and outer 
aspects of the bone were 
visible. A piece of the 
osseous meatus and 
some of the anterior 
surface ol the petrous 
bone has been removed 
in order to show the 
diseased parts more 
clearly. ( d.m .) Dura 
mater lifted off the an¬ 
terior aspect of the 
petrous bone; the oval 
patch represents that 
part of the membrane 



which was sloughed, 
and which was situated 
over the carious and 
perforated tegmen tym- 
pani. ( p ) " Tough fib¬ 
rous polypus,” blocking 
osseous meatus. (f) 
Greatly enlarged and 
carious tympanum, (a) 
Enlarged and carious 
petro-mastoid antrum 
communicating by a 
wide channel with the 
excavated and empty 
tympanic attic. For 
further description see 
text. 


Fig. 4. (St. Thomas's Hospital Museum). Right temporal bone (nat. size). 


the statement of Alexander that “ inflammation 
within the ear sometimes spreads to the brain and 
proves fatal.” He is, however, unable to suggest 
any means of averting death, and copies the treat¬ 
ment recommended for serious ear cases by 
Hippocrates (b.c. 460), Celsus (b.c. 50), Galen 
(a.d. 130), the Arabian physicians, and other an¬ 
cient authorities. This treatment consisted of 
poppy or onion fomentations, cataplasms, vene¬ 
section, and purging, but not content with these 
admirable measures, Paulus of CEgina includes in 
his aural pharmacopeia injections of the milk of 
women, the gall and urine of goats, and other 
extraordinary and absurd remedies. 

As we turn over the pages of the medical history 
of the centuries following the time of Paulus 


able pain, panting, trembling, and some frenzy 
with it, yea, hot agues, and, lastly, death itself.” 

But even a much more recent time tells the 
same tale. Dr. George Pilcher, Lecturer on Sur¬ 
gery in the Webb Street School of Medicine, in 
the Borough, and Senior Surgeon to the Surrey 
Dispensary, published in 1838 an excellent treatise 
on diseases of the ear. He gives the clinical and 
post mortem details of several fatal cases. Three 
were cases of cerebellar abscess, and probably in 
more than one the sinus was thrombosed, but its 
condition was apparently not investigated at the 
autopsies. The treatment of these cases did not 
proceed further than fomentations, leeches, and 
sulphate of magnesia. 

Exactly fifty years ago a patient was admitted to 
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St. Thomas’s Hospital with an acute inflammation in 
the ear, supervening on a chronic affection of four 
years standing. The patient was a girl, 18 years 
of age, and the case book says, “ Notwithstanding 
the most active treatment by bleeding, mercury, 
etc., her symptoms progressively got worse, and she 
died from abscess of the brain eleven days after 
admission.” Fig. 4 (p. 367) is taken from a specimen 
in the museum of St. Thomas’s Hospital. It shows 
the right temporal bone of this girl. It is ex¬ 
tensively carious, and the external auditory meatus 
is plugged by a polypus. The posterior surface of 
the petrous bone is healthy, but on the anterior 
surface the tegmen tympani is perforated, and the 
dura over it is sloughed; the abscess was, probably, 
in the temporo-sphenoidal lobe. The presence of 
a polypus which blocks the external meatus, and so 
prevents the escape of pus, will certainly aid in the 
inward spread of the disease. At the same time 
it is well to remember that the removal of a 
polypus when there is serious tympanic disease, 
and when the operation means the disturbance of 
foetid granulations and inspissated pus is not un¬ 
commonly associated with the onset of signs of 
intracranial inflammation. In some of these latter 
cases I have no doubt that the intracranial infection 
has taken place long before the removal of the 
polypus, and is latent until again excited by a re¬ 
infection depending on the disturbance of parts at 
the operation. The common sense and proper 
surgical procedure is, of course, to remove any 
polypus at once which is blocking the escape of 
pus, using at the operation and during the follow¬ 
ing few days, frequent and efficient antiseptic 
irrigation; while in some chronic cases with much 
tympanic disease, it is wisest and safest to open the 
mastoid and remove the deep-seated bone mischief 
and the polypus at the same time. The record of 
the past, then, has been nothing but a record of 
illness and death ; and it is only during the last few 
years that the progress of the science and art of 
surgery has changed all this and given us hope (even 
in the most desperate cases) of convalescence and 
recovery. 

I trust by this discussion of the symptoms and 
treatment of lateral sinus pyaemia to which I have 
devoted two lectures, that our method of dealing 
with such cases when they come before us in the 
future will be reinforced and strengthened. We 
must not forget 

1. That each case of lateral sinus pyaemia con¬ 
stitutes a grave surgical emergency. 


2. That no delay whatever is justifiable in the 
performance of the operation any more than in the 
event of haemorrhage or of the strangulation of a 
hernia; and 

3. That the operation may be imperatively 
called for 

(a) When there is no earache. 

(b) When there is no otorrhoea. 

(c) When the otorrhoea is inodorous. 

(d) When there are no signs of inflamma¬ 

tion over the mastoid. 

(e) When the patient has not had a rigor. 

(/) When the sinus is not thrombosed. 

(g) When secondary deposits are suspected 

or known to have taken place. 

Moreover, in all doubtful cases the path of safety 
is to be found in the tying of the vein and the arti¬ 
ficial induction of thrombosis in the sinus. The 
venous channels around the diseased petrous bone 
being thrombosed, and the periphery of the clot 
(at least at first) being aseptic, a wall is thus erected 
against further acute infection from the primary 
focus of the disease, and so time is gained which, 
in pyaemia, is at once half a victory in the battle 
against death. 

Death, alas, even now is often in these dangerous 
ear cases not averted, but as we learn more and 
know more about them, and as the methods of 
surgery year by year improve,—as, indeed, we ap¬ 
proach the vantage-ground of truth in pathology 
and in surgery,—the more shall we be able to do for 
our patients. 

Note .—At the close of the lecture the class adjourned 
to the post-mortem room to see the result of an autopsy 
which had been made on an ear case. The history of 
the child's illness was as follows:—Six months ago acute 
otitis media, followed by mastoid abscess. This was 
operated upon, and the child seemed to do well for some 
time. About two months ago the mastoid was again 
curetted, and two weeks later, or about six weeks ago, 
fever and general signs of illness supervened. Since this 
time the temperature had oscillated considerably, often 
reaching 104° F., and being not unlike in character that 
seen in pyaemia. During the last two weeks rales were 
heard in the lungs, and the left knee-joint became swollen, 
The case, except for the length of the illness, might have 
been one of sinus pyaemia. 

The autopsy showed miliary tuberculosis of the lungs 
and of the synovial membrane of the affected knee-joint. 
Mr. Ballance suggested that the case might be looked 
upon as comparable to lateral sinus pyaemia, being, in fact, 
a case of lateral sinus tuberculosis. The story of the 
illness was quite clear, namely, tubercular otitis media 
and tubercular inflammation of mastoid, followed by the 
escape of tubercle bacilli into the blood of the sinus, and 
their lodgment in the lungB and knee-joint. Mr. Ballance 
stated that he had known several instances in which he 
had been able to assure himself that tubercular ear 
disease had been the starting-point of a general outbreak 
of tubercle or of a serious lewd tuberculosis. 
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You may remember, Gentlemen, that last week 
we studied at considerable length the chief symptom 
of locomotor ataxy and its mechanism. To-day, 
we will briefly review the other symptoms of the 
disease. They are, however, so numerous that I shall 
have to content myself with a mere glance at those 
that are of chief importance and at their relations, 
considering in more detail some that are illustrated 
by the cases we examined, or that are of most 
significance, or with which you are not likely to 
have become familiar. 

The morbid process which, as you saw in the 
microscopical sections, is indicated by an over¬ 
growth of the connective tissue, is essentially a 
degeneration of the nerve elements, beginning in 
them. Such degeneration has many causes. It 
seems sometimes to be the result of a mere inherent 
defect of vitality; sometimes it is a local manifesta¬ 
tion of senility; sometimes it is due to the in¬ 
fluence of general conditions, depressing emotion 
and like influences; but in the vast majority of cases 
it is the result of the action on the nerve elements 
of a toxic agent. We see it as the effect of 
chemical agents of inorganic nature, and also as the 
effect of certain organic chemical agents which are 
produced by minute organisms—such, for instance, 
as alcohol, which is due to the growth of minute 
organisms outside the body, and materials of 
unknown composition produced by the minute 
organisms which constitute the virus of some acute 
diseases. Such organisms cause their own direct 
effects, but they also leave behind them in many 
cases such a substance as I have referred to, which 
acts upon nerve elements as inorganic poisons may 
do, and causes degeneration. And this, which has 
been proved to be true of the virus of some acute 
specific diseases, seems also to be true of the chronic 
Vgl. IL, No. 24 . 


specific disease which is so frequent an antecedent 
of ataxy, syphilis. This was, you will remember, 
certainly traceable in one, and possibly in the 
other, of the patients whom we saw last week, and 
whom we will presently again examine. As a fact, 
this antecedent is to be ascertained in more than 
two thirds of the cases; and it has probably pre¬ 
ceded tabes in at least four-fifths. Such a relation 
means a causal influence in the majority, for 
mere coincidence will explain only a small propor¬ 
tion. At first the statement of these facts was 
received with general scepticism. But we have to 
be careful, in science, how we deny. Some denied 
the possibility of the causal relation, but they have 
had to reconsider their denial; fresh observation 
of facts yielded evidence of overwhelming cogency. 
One reason why the relation was doubted was 
because it was found that anti-syphilitic remedies 
did no good to the disease; and the fact is 
unquestionable. But the mystery is explained 
when we perceive that only on the lesions which 
are the direct result of the syphilitic organisms 
does anti-syphilitic treatment exert its influence; 
on those lesions which are the result of the toxic 
material produced by the organisms, the anti¬ 
syphilitic treatment has no influence. This material 
has not been isolated, but the analogous material 
has been isolated in some acute diseases depen¬ 
dent upon organisms; and so close an analogy 
can be traced between the whole series of such 
diseases which have after effects, that we may 
feel reasonably sure that it is in this way that 
syphilis produces the disorder we are now con¬ 
sidering. It is not possible for me now to describe 
to you the evidence, but it is, in my opinion, 
convincing. In these facts we have the secret of 
the inutility of anti-syphilitic treatment in cases of 
locomotor ataxy, in which the disease is, neverthe¬ 
less, the sequel of syphilis. 

You will remember that we traced the chief 
symptom of tabes, the ataxy, simply to the inter¬ 
ruption of the muscle nerves and the arrest of the 
afferent impulses which guide alike the spinal and 
the cerebral motor centres. You will also remem¬ 
ber that I pointed out to you that, in this mechanism, 
it makes no difference in what part of the nerve 
fibres the interruption takes place, and that when 
the ends of the nerves alone are diseased, the effect 
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is the same as when the same fibres are diseased 
in the nerve roots or within the cord. 

A curious historical fact may be mentioned in 
this connection. In what may be termed “medical 
surgery,” from time to time, some operative pro¬ 
cedure becomes fashionable; it is adopted on all 
sides, partly on the strength of an initial lauda¬ 
tion, and partly because it is something to “ do ” 
where little had been effected. After a time, if 
it possesses no real value, it sinks into desuetude. 
Of late we have had an epidemic of “ suspen¬ 
sion” for this malady. A little before, it was 
nerve stretching which was said to do remark¬ 
able good in cases of tabes. The curious fact to 
which I allude is this, that the first patient who 
seemed to derive benefit from nerve stretching 
was about to undergo the procedure a second 
time, but died under the anaesthetic before the 
operation could be performed, and so afforded 
pathologists an opportunity of correlating the 
operation and the morbid process. The opera¬ 
tion, unfortunately, was only partially utilized. It 
was found that there was no discernible disease 
of the spinal cord or of the nerve roots. The peri¬ 
pheral nerves were not, in that case, examined; 
they have been examined in others and found 
diseased in so many, that there can be little doubt 
that the case I have just referred to was one in 
which the degeneration was at the periphery of the 
nerves. I mention this fact to impress on your 
minds the occurrence of this peripheral change. It 
has been found to be exceedingly common, if not 
constant, in tabes, although it is very rarely con¬ 
fined to this position. If it is the only lesion, 
there is no disease in the posterior roots. The 
disease above the ganglia seems to be an indepen¬ 
dent, coincident, degeneration in the same fibres. 

The disease is not limited, however, to the 
afferent muscle nerves (to which I especially 
directed your attention last week), although their 
affection seems to be the primary and essential 
element The nerves from the skin suffer in a 
large proportion of the cases, and, in consequence, 
loss of sensation to touch and to pain and to heat 
(usually to some, occasionally to all) is very common, 
and is distributed according to the position of the 
nerve lesions. The anaesthesia, like the ataxy, may 
be due to disease either of the nerve roots in the 
cord or in the periphery. It is found sometimes in 
the arms, and there is, occasionally, a similar loss 
in the cutaneous sensibility of the head. We may 
have anaesthesia in the region of the fifth nerve; 


and degeneration of the optic nerve, as you know, 
is not rare. The latter is a typical nerve degenera¬ 
tion, involving the peripheral part of the nerve, and 
is a visible type, in a nerve of special sense, of that 
which occurs in the sensory nerves of the limbs. 

The process of degeneration is one of molecular 
change. But the function of the sensory nerves 
is carried on by molecular change. It is thus that 
they perform their marvellous function of trans¬ 
forming, for instance, the mechanical force of 
motion, in a touch, into nerve energy, or the thermic 
force, which is another form of motion, into nerve 
energy. And the molecular changes of degenera¬ 
tion seem to give rise to nerve impulses similar 
to those which are produced under normal 
circumstances,—similar, I mean, as regards their 
general character, not as regards their special 
occurrence. Hence we have the symptom, so 
familiar to you, of the pains of tabes. Most 
common are the peculiar, sudden, sharp, 
“ lightning ” pains; but duller pains are very 
common; and they are often curiously “rheumatic” 
in character, so that they are almost always at first 
mistaken for rheumatism. So, indeed, with less 
excuse, are the sharp momentary pains. This 
mistake is facilitated by the fact that change in 
weather, especially change to cold, has a re¬ 
markable effect in increasing these pains, just as it 
does the pains of true rheumatism, and many 
patients have been treated for several years as the 
subjects of rheumatism or of gout, whose pains 
were the result of this malady. These are felt 
most often in the legs, but also sometimes in the 
trunk and sometimes in the arms, and occasionally 
with great severity even in the head. In the head 
and trunk they are apt to be mistaken for simple 
neuralgia, and even thought to be the indication of 
encephalic or abdominal disease. 

Thus, these being the essential symptoms of the 
disease, it is by its nature a sensory malady; it is 
an affection of the sensory structures. Its domi¬ 
nant feature, the inco-ordination, is, as I told you, 
motor only in aspect. The cardinal symptoms of 
the disease are the result of changes in afferent 
paths. They are, however, often associated with 
subordinate symptoms which are actually motor. 
All toxic agents which may act, primarily and 
chiefly, on sensory structures, can also act, to 
some extent, on motor structures, and some of 
the agents often act on these in a preponderant 
degree. 

Among the motor structures which are moat 
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often impaired in tabes are the nervous structures 
for the bladder, sometimes those of the sphincter, 
but more commonly those of the wall of the 
bladder. The wall of the bowel may suffer also 
and give rise to constipation ; this is inconvenient, 
but the weakening of the wall of the bladder in* 
volves definite danger. In consequence, the 
bladder is not emptied; there is residual urine, 
and that which descends from the kidneys over¬ 
fills the bladder ; the constant overfilling neces¬ 
sarily weakens still more the wall, because when 
overdistended its muscular power is relatively 
more incompetent, and it is less and less able 
efficiently to contract. Chemical changes occur in 
the residual urine, and cystitis is excited, with a 
secretion that increases the alteration. The in¬ 
creased pressure in the bladder, thus gradually 
augmented, acts back on the kidneys, interferes 
with their function, and ultimately induces disease 
in them of the nature familiar to you as surgical 
kidney. The blood, from the first, is not properly 
relieved of effete material, which seems to become, 
at last, actually toxic, and a state of imminent peril 
to life is often thus induced. Of all this chain of 
effects the patient may be unaware. The overfilled 
bladder indeed often overflows, and incontinence 
reveals the condition. 

But overflow does not always occur, or occurs 
so seldom as to attract little notice, and lowered 
sensitiveness may aid in preventing any conscious¬ 
ness of what is wrong. Remember that you must 
never take a patient’s statement as true that he 
empties the bladder. Patients are constantly under 
the impression that the bladder is emptied, when 
you may easily ascertain by percussion over the 
pubes that a considerable amount of urine remains 
in the bladder after micturition. This evil may 
reach a high degree in a patient who is in 
the early stage of the disease. It is the chief 
way in which locomotor ataxy causes death; and 
death in this way can always be prevented. 
Whenever you suspect residual urine, ascertain 
whether your suspicion is correct by passing a 
catheter. Remember that it is absolutely essential 
for the bladder to be perfectly emptied at least 
once a day; and if there is any decomposition of 
the urine or distinct muco-pus in it, the bladder 
must be daily washed out with a disinfectant. 
The effects of the retention on the kidneys and 
their function when the patient has been brought 
to the edge of disaster, are sometimes precipitated 
by the reflex effect of the passage of a catheter: 


then the patient is said to have “ catheter 
fever,” but the condition would have developed 
spontaneously in a few days, and are due essentially 
to want of the previous use of the instrument. Only 
two days ago I saw a gentleman whom I saw also a 
year ago in the early stage of this disorder. At that 
time he was having mysterious attacks every few 
weeks, in which considerable pyrexia lasted for 
several days. The doctor who was attending him 
had been greatly puzzled by these, and suggested 
various theories to explain them; but I found the 
patient was not emptying his bladder. Such at¬ 
tacks of pyrexia in that association are generally 
due to the interference with the action of the 
kidneys and the effect on the blood. The patient 
commenced the use of the catheter, had one more 
slight attack of pyrexia, had since used the catheter 
every day for a whole year, and had not had 
another attack. 

I ought to add, to avoid misconception, that in¬ 
continence is not always due to overdistension, 
any more than overdistension always causes incon¬ 
tinence. In many diseases of the spinal cord you 
have paralysis of the sphincter, urine is always 
escaping, and the bladder is always almost empty. 
In some others, the bladder is periodically emptied 
perfectly, by a pure, involuntary, reflex or auto¬ 
matic process. But in locomotor ataxy incontinence 
is generally due to overfilling. 

Of other motor symptoms, the next in importance 
are those with which we meet in the eye, of which 
the most common is the loss of the reflex action 
of the iris to light. This seems to be due to 
changes in the centre for this movement in the 
nucleus of the third nerve. Instead of this loss, or 
with it, there may be loss of accommodation, or loss 
of the action of the iris associated with ac¬ 
commodation. Frequently there is weakness of 
external ocular muscles, sometimes amounting to 
complete paralysis. Such weakness is usually at 
first transient, but after several successive attacks, 
which last longer and longer, the loss of power 
finally becomes persistent, and it may be present 
in muscles of both sides. All these ocular 
symptoms are probably due to central degenera¬ 
tion in the related nuclei. 

There is one important fact connected with this 
loss of action of the pupil to light. It is exceed¬ 
ingly common in tabes; tabes generally has 
syphilis for its antecedent, and this is also true of 
the isolated loss of reflex action to light, apart from 
the other symptoms of tabes, or even from any 
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symptoms of disease of the nervous system. 
Whenever you meet with it as a persistent, 
isolated, symptom, you will always be justified in 
suspecting that the patient has had syphilis, and in 
most cases you will find the suspicion verified. 
This indication is often of very great importance 
as putting you on the track of syphilis when you 
would not otherwise suspect it. 

Other cranial nerves rarely suffer in tabes: but 
in one of the patients I show you, by the courtesy of 
my friend, Dr. J. Taylor, under whose care the 
man is, there is a remarkable affection of the 
motor cranial nerves; not only the eyeball muscles, 
but the muscles of mastication are weakened, while 
the face, palate and larynx are also all more or 
less paralysed, one vocal cord being motionless. 

Remember this case as an example of the wide ex¬ 
tent of cranial nerve-palsy we sometimes meet with. 

There may be some actual loss of power in the 
hmbs, but only in late cases of true tabes. It is due 
to the fact that, ultimately, even the spinal motor 
structures may occasionally suffer; but such weak¬ 
ness is not part of the malady in its common form. 

Allied to the pains (which, I should have added, 
are often curiously paroxysmal) we have other 
paroxysmal symptoms which I need only mention 
—those which are called “ visceral crises ”—gastric 
pain and vomiting, laryngeal spasm, nephritic pains, 
rectal pains. These I can only mention to-day. 
But the affection of the sensory nerves has often 
another and very important consequence. The 
sensory fibres of the posterior roots are those 
which govern nutrition in all the structures except 
the muscles. We do not know how they govern 
nutrition; indeed we can only say that their own 
nutritional state seems to determine that of the 
tissues, so that the latter is disordered when the 
nerves are actively diseased. If they are the seat 
of acute inflammation, such as may be produced 
by passing a thread with some irritating material 
through the nerve, we have acute changes in the 
skin, but when there is merely chronic disease, 
slow, and without irritation, we have only a gradual 
thinning of the skin and wasting of the bones. 
For instance, such disease of the nerves of the arm 
gives rise, in the finger-tips, to thinning of the 
skin, and distinct narrowing of the ends of the 
phalangeal bones, and often also changes in the 
joints, by which adhesions form. When you have 
a peculiar irritation of the nerves, such as gives 
rise to the severe pains of tabes, changes may 
occur in the nutrition of the skin. The irritation 


of the nerves is shown by the intense hyper aesthesia 
that develops atr any spot in the skin to which the 
pains are referred. The influence on nutrition was 
curiously shown by one patient who had such 
localized tabetic pains in various spots on the hairy 
scalp. After the pains had lasted for a few days every 
hair broke off near its root, and when the pains 
ceased, the growth of the hairs became natural. 
Among the most common trophic changes, how¬ 
ever, are those of the bones and joints, when, 
instead of wasting, as they sometimes do, they 
enlarge, and new bone forms in an irregular 
manner. This may be due to an irritation, rather 
than to a mere defect of nerve influence. Its 
occurrence is an interesting illustration of the 
degree and extent in which the deeper nerves suffer 
in this disease. 

One other trophic disturbance is both common 
and of great practical importance. It is the ten¬ 
dency to deep “ perforating ulceration H on the 
toes, consequent on slight injury. It may reach 
the bone and lead to necrosis. These ulcers are 
often set up by the deep cutting of a com. 
Always impress upon a tabetic patient that no com 
should ever be cut: it may be softened by an 
alkali, and rubbed with sand paper, but should 
never be cut 

The symptoms of tabes are thus, you see, 
numerous and varied; and according to their 
grouping they present very different aspects. If 
you remember the leading features you will seldom 
have any difficulty in arriving at a diagnosis. But 
there are certain special sources of error in dia¬ 
gnosis which it may be well briefly to point out to 
you. I cannot attempt even to glance at all the 
elements of the diagnostic problems presented by 
the disease, and must limit myself to a few which 
are either of special importance, are instructive, or 
are likely to escape your notice until the occasion 
arises for using the absent knowledge. In patients 
who are in the first stage of the disease, before ataxy 
has developed, and in many of whom it never 
does develop, uncertainty is sometimes caused by 
the limitation of the chief disease to the dorsal 
region. The pains are then felt in the trunk, and 
may be thought, and often are thought, to be 
due simply to intercostal neuralgia. But loss of 
sensation accompanies them; and if you examine 
the legs carefully you will always find the knee- 
jerk absent, even when there is no anaesthesia of 
the limbs, and no pains are referred to them. 
Such a state has also been mistaken for growth in 


Digitized by 


Google 



The Glinioal Journal.] 


DR. GOWERS—LOCOMOTOR ATAXY. 


[Oct. 11, 1893. 373 


the spinal bones, but in this the terrible pain is 
especially related to movement of the spine, and 
that relation is never present in tabes. 

Other difficulties in the recognition of the malady 
may be due to the unusual character of the 
symptoms, or to the preponderance of special 
symptoms which may bring the patient under 
treatment. Many ataxies come to a doctor first 
simply because they cannot easily pass water. 
Whenever that is the case, without local cause for 
the difficulty, always suspect this or a similar con¬ 
dition, and test the knee-jerk. In other cases the 
gastric crises have been thought to be due simply 
to primary gastric disorders. These difficulties are 
chiefly due either to imperfect knowledge or to 
incomplete examination. But there are other, and 
more excusable diagnostic difficulties which arise 
from the occasional difficulty of distinguishing 
tabes from allied diseases. There are other morbid 
states which present almost the same symptoms. 
Especially is this true of chronic multiple neuritis to 
which I have already referred. When due to alcohol 
or arsenic it may be manifested by pains similar to 
some of those of tabes, as well as by loss of 
cutaneous sensibility, and also by loss of the knee- 
jerk, and distinct, even conspicuous, inco-ordination. 
This is true, as I have also mentioned, of the 
ataxic form of diphtheritic palsy; although, in this, 
pains suggestive of tabes are usually absent. But in 
all these cases the chief indication depends upon the 
detection of the cause, which you will seldom have 
difficulty in discerning, if only your scrutiny is 
properly directed by a knowledge of the possibility. 
Often also your opinion will be supported by the 
loss of pupil-action to light which is so common 
in tabes, but which is very rare in the maladies 
that may be mistaken for it. 

Another class of diagnostic difficulties is due to * 
the fact that there are cases which present all the 
symptoms of tabes, but others in addition. The 
most frequent and most important of these are 
cases of general paralysis of the insane. As a 
matter of fact, these patients have tabes; not only 
are its symptoms present, but its lesion exists; but 
they have also the cerebral degeneration which 
causes the special symptom, general paralysis. It 
is not a question of distinction; it is a question 
of recognizing the combination. As a rule, also, 
the common antecedent of pure tabes, syphilis, 
has also preceded the combined malady. 

Thirdly, there are cases which present some 
symptoms of tabes, only others are absent and are 


replaced by symptoms of a different character. In 
the malady which we term ataxic paraplegia there 
is conspicuous unsteadiness of movement and 
in- standing, but there is weakness as well; the 
knee-jerk is not lost; pains are slight; the pupil 
is not affected; and, as the weakness increases, 
there is an increasing tendency to extensor rigidity 
in the legs; and, with less power of movement, its 
disorder necessarily sinks into the background. 
This malady is due to a combination of sclerosis 
in the lateral columns of the cord, and in the pos¬ 
terior columns in the dorsal region, involving 
especially the ascending fibres of the posterior 
median columns, the fibres which, as we have 
seen, probably convey impulses to the cerebellum. 
It does not involve the fibres which convey 
impulses to the grey matter, at the level of origin, 
which subserve the knee-jerk. So the knee-jerk 
is not lost; the irritation of the nerves, which 
causes the pain, and their interruption, which 
causes the anaesthesia and the extreme ataxy, 
are absent. Wanting these features of tabes, the 
cases present the loss of power that is absent in 
typical and early tabes, and a sufficient examination, 
with adequate knowledge, renders the nature of the 
malady clear enough. 

In cerebellar tumour there is unsteadiness 
which reminds us of some cases of ataxy, and 
of the cases that I have just described. But there 
are not the other leg-symptoms of tabes, with 
one curious, but not frequent exception. Oc¬ 
casionally, the knee-jerk cannot be obtained in 
cases of cerebellar tumour. It is a curious fact, 
but we cannot yet give a satisfactory explanation 
of it. It is especially curious, on account of the 
association with unsteadiness of movement in 
both diseases—an association which is probably 
not accidental, but has a significance at present 
obscure. In cerebellar tumour there is no an¬ 
aesthesia in the limbs; very often, instead of an 
absent knee-jerk, this is increased, and there is 
even a foot clonus from pressure on the pyramidal 
tracts; headache and vomiting are conspicuous 
features, and the latter does not occur in isolated 
“ crises” as in tabes. Lastly, optic neuritis is 
extremely common, and atrophy, if found, is 
distinctly that which succeeds inflammation, and 
quite different from the atrophy of tabes. 

Lastly, some hysterical girls present some un¬ 
steadiness in walking, and the question of this 
disease has arisen. But they have no other symp¬ 
tom of tabes. The ataxy is trifling, and limited to 
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the maintenance of equilibrium. It may not be 
easy for you to conceive that such patients should 
be thought to be suffering from tabes, but this 
error is sometimes rendered more easy by the fact 
that no knee-jerk is obtained. In many cases of 
hysteria, and, indeed, in many perfectly healthy 
persons, the knee-jerk seems to be absent; some¬ 
times many attempts fail to obtain it. This is, 
however, simply due to the fact that the muscles 
are not relaxed, and a very slight voluntary con¬ 
traction of the flexors prevents the jerk. I believe 
the knee-jerk is never absent unless there is struc¬ 
tural disease in muscle, nerve, or cord, or (rarely) 
within the skull. Some fifteen years ago I pub¬ 
lished a number of cases in which it was absent 
under normal conditions. All I can say now is 
that I should like, very much indeed, to examine 
these patients again, because I have no doubt what¬ 
ever that I should now succeed in eliciting the 
jerk in every one of them. So, when I am told that 
the phenomenon is absent in a healthy person, I 
venture to doubt the fact, and in doing so I only 
treat the observations of others as I treat my own 
past observations. If the subject shuts the eyes, 
hooks the flexed fingers of the hands together and 
pulls on them, the jerk generally becomes distinct, 
though before it may have seemed absent. In a few, 
it may be necessary to let the legs hang vertically 
over the edge of a table, and it is always well to 
place your fingers on the hamstring tendons to 
ascertain their degree of relaxation. Yet, with all 
these precautions, I sometimes meet with cases in 
which I cannot obtain it on repeated attempts, and 
yet, next day, it is produced in such typical form 
as to prove that its absence had been apparent only. 
Regard then with doubt even your own observations 
on cases in which there are no other symptoms 
usually associated with its loss. 

What of the prognosis of this disease? First, 
remember that the malady involves very little 
danger to life, however extreme it may become, 
save by exhaustion due to laryngeal or gastric 
crises, or by the insidious development of some 
disease, such as pleurisy, which may not cause the 
warning pain that it produces with normal nerves. 
But one frequent and serious danger to life is 
directly related to the disease — that from the 
affection of the bladder, and impairment of the 
functions and structure of the kidneys, which I 
have already described. This danger may be pre¬ 
vented. On the other hand, unfortunately, actual 
recovery is even less likely than is death. 


The prospect, however, is not so gloomy as this 
statement may suggest. I speak of “ recovery” 
in the medical and accurate sense of the word. 
Short of the disappearance of all the symptoms of 
the disease, they may and often do lessen to a 
degree that is practically unimportant to the 
patient, and they still more often cease to increase, 
and, though continuing, are tolerable. In the 
majority of all cases, the disease, carefully treated, 
is not progressive. This is true at whatever stage 
it is met with. Only when the symptoms are 
rapidly or steadily increasing (especially if this is 
in spite of treatment) must you be apprehensive 
that the affection will go on to grave disability. 
On the other hand, in every stage you are not 
justified in holding out to the patient the anticipa¬ 
tion of more than arrest and a slight degree of 
improvement. More may be achieved, but you 
cannot reckon on it. In the early stages, arrest is 
almost tantamount to recovery, so far as the 
patient’s consciousness is concerned. You cannot 
say that the patient has actually recovered, because 
if you test the knee-jerk every year for twenty 
years, you will probably find it still absent. But 
happily the loss of the knee-jerk is hot a symptom 
which enters into the patient's consciousness unless 
it is assisted there by medical help. The pains, it 
is true, are not likely to leave consciousness un¬ 
troubled, but they often become trifling and can 
generally be relieved. 

Remember, moreover, in connection with the 
pains, this very important fact, that tabetic pains, 
however severe, do not necessarily mean continued 
increase of the disorder. They seem, once excited, 
to go on as a neuralgia does—without the morbid 
process becoming greater. They are merely a 
persistent effect of the persistent alteration of 
molecular nutrition. 

It is unfortunate that, in considering any disease, 
we are compelled to leave to the last the subject 
that is first in importance—its treatment. I have 
already told you that, in spite of its relation to 
syphilis, nothing is to be looked for from anti¬ 
syphilitic treatment. In very rare cases, of early 
stage and rapid course, Iodide of Potassium has 
apparently done some good. In many of these its 
influence has been combined with that of other 
agents, and it sometimes does good in diseases that 
are not related to syphilis. Certainly your ex¬ 
perience will soon demonstrate to you the accuracy 
of the general statement I have made. 

But if nothing is practically to be looked for 
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from anti-syphilitic treatment, much is to be dreaded 
from its energetic use. When a patient has passed 
the stage of active syphilis, and is suffering from 
the sequelae due to its residual influence, such 
treatment, and especially mercurial treatment, 
seems to intensify the tendency of the nerve 
elements to degenerate. I have seen some disas¬ 
trous cases, in which a grave affection of this 
character has immediately followed a thorough 
course of mercurial treatment, what they call 
abroad a “cure”—a term which bears to us 
more unconscious irony than it does to those who 
employ it. True, in many cases it may be wise 
to give the patient, for a few weeks, some Iodide 
of Potassium, because he is sure to be told that 
he ought to have had it, and it does not produce 
the harm of thorough mercurial treatment. It is 
often well to clear the therapeutic ground of any 
possible source of future, though baseless, feeling 
that anything has been neglected provided the 
measure involves no harm to the patient. More¬ 
over, that which is true of full doses of Mercury, 
is not true of small doses. There seems to be 
some truth in the assertion that very small doses 
of Mercury have a tonic influence on patients 
who have had syphilis, but who have ceased 
to be actively syphilitic. Such doses may, 
therefore, often be wisely given in combina¬ 
tion with other agents. But, in treatment by 
drugs, it is essential to realize the fact that the 
state and process you are striving to modify and 
arrest is essentially a degenerative process, a 
process of defective nutrition, tending to structural 
decay. As far as we can discern, it presents no 
difference from the similar condition that is due to 
other causes. Further, the medicinal agents that 
sometimes exert a distinct influence on the process, 
seem to do so irrespective of its causation. Among 
these agents, the first place must be given to 
Arsenic. Its influence is, in many cases, con¬ 
spicuous to no one more so than to the sufferer. 
It is very interesting to note that we may trace a 
reason for the effect in the fact that Arsenic has 
been proved to influence the nutrition of the peri¬ 
pheral nerves, especially the afferent nerves of the 
skin, which conduct sensation, and which also, as 
we have seen, determine nutrition; probably it has 
a similar influence upon the deeper afferent nerves. 
It has to be continued, however, for two or three 
months, and then, after one or two months 
omission, it may, with advantage, be resumed. 
The form may be either the Liq. Arsenicalis, or 


Liq. Arsenici Hydrochlorici, in a neutral or acid 
mixture, respectively, or the Arseniate of Soda in 
a pill. Phosphorus, which has so many points of 
similarity to Arsenic, may be given alternately, 
and Strychnia or Nux Vomica may be combined 
with either. 

Next in value to Arsenic I am inclined to place 
a drug which I have used in many cases—seldom 
without benefit—Chloride of Aluminium. I do 
not know whether it has been used by others in 
such cases. It seems to have a combined tonic 
and sedative influence on the structures affected. 
Only yesterday I had a letter from a doctor about 
a patient who said he had been taking Chloride of 
Aluminium some time ago with great benefit, but 
had lately been trying a number of things. The 
doctor informed me that with none of these did he 
get any improvement, rather, his walking and his 
pains became worse, but as soon as he resumed the 
Chloride of Aluminium he again began to improve. 
It seems to have an especial effect in lessening the 
tendency to the pains. The dose is two, three or 
four grains twice or three times a day after meals. 
It is fairly soluble, and you may give it in combina¬ 
tion with Belladonna, Indian Hemp, or Nux 
Vomica. Other tonics, as Quinine, and sometimes 
Iron, may be given with advantage in combination 
with Arsenic or Aluminium. Paroxysms of pain are 
most effectually relieved by Antipyrin or Acetanilide 
(once called Antifebrin). When superficial they are 
usually lessened by the application of Chloroform 
to the skin, and very certainly, for several hours, 
by the hypodermic injection of Cocaine at the 
upper part of the area of the skin to which they are 
referred. It does not influence the deep pains. 

No other local measures are of distinct use. 
Electricity is not generally of service. If, indeed, 
the muscles are energetically faradized, so as to 
stimulate and wake up, as it were, the afferent 
nerves, the patients seem afterwards to walk a little 
steadier; but I have not been able to feel sure that 
permanent good has resulted from a course of this 
treatment. 

These, then, Gentlemen, are the chief points 
with regard to the disease, to which I desired to 
direct your attention. I must hope that the facts 
I have mentioned, whether any of them are new 
to you or not, may be, at any rate, fixed in your 
minds by the relations I have pointed out, and 
those which have a direct relation to practical 
medicine may prove of service. 

We will now look again at the two patients whom 
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we saw last week, and examine them in the light of 
what I have been saying to-day. 

I here show you the patient with the remarkable 
affection of the cranial nerves—to an extent, in¬ 
deed, that we very seldom see. He has, as you 
observed last week, considerable ataxy, loss of 
knee-jerk, loss of sensation; he has even some loss 
of sensation in the region of the fifth nerve. His 
pupils are large, and do not act to light or to ac¬ 
commodation. Accommodation is probably para¬ 
lyzed. There is weakness of the right and left 
external recti muscles. The eyes are raised fairly 
well. The left converges much better than the 
right, although the right moves well in the lateral 
movements,—an illustration of the distinctness of 
the centres for the movement of the internal rectus 
with its fellow, in convergence, and that with the 
external rectus, in the lateral direction. There are 
conspicuous hollows in the position of the muscles 
of mastication, the temporals and masseters, and 
you can hardly feel any muscular contraction there. 
The motor branch of the fifth nerve on each side 
has evidently degenerated in extreme degree. The 
tongue is protruded well. He cannot bring his 
lips perfectly together, in consequence of weakness 
of the lower part of his face. He closes his eyes 
fairly well. He seems to close his glottis (as you 
observe by the explosive cough), although one of 
the vocal cords was found not long since to be 
paralyzed. 

In the second patient there is a remarkable 
defect of sensibility upon the chest. He is suffer¬ 
ing from the form of tabes to which I have already 
referred, in which there is greater damage to the 
nerve roots in the dorsal than in the lumbar region, 
so that there is a wide band of anaesthesia around 
the thorax. He has no pain, only tightness round 
the chest. The irritation in the nerve roots has 
only caused this sensation of constriction. This 
sensation occurs very frequently when the root 
fibres are damaged and irritated by other processes. 
It is not a rare symptom, however, in locomotor 
ataxy, so that you must not imagine, because you 
meet with it, that there is necessarily any focal 
lesion of the cord. 

Just below the nipple he ceases to feel a touch. 
Between the nipple and the umbilicus there is 
anaesthesia on the right side, but only in a much 
narrower band on the left. There is also a more 
extensive wider affection of the nerves of touch than 
of the nerves of pain. In the first patient there 
was a loss of the plantar and cremasteric reflexes, 


in the second the abdominal reflex should be 
lost in a greater degree on the right side than on 
the left. (On examination this was found to be 
the case.) It is distinctly greater on the left side 
on which the sensation of touch has suffered most 
impairment. The loss of reflex action of the skin 
is related in greater degree to the loss of tactile 
than to that of painful sensibility. 

Here I must stop. Let me beg you, however, 
to go on. Supplement any new knowledge you 
may have gained to-day by reading a systematic 
account of the disease; strive to cotinect the facts 
you thus learn with those you have just observed j 
and, above all, let the knowledge give point and 
effective power to the observation of the cases that 
are sure, sooner or later, here or elsewhere, to 
come under your notice. 


A CLINICAL LECTURE 

ON 

THE DIAGNOSIS OF ABSCESSES: 
AND ON THE NECESSITY FOR 
THEIR EARLY EVACUATION. 

Delivered at St. Bartholomew’s Hospital, July, 1893, 
By HOWARD MARSH, 

Surgeon to and Lecturer on Surgery at the Hospital. 


Many examples of abscess present no clinical 
interest. Their diagnosis is obvious, their treat¬ 
ment perfectly easy, and their course and result 
are favourable. But you will not have been 
engaged in the field of surgery many years before 
you are impressed with the fact that an abscess is 
not always so simple an affair as . you may at first 
have thought. There may be much difficulty in 
diagnosis, and there are some great calamities 
which may occur in connection with abscesses 
that in themselves present nothing that is either 
unusual or suggestive of danger. 

As to diagnosis. I suppose if you were asked 
how you would ascertain whether matter had 
formed in a part, you would say, “ I should feel 
for fluctuation ; ” and in respect to some forms of 
abscess no better answer could be made. In a 
considerable proportion of cases, however, you will 
find that fluctuation is not available, and that you 
must depend on other evidence. 

But, first, there are several points in regard to 
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fluctuation itself, which must be clearly defined 
and understood. The term means the wave-like 
displacement of fluid from one part of a cavity to 
another under the influence of alternate pressure. 

For instance, in a psoas abscess, when pressure 
is made alternately upon the upper and the lower 
parts of the swelling, the fluid is made to pass, 
like a wave, backwards and forwards, between the 
two points. To produce this pressure the fingers 
are used differently in different cases. But you must 
first prepare them by soaking them for a minute 
or two in hot water. The warmth of the water 
not only softens them and improves their sense of 
touch, but it insures that their temperature shall be 
at least as high as that of the surface of the patient, 
who is covered by warm bedclothes, or whose 
general or local temperature is perhaps consider¬ 
ably raised. It must be remembered that a sensa¬ 
tion of cold depends on relative temperature, and 
that fingers which feel warm to a healthy person in 
the open air will feel so cold as to produce, not 
merely discomfort, but positive distress in a patient 
whose surface is, from whatever cause, higher by 
several degrees. Fingers held close to the fire are 
imperfectly warmed, and, besides, are impaired in 
sensitiveness by having their epidermis rendered dry 
and horny. These may seem details, but can you 
tell me of any art in which details are unimportant ? 

In trying for fluctuation the fingers, a little flexed 
upon die melacarpal bones, must themselves be 
held straight If they are flexed, the nails cut in, 
and the ends only touch the surface. When they 
are straight the highly sensitive skin covering their 
palmar aspect at their tips is brought into use. 

In small and superficial collections of matter 
fluctuation is best produced by using only one 
finger of each hand, and pressing quite lightly. 
In larger collections you proceed differently. You 
use two or three fingers of each hand, and you first 
press firmly and equally with both, until you have 
established a certain degree of tension, and then, 
maintaining this tension, you press with the fingers 
of the two hands alternately. If you omit this 
preliminary of producing tension you will often get 
no fluctuation, even though a large collection of 
matter is present. Another method is to place 
your left hand, which may be called the “ watching ” 
hand, on some part of the suspected area, while 
with the right, or“ displacing ” hand, you press on 
different parts, so that the watching hand may feel 
a wave of matter rise against it. You then shift 
the watching hand to some other point and repeat 


the manoeuvre. This wave-like protrusion under 
the watching hand is often perfectly conclusive. 
Many abscesses are so situated, or are, in some 
portions of their extent, so deeply placed, that 
they do not fluctuate in all their bulk, but only 
when pressure is made on certain points. It is 
necessary, therefore, before concluding that fluc¬ 
tuation cannot be obtained, to examine for it by 
moving the fingers from place to place, over the 
suspected area, until every part has been thoroughly 
searched. It may take you some minute or more 
to hit upon the only two points between which 
fluctuation can be detected. 

You are likely, at first, to experience a difficulty 
in distinguishing between true fluctuation and the 
mere displacement of the substance of a relaxed 
muscle. If, for instance, you make alternate pres¬ 
sure upon two points on the same horizontal level, 
and about three inches apart, in the front of your 
thigh, you get what seems exactly like fluctuation. 
No doubt the displacement of a soft solid, and the 
displacement—that is fluctuation—of fluid, pro¬ 
duce very much the same sensation, but with 
practice you will be able to distinguish between 
them. It is entirely a question of elasticity. In 
the one case there is mere displacement, in the 
other to mere displacement there is added such a 
high degree of elasticity as is produced only when 
fluid is present, and which experience alone will 
enable you to appreciate. 

I may now turn to the question how far fluctua¬ 
tion can be regarded as an adequate evidence that 
inflammation has issued in suppuration, and that 
matter has formed. 

Now, fluctuation is a physical phenomenon, and 
it therefore postulates certain conditions. 

1. In the first place, matter must be enclosed in 
a circumscribed cavity, and not merely diffused in 
the subcutaneous connective tissue and fat, or in 
the interspaces of a limb. 

2. There must be fluid enough to be displaced 
in an appreciable manner, that is, there must be, 
even if it is superficial, at least half a teaspoonful. 
If deeply placed, for example, in the popliteal 
space, or beneath the gluteus maximus, a much 
larger amount would be required. 

3. The parts covering it must be sufficiently 
thin, for if matter is behind the mammary gland 
you cannot make it fluctuate ; nor could you if it 
were around the dorsal surface of the kidney, and 
therefore covered by the fat, muscles, and fascia of 
this part of the abdominal wall. 
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4. The parts covering it must be pliant. You 
could not produce fluctuation if you covered an 
abscess with a piece of card-board, and, in the 
same way, you will fail to detect it when the 
supexjacent parts are indurated and brawny, as they 
often are, e.g., in the side of the neck, the breast, 
the lumbar region, and the ischio-rectal fossa. 

5. You must have a firm background. If you 
place a bladder filled with water on a table you 
can easily produce fluctuation, but if you place it 
on a thick bed of cotton wool you cannot, for when 
you press upon it it will recede bodily, and no to 
and fro displacement of its contents can be produced. 

6. The part concerned must not be very sensi¬ 
tive. If an acute abscess has formed, e.g., in the 
mammary gland, the testis, the parotid, or in the 
sheath of a tendon, pressure produces such exquisite 
pain that you are not justified in employing it 
unless you use an anaesthetic. Nor is it likely to 
yield any conclusive evidence. 

Now, if you recall these six conditions which are 
necessary for the detection of fluctuation, you will 
see that there is only one group of abscesses in 
which they are all present. This group consists of 
abscesses which contain at least a drachm of matter, 
which are superficial, and which are unattended 
with brawny infiltration of the parts that cover 
them, and which are not very tender. They are 
best illustrated by psoas and iliac abcesses, chronic 
abscesses in the subcutaneous tissue, and by those 
large flaccid abscesses which are met with in the 
course of pyaemia. In fact, it amounts to this: the 
value of fluctuation as evidence of suppuration is, 
practically, limited to large chronic abscesses. In 
the diagnosis of other forms of abscess you must 
rely on evidence of a different kind, for some of these 
conditions are absent, and fluctuation cannot, or 
ought not to be produced, (i) Suppuration is often 
diffused— e.g. t in cellulitis of the neck, hand, fore¬ 
arm, and other parts—so that the pus, like water 
diffused through the loculi of a sponge, does not 
admit of wave-like displacement. (2) In numerous 
instances of acute abscess, pus must be let out 
when only a few drops have formed—in the sheath 
of a tendon, by the side of the bowel, near the 
urethra, in the side of the neck, and many others. 
It is said that Sir Benjamin Brodie, on receiving 
an urgent message to a house in his neighbour¬ 
hood, found a patient in great suffering from acute 
inflammation around a corn. Suspecting suppura¬ 
tion, he shaved off the corn, layer by layer; at last 
a single drop of matter welled up, and the patient, 


the moment tension was relieved, slapped Brodie 
on the back, and exclaimed, “ Thank God; I am 
in heaven! ” (3) Many abscesses are too deeply 
placed for fluctuation, e.g., in the loin, around the 
kidney, in the substance of, or behind the breast, 
or under a thick stratum of muscles. (4) Many 
are covered by structures that, instead of being 
pliant, are firm and rigid, e.g., the deep fascia, or 
the brawny and indurated integument and sub¬ 
cutaneous tissue at the nape of the neck, in the 
gluteal region, and other parts. (5) In such parts 
as the axilla, the abdominal wall, and the ischio¬ 
rectal fossa, there is no firm background, so that 
when pressure is made upon it the abscess merely 
recedes as a whole, and no fluctuation can be pro¬ 
duced. (6) Exquisite pain would be produced by 
an attempt to obtain fluctuation in acute abscesses 
in the breast, testis, tendon-sheaths, and in many 
other parts. It thus becomes obvious that there 
are numerous cases in which you must not rely 
upon fluctuation; and you will notice that it is 
precisely in those cases in which it is most impera¬ 
tive to detect the presence of matter while only a 
few drops are present, that fluctuation as an 
evidence of pus is so entirely worthless. 

But, as this is the case, what other tests are there 
upon which you may rely? There are several: 
some suitable for one case and some for another; 
and if you learn how and when each should be 
used you will seldom have a difficulty in ascertain¬ 
ing whether pus is present. 

2. Elasticity. Although an abscess is too small 
for fluctuation, you may find that it is elastic in the 
same complete degree as are hydroceles, thin-walled 
bursae, and many cysts. A small chronic abscess 
in the breast, or in subcutaneous tissue, is a good 
example of this. You examine for elasticity here, 
just as you would if you suspected hydrocele of 
the tunica vaginalis—steadying the swelling, and 
making it tense with one hand and pressing with 
one or two fingers of the other hand over different 
parts of its summit. The test is a critical one, and 
without a good deal of experience and a great deal 
of care, you are very likely to mistake the partial 
elasticity of a soft solid, e.g., a fatty tumour, or a 
sarcoma which is breaking down, for the perfect 
elasticity of a collection of pus. There are some 
who do not distinguish between fluctuation and 
elasticity. They say, for instance, that they detect 
fluctuation in a hydrocele, when they only make 
the sac tense and press with one finger. Let me 
advise you to regard them as two perfectly distinct 
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tests—for such, in fact, they are. No doubt, where 
you can detect fluctuation, there you can always 
detect elasticity also; and you may use it as con¬ 
firmatory evidence. But the point is, that in 
abscesses which are too small for fluctuation you 
can often detect elasticity. 

In that group of cases in which the inflammatory 
process is acute, and in which if matter forms it is 
imperative that it should be immediately evacuated, 
there are other signs which you will find trust¬ 
worthy ; these are the following: 

3. Pitting on pressure. This means that if you 
place the end of your finger—held horizontally— 
on the inflamed area, and press at first very gently, 
but gradually with some slight increase of firmness, 
and if you continue this pressure for ten or fifteen 
seconds, when you remove your finger you see a 
sharp-edged shallow pit, such as would be formed 
if you pressed upon soft putty. This shows that 
the tissues are infiltrated with serum, which your 
pressure has displaced, and the inference is that 
when, in the course of an acute inflammation, the 
stage of softening has been reached in the confines 
of the affected area, in the centre pus will have 
been already formed. This evidence that pus is 
formed is most distinct wherever areolar tissue and 
fat are abundant, e.g., around the breast, in the 
side of the neck, the axilla, ischio-rectal fossa, or 
the popliteal space. There are, however, obviously 
numerous conditions, apart from suppuration, in 
which pressure will lead to pitting:—anasarca, 
cedema from venous or lymphatic obstruction, 
acute subcutaneous emphysema, and others. So 
that before pitting on pressure can be relied on as 
evidence that pus is formed all the circumstances 
of the case must be carefully weighed. Other 
conditions which would produce it must be ex¬ 
cluded, and there must be symptoms to indicate 
that the case is one of acute local inflammation:— 
generally when pitting can be detected there will 
be swelling, redness of the skin, pain and tender¬ 
ness. Practical experience shows that in a case of 
acute local inflammation pitting on pressure is so 
nearly conclusive as evidence of suppuration that, 
when it is present, the part beneath it should be at 
once explored. Almost always a collection of pus, 
though it may be only a few drops, will be found. 
Sometimes, however, in diffuse cellulitis, pitting is 
present when pus is scattered in the areolar spaces, 
and not yet enclosed in a distinct cavity. But, 
even here, pitting is still a safe guide, for in such a 
case an incision is urgently required. 


4. The tender spot . In a case of acute local 
inflammation, e.g., in the side of the neck, or in 
the breast, attended with redness of the skin, and 
swelling, if you pass your finger—applied with a 
slight degree of pressure—over the surface, you 
may find some spot which is so markedly tender 
that when you touch it the patient winces and 
complains of sharp pain. The meaning of the 
tender spot is this: Beneath it there is a collection 
of pus, at present submerged, but yet not far from 
the surface, so that when you press directly over it 
tension causes an acutely painful sensation. 

5. The soft spot. When you pass your finger 
over the surface in such cases of local inflammation 
as I have just mentioned, you may often find that, 
while the general area is solid and brawny, there 
is some particular spot which is quite soft. This 
soft spot is generally small and clearly defined: in 
other cases it is irregular and more extensive. But 
the point is that, while the parts around are firm 
and indurated, here your finger sinks into a soft 
place—the edges of which you can generally feel 
are distinct and abrupt. These two spots—the 
tender spot and the soft spot—must be considered 
together. The tender spot indicates a collection 
of pus below the surface, the soft spot shows that 
the parts have undergone inflammatory softening, 
and that pus, travelling in the direction of least 
resistance, is now lying close beneath the skin. 
Leave affairs to take their own course for a few 
hours longer, and, as the skin becomes undermined 
and softened, it will be carried forward into a dis¬ 
tinct prominence, and the matter will “ point ” and 
then soon break through and escape. You will 
notice that these three conditions,—the tender 
spot, the soft spot, and “ pointing,”—mark suc¬ 
cessive stages in the passage of matter to the 
surface, i.e., the tender spot of to-day will be the 
soft spot of to-morrow, and the situation in which 
matter will “ point ” a day or two later. 

These phenomena—the tender spot and the soft 
spot—are of great value, for they not only show 
you that pus has formed, but they show you also 
where it is nearest to, and will ultimately reach, the 
surface; in other words, where you must let it out 
Ignore them, and (1) you will often have no means 
of detecting pus as soon as the case requires; 
and, (a) if, suspecting matter, you determine to 
explore, the result may be very unsatisfactory. 
You may fail to find the pus, or you may find it 
where it is a long way from the surface. This will 
involve three considerable drawbacks. First, you 
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may have to make so deep an incision that some 
important structure may be wounded; secondly, 
drainage through a thick layer of indurated tissue 
will be difficult; and thirdly, in spite of an incision 
elsewhere, pus will, at least in many instances, 
point and burst through the skin in the situation it 
originally threatened, and none may pass through 
your incision. Good surgery clearly demands that 
your incision should be made over the seat of 
future pointing; for here pus is most superficial, 
and will ultimately reach the surface; here only a 
thin stratum of tissue will be divided, and here 
free and complete drainage will be secured. 

6. Sometimes a deeply-seated swelling , in which, 
however, you can detect neither fluctuation nor 
elasticity, may constitute the only evidence—and 
yet, under the circumstances of the case, evidence 
enough—that matter is present. Thus a swelling 
under the glutei, just behind the great trochanter, 
in a case of tubercular hip disease, will in all pro¬ 
bability be a chronic abscess, and may be reason¬ 
ably explored in this anticipation. 

7. In some instances you may advisedly act on 
the assumption that matter has formed, not be¬ 
cause you can secure any evidence of its presence, 
but merely because a certain time has elapsed 
since the commencement of acute inflammation. 
Thus, if acute inflammation in the sheath of a 
tendon, say of a finger, attended with pain, swell¬ 
ing, and redness, has been going on for three or 
four days, or if there has been acute inflammation 
in the ischio-rectal fossa for the same time, it is 
right-on the ground that, in the time that has 
elapsed, suppuration will probably have occurred 
—to make a carefully-planned exploratory incision. 
In the majority of cases you will evacuate pus. 
The less the better. Your object, of course, is to 
interfere at the earliest possible moment—at the 
very commencement of suppuration—for to wait, 
when once pus has formed, involves a prolongation 
of the patient’s suffering, and also an increase of 
injury to the structures concerned. Nor need you 
be concerned if no pus is found. An incision, 
when proper care is used, will, by relieving tension, 
£nd by evacuating inflammatory products of an ir¬ 
ritating nature, arrest the process before the stage 
of suppuration is reached, and will thus save time 
and suffering, and avert dangers of a formidable 
kind. 

These seven indications of the existence of pus 
will—some in one case and some in another— 
enable you to detect suppuration in the great 


majority of cases.. Let me advise you to practise 
their use as carefully and as often as you can. 
Without great care and much experience, numerous 
mistakes, oversights, and delays are inevitable. 

Differential diagnosis . This is seldom difficult 
in acute abscess; yet it may be. Thus cases occur 
in which it is very difficult to say whether a patient 
has an abscess or a rapidly growing scirrhus of the 
breast. In both there may be rapid enlargement, 
dusky congestion of the skin, heat of the surface, 
and brawny induration. The physical symptoms 
may be, in fact, so much alike in the two condi¬ 
tions, that you will avoid a mistake only by a very 
careful study of all the attendant circumstances, or 
perhaps only by exploratory examination. There 
are two conditions, fatty tumour, and malignant 
disease, between which and chronic abscess very 
great similarity may exist. In regard to them, al¬ 
most every surgeon has made mistakes. He is 
happy who has no serious consequences of his 
erroneous diagnosis to regret. A chronic abscess 
and a fatty tumour present many points of close 
similarity. The growth of both is slow and pain¬ 
less, the skin over both is generally normal, and 
both are elastic. Two of the usual features of a 
fatty tumour—a clearly defined outline, and a 
border that slips away under pressure—may be 
absent, for the tumour may merge insensibly 
into the surrounding fat, and it may, when of long 
duration, become more or less fixed by adhesions: 
while its third, and most characteristic feature, 
“ dimpling ” when the skin is made tight over it, 
may be exactly imitated in a small chronic abscess 
lying deep beneath a thick stratum of fat, for this 
overlying fat may dimple as if a fatty tumour itself 
was present. In practice, remember the chances 
of error, and use all the care you can. In doubtful 
cases it is always best to explore with a large-sized 
hypodermic syringe. 

2. It is sometimes very difficult not to mistake 
a chronic abscess and a malignant growth the one 
for the other, for instance, in the breast, popliteal 
space, or iliac fossa. They may both be painless, 
may develop at about equal rates—so that there 
is a history in each of two or three months, or 
longer—and their physical characters may present 
a very high degree of similarity. Always bear this 
in mind, and, unless you feel quite sure—some¬ 
times a dangerous state of mind—as a matter of 
precaution use an exploring syringe, or cut into the 
swelling before you finally decide as to treatment. 

I will not, to-day, enter upon the subject of the 
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best method of opening abscesses, or on the ques¬ 
tion of after treatment. I will only express the 
opinion that, as a rule, to which there are but very 
few exceptions, pus should be evacuated as soon as 
it is detected, for, like urine or faeces it is an excre¬ 
tion, a substance that has been cast out beyond 
the pale of the economy. It can serve no useful 
purpose; on the contrary, it may, as you know, 
act prejudicially in many ways and in many degrees 
of urgency. Its presence, even if it is not actively 
mischievous, delays recovery. Often, however, it 
produces tension, and severe pain, and wide bur¬ 
rowing. But let me leave these familiar effects 
and allude to some of the calamities that may 
result from the manner in which pus may erode 
structures with which it comes into contact. This 
eroding action of pus is most graphically displayed 
in the vertebrae, the acetabulum, the articular ends 
of the long bones, and the tarsus and carpus,— 
parts that are sometimes completely destroyed. 
But it is when the coats of large blood vessels are 
involved that the calamities I have referred to are 
met with. I remember instances in which the 
following vessels have been perforated by this 
erosion:—the common, internal, and external 
carotids, the internal jugular vein, the external iliac 
artery and vein, the femoral artery and vein, the 
gluteal artery, the internal pudic artery, and even 
the aorta. And it is a noteworthy fact that in 
many of these cases the abscess was chronic, and 
characterized by no feature suggesting danger in 
any form. 

Here are three specimens from the museum in 
which the aorta has been thus perforated, and what 
more dread calamity could befal a patient ? No. 
1388 shows the arch of the aorta of a boy of eight, 
opened by the extension into it of an abscess 
formed in the root of the neck, and supposed to 
have been due to a cold. 

No. 1440 is the arch of the aorta from a man 
of 31, perforated by a chronic abscess, probably 
glandular, at the root of the neck; and No. 1439 
is the abdominal aorta of a man aged 28, into 
which a psoas abscess, connected with spinal caries, 
made its way. 

It is, as a general rule, only large arteries which 
are involved in accident of this description. 

Haemorrhage from small arteries, under similar 
circumstances is, I think, very rare, and the ex¬ 
planation, no doubt, is that a small artery in prox¬ 
imity with an abscess is usually obliterated by the 
inflammatory process in which it is involved, while 


the larger trunks cannot be the seat of such pro¬ 
tective closure. The formation of a communica¬ 
tion between an abscess and a large artery is an 
occurrence grave in the highest degree. The result 
is very generally fatal. The treatment is attended 
with difficulties which usually prove insuperable. 
Time will not allow me to discuss this subject, for 
a large number of points would present themselves. 
My object in alluding to this group of cases has 
been to direct your attention to them in their 
bearing on the views you should hold in regard 
to the early opening of abscesses. Pus can now 
be evacuated, due care being used, without the 
danger of any unfavourable result. And, besides, 
the more frequently mentioned grounds for early 
interference—the saving of time, the relief of pain 
(in acute cases), and the prevention of burrowing, 
—the fact that the eroding action of. pus may, 
though such an event is fortunately rare, lead to 
perforation of some large blood vessel, is another 
ground for the removal of pus without any long 
delay. 


THE TREATMENT OF 
BLENNORRHCEA NEONATORUM. 

• Read before the Illinois State Medical Society, May, 1893, 
By BOERNE BETTMAN, MJD., 

Professor of Ophthalmology in the Chicago Post- 
Graduate Medical School. 


When we consider that from 20 to 40 per cent, 
of our blind must attribute their affliction to blen- 
norrhoea neonatorum, we are forced to admit one 
of two things: Either the treatment is not under¬ 
stood, or it is not intelligently carried out by a 
great number of physicians. 

Our medical journals during the last decade 
teem with articles devoted to curative and prophy¬ 
lactic measures of this disease. 

Every physician at this date has been sufficiently 
impressed with the importance of employing pre¬ 
ventive treatment and of the gravity of blennor- 
rhoea neonatorum. 

Notwithstanding these long-continued and oft- 
repeated instructions as to the method of treatment, 
numerous children are still deprived of thefr vision. 
Many cases of blennorrhoea are lost. 

• We are indebted for this report to the “Journal of the 
American Medical Association.” 
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I have lately seen in consultation about a dozen 
babies where one or both corneas were destroyed 
when brought to my notice. 

An analysis of these and numerous other cases 
sent to me by physicians have convinced me that 
the majority of practitioners and a number of 
oculists are yet unacquainted with the therapeutic 
measures in force. Many of my colleagues had 
followed, as they informed me, either in person or 
by letter, the instructions as laid down in various 
text-books devoted to this subject. 

The routine treatment where any was attempted 
was the following: frequent cleansing of the eyes 
with a weak solution of Boric Acid, cold appli¬ 
cations to the lids, local applications once daily to 
the under surface of the lids of a solution of Nitrate 
of Silver varying in strength from £ to 2 per cent. 
Instillation of Atropine as soon as ulceration of 
the cornea appeared, and then consultation with 
the specialist before and after perforation of the 
cornea. 

I have made it a special point to read critically 
the chapter devoted to blennorrhoea in a number 
of text-books and essays, and will here record the 
views of a few. 

Noyes (edition 1890) says as soon as the se¬ 
cretion grows a little thicker and the swelling of 
the lids grow less, so that they can be everted, we 
are to resort to Nitrate of Silver in varying strength 
of from 1 to 2 per cent, (gr.v and x to 5j)« 

This is not to be dropped between the lids 
because it will endanger the cornea. Later on he 
recommends the use of the mitigated stick by 
skilful hands, “ in the later stages of the disease 
when papilliform swelling is extreme and the 
secretion is very thick.” 

In gonorrhoeal ophthalmia he also advises the 
use of a 1 or 2 per cent, solution. He dis¬ 
countenances strong solutions in these words : 

“ Formerly much stronger solutions were in vogue, 
but they are not to be recommended, except in 
extreme cases, viz.: 4 per cent. 

Edward Meyer of Paris (edition 1887) recom¬ 
mends Nitrate of Silver 8 grs. to Jj, but has pre¬ 
ference for the mitigated stick; the same treatment 
holds good for gonorrhoeal ophthalmia. 

C. E. de Schweinitz, 1892, also favours the use 
of a 1 or 2 per cent, solution. In severe cases 
the mitigated stick and even the solid pencil of 
Nitrate of Silver may be employed, great care being 
taken to neutralize the excess with a solution of 
common salt 


With reference to gonorrhoeal ophthalmia, he is 
quite decided in his utterances: “ At the proper 
stage Nitrate of Silver is the best remedy. It is 
rarely necessary to employ it in a strength greater 
than ten to fifteen grains to the ounce, but when 
granulations of the conjunctiva become exuberant 
the mitigated or solid stick at times alone will 
control the process.” 

Schweiger, of Berlin, recommends local applica¬ 
tion of £ per cent, solution of Argentum Nitricum 
at first, then later 2 and 3 per cent. He deprecates 
the use of the mitigated stick, fearing the cicatrices 
it might produce. 

Saemisch, vol. iv. (Graefe and Saemisch Hand- 
buch der Augenheilkunde), has written an ex¬ 
haustive treatise on this subject. He also 
favours weak solutions of Silver Nitrate first, and 
in aggravated cases the stick. He emphasizes the 
fact that the latter application be made to the 
retrotarsal fold only. 

Fuch’s instructions are rather meagre; he 
mentions only the 2 per cent, solution of Silver 
Nitrate, which is to be applied twice a day when 
the discharge is profuse. 

Theobald Woods (Reference Handbuch of the 
Medical Sciences) advocates a solution varying in 
strength from 2 to 4 per cent. 

Schmidt-Rimpler’s views almost coincide with 
those already given of the various writers here and 
abroad, regarding the strength of Silver Nitrate to 
be applied to the inner surface of the lids. The 
large majority are contented with a 2 per cent 
solution and the mitigated stick in the extreme 
cases. 

Solutions of this strength when used by com¬ 
petent hands will usually answer the purpose. 
The directions are not ordinarily explicit enough 
for the general practitioner. They suffice for a 
specialist who can take a great deal for granted. 

Gentlemen, you will agree with me that a 
certain amount of skill is required to evert the 
lids and much more is requisite to bring the upper 
retrotarsal fold to view. Therein lies the solution 
of the problem. The remedy must be brought to 
bear on the cul de sac , that lax conjunctival tissue 
full of folds which is reflected from the upper lid 
margins on to the eyeball. 

Two per cent, solutions applied to the tarsal 
part of the lids will not answer the purpose in 
most cases. 

The practitioner makes the application to this 
part of the conjunctiva with the conviction that he 
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has conformed to the rules laid down by writers. 
Soon the cornea becomes affected, and the 
specialist is called in. 

The use of the mitigated stick is a dangerous 
remedy to the inexperienced. If not carefully 
applied sloughs may result, causing great loss of 
tissue and formation of cicatricial bands. 

Again, it has been my experience that a 2 per 
cent, solution is often not nearly strong enough to 
control the purulent discharge. I have repeatedly 
treated neglected cases when nothing weaker than 
a 10 or 15 per cent, solution would answer the 
purpose. 

The main object of this paper is to emphatically 
denounce the idea which prevails among the fra¬ 
ternity that a 2 per cent, solution of Silver Nitrate is 
a specific for all cases of blennorrhoea neonatorum. 

The erroneous impression is largely due to the 
meagre instructions of the text-book writers, and to 
the fears which have been instilled into the minds 
of physicians through teachers of the deleterious 
action on the cornea of a stronger solution than 
that of 2 per cent. 

These precepts have fallen upon fertile ground, 
and have so imbued the mind with the dangers 
attending a strong solution of Silver Nitrate that 
even a weak one is used with trepidation. 

The treatment of this disease does not only 
consist in using Nitrate of Silver, but in knowing 
when and how to use it. 

To understand this more fully we must briefly 
consider the various stages and forms of blennor¬ 
rhoea. Two great varieties are recognized: The 
mild type, characterized by a slight muco-purulent 
discharge and little swelling of the conjunctiva; 
and the other more severe form, showing profuse 
discharge of creamy pus associated with a severe 
swelling of the conjunctiva and lids. 

Both have a first stage of conjunctival congestion 
and swelling with no purulent discharge, and a 
second stage which only then exists, when a 
purulent secretion is established beyond a doubt. 

The milder form of the trouble is readily con¬ 
trolled by cold applications to the lids, and in the 
second stage by the instillation of saturated solu¬ 
tions of Boracic Add every two hours, and a daily 
application to the everted lids and cul de sac of a 
1 or 2 per cent, solution of Silver Nitrate. 

The more virulent form requires more energetic 
measures. During the first stage caustics must 
never be employed; they are absolutely injurious 
to the swollen glistening conjunctiva. 


The physician must content himself with ex¬ 
plicit directions to the nurse to cleanse the parts 
every hour or two with a solution of Bichloride of 
Mercury, 1 to 5,000, and a saturated solution of 
Boric Acid. Cold cloths taken from a cake of 
ice must be placed bn the eyes day and night, 
and changed as soon as warm. A point of great 
importance is to warn the attendant not to injure 
the cornea with pipette or brush. If the cornea 
is denuded of epithelium the least degree, a 
means of entrance is opened to the germs which 
rapidly multiply and cause ulceration of the tissue. 
When the purulent secretion begins then, too, 
begins the active work of the physidan. The 
child’s head must be taken between the knees* 
covered with a towel, the lower lid everted, and 
the cornea covered with the upper one. 

It is wiser to begin with the application of a 
2 per cent, solution of Nitrate of Silver. This 
must remain in contact with the conjunctiva until 
it changes to a milky, bluish appearance. The 
excess of fluid is then removed with a brush 
dipped in water. If the solution employed should 
be a stronger one, it will be well to neutralize it 
by washing the parts with a weak solution of salt 
water. 

The upper lid is treated in the same manner, 
the cornea being protected by the drawn up 
lower lid. 

Of paramount importance is the retrotarsal 
fold. The rolls of swollen conjunctiva in this 
seat of danger must be consdentiously cleansed 
and similarly treated. 

If this strength of Nitrate of Silver solution 
does not decrease the amount of discharge a 
stronger, 6 per cent., must be employed the next 
day, and so we must be guided as to the strength 
of the application by the quantity of secretion. 

I have frequently employed in dangerous cases, 
in rapid succession, an 8, 10, and 15 per cent, 
solution, and feel convinced that the energetic 
employment of these powerful measures, and these 
alone, saved the cornea. 

If great chemosis exists at the comeo-scleral 
margin, no delay in scarifying these parts should 
be countenanced. Prompt, decisive action, is 
essential in the various stages of this disease. 

The use of caustics is not recommended oftener 
than once every twenty-four hours, because it re¬ 
quires that length of time for the tissue changes to 
be effected. 

Vaseline has of late years been much employed 
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as a valuable lubricant to the inflamed conjunctiva, 
and as facilitating the removal of the secretion 
from the folds of the mucous membrane. 

As soon as the swelling visibly subsides and 
the discharge decreases, I invariably employ hot 
fomentations; my object now being to hasten the 
elimination of broken down material and to favour 
a more rapid resolution. The hot applications are 
made two hours in the morning and two in the 
afternoon, the instillation of antiseptic measures 
being continued in the meantime. Ulcerations of 
the cornea require the additional use of Atropine, 
and in case they are of a progressive character, 
application of a 95 per cent, solution of Carbolic 
Acid to the surface of the ulcer or the actual 
cautery. 

A paper of this nature would hardly be complete 
were not mention made of the well-known pre¬ 
ventive measures. I am often astonished at the 
indifference shown by the profession to these 
thoroughly tested and efficient means. 

The statistics of the largest hospitals in the 
world have proved their use beyond a shadow of a 
doubt. I will not tire you by repeating this long 
list of tables, but will content myself by assuring 
you that the percentage of infection of the eyes of 
new-born children has fallen in institutes, where 
these measures are systematically enforced, from 
5 and 10 per cent, to a fraction of 1 per cent. 

My friend, Dr. Mitchell, kindly compiled the 
obstetrical cases which were found in the Cook 
county hospital during a period of five years, from 
1883 to October, 1888, 1,232 cases. Only two 
cases of blennorrhoea neonatorum are recorded. 
During most of the service Houseman’s method 
only was employed and it was found sufficient. 

Houseman’s method which consists of vaginal 
douches of a 1 per cent, solution of Carbolic Acid, 
or a weak solution of Bichloride before labour is a 
simple way of rendering the genital organs aseptic. 

Every prospective mother should be instructed 
as to this method by her accoucheur. A double 
precaution is Crede’s method. A single drop of 
a 2 per cent, solution of Nitrate of Silver is to be 
instilled into the eyes of every new-born child. 

I feel confident that we specialists would be 
called to attend fewer cases of blennorrhoea neona¬ 
torum if these rules were universally enforced, and 
I am equally convinced that fewer cases of ulcer¬ 
ation and loss of the cornea would ensue if the 
use of a stronger solution of Argentum Nitricum at 
fimgg were advocated by teachers and writers. 


THERAPEUTICAL NOTES. 


Methyl Chloride in Neuralgic Affections. 

—Hertmann describes his experience with this 
remedy, which has been greatly used in France for 
affections of the nerves, etc. The substance in a 
liquid state is preserved in iron cylinders resembling 
syphons, and is allowed to escape from a distance 
of about half a metre from the affected part, which 
thereby is cooled to 23 0 C., and according to in¬ 
tensity of application more or less frozen to some 
depth. An intense reactive hyperemia follows, 
frequently accompanied by blisters, in the course 
of a few hours. The author gives exact details of 
treatment in twenty-nine cases, comprising fifteen 
patients with sciatica, five with intercostal neuralgia, 
the remaining suffering from lumbago, coccygo- 
dynia, chronic rheumatism, etc. Twice treatment 
failed, possibly in one instance—the first experi¬ 
ment—owing to insufficient application, and in the 
other in consequence of pressure of an abscess on 
the nerve. The majority were absolutely cured or 
more or less relieved by each operation, the number 
of sprayings in each patient averaging two to three. 
The whole of the affected area should be covered 
with the white powder which forms on the skin, 
one spraying often sufficing to produce a cure. 
The objections hitherto urged are the possibility of 
erysipelas, lymphangitis, and even gangrene; but 
the author, among seventy administrations, observed 
no evil results beyond occasional blistering, not 
severe in character, and he considers the proba¬ 
bility of more serious troubles to be remote, and 
not more likely to occur than with sinapisms, etc. 
In order to guard against gangrene, patients suffer¬ 
ing from albuminuria and glycosuria might be 
excluded from this treatment. The author con¬ 
siders that the treatment involves less expenditure 
of time and money than either faradization or 
massage, a filled cylinder being sufficient for four 
to eight sprayings.— (Therap . Monatsh.) 


The Antiseptic Effect of Salol on the 
Urinary Tract. —According to Bazy, Salol taken 
by the mouth acts as a powerful antiseptic on the 
urinary tract. To obtain this effect, however, 
it is necessary to administer during the 24 hours 
from 60 to 80 grains. In cases of urethral fever, 
occurring * as the result of catheterization, such 
treatment not only relieves this condition, but 
enables the catheterization to be resumed without 
any recurrence of the fever, so long as the patient 
is taking Salol to this amount per (hern. 
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A CLINICAL LECTURE 

ON SOME OF THE 

SPECIAL METHODS OF PHYSICAL 
DIAGNOSIS IN CHILDREN. 

THE CLINICAL THERMOMETER AND 
THE OPHTHALMOSCOPE. 

BY 

A. ERNEST SANSOM, M.D., F.R.O.P., 
Physician to the London Hospital. 

Mode of using the clinical thermometer — mobility of 
temperature in childhood—diurnal variations—circumstances 
calling for the use of the ophthalmoscope—chief abnormal 
conditions indicated—preparations for ophthalmoscopy— 
examination of cornea and lens—the direct and indirect 
methods—normal appearances in childhood—optic neuritis 
—its significance—optic atrophy—tubercles in the choroid 
—opaque nerve fibres—retinitis pigmentosa—albuminuric 
retinitis—glioma—choroiditis—coloboma of the choroid— 
embolism of central artery of retina—errors of refraction. 

The temperature of the body in children is 
generally estimated by the clinical thermometer 
introduced into the fold of the axilla , the fold of 
the groin , or the rectum . The point of the first 
importance is that you should carefully see that 
the index is shaken down well below the arrow 
indicating the normal temperature, 98.4° F. It 
should stand at 95 0 , for subnormal temperatures 
are much more frequently registered in the child 
than in the adult. When the temperature is taken 
in the axilla the arm should be retained close to 
the side for a few minutes before the thermometer 
is introduced, the child being kept from the cooling 
influence of the air by a wrap over the shoulders. 
Then the instrument, with index properly set, 
should be introduced well into the axilla, and the 
arm again brought closely to the side. This should 
be done by yourself, or by some person who knows 
how to do it, and who will be careful that nothing 
intervenes between the skin and the instrument. 
Once introduced, leave the child in the care of its 
attendant, and do not remove the thermometer 
until at least five minutes have elapsed. The same 
rules are applicable when the temperature is taken 
in the groin, as it may be in cases wherein the 
child frets at the presence of the thermometer in 
the axilla. 

For infants and young children, in cases of coma 1 
Vos* II , No. 26 . 


and during sleep it is very desirable to take the 
temperature by introducing the thermometer, pre¬ 
viously oiled, into the rectum. Oftentimes this in 
no way distresses the child, does not waken it from 
sleep, and registers the maximum temperature 
more quickly than in the other situations. In 
cases of doubt, or where the temperature observa¬ 
tion is of special importance, let it be made in two 
situations, axilla or groin and rectum. 

As regards the significance of the thermometric 
data, you must remember that the temperature in 
early life is very mobile. It may sink low and may 
also rise high in response to very trivial causes. I 
have known a temperature of 105° fall to the 
normal when a mass of worms has been expelled 
from the rectum. 

The Ophthalmoscope .—You may be called upon 
to make a careful examination of the eyes by your 
natural or assisted vision. Such examination will 
be necessary under the following circumstances: 
(a) The mother, or nurse, is uncertain whether or 
no the child can see; or you have noticed during 
your general examination that the movements of 
the eyes are apparently purposeless, that the vision 
is not directed to definite objects, nor, perhaps, to 
the inlets of light natural or artificial. Then may 
arise the question whether there are any physical 
impediments to the sight, or whether there is a 
condition of idiocy. Such questions may be solved 
by your own unaided inspection. Opacities of the 
cornea or of the lens may be evident, or adhesions 
of the iris, the sequelae of a foregone iritis, may be 
manifest. Assuming that these conditions are not 
existent, it may be that ( b) there are signs or 
symptoms of some disease or disorder of the 
nervous system. In such case an ophthalmoscopic 
examination should be your routine practice. 

Medical ophthalmoscopy in children is usually 
brought into requisition to ascertain one of the 
following points: 

Is optic neuritis (or optic atrophy) present? 
Are there any changes present which will render the 
diagnosis of general tuberculosis fairly definite? 
Can we find changes suggestive of the existence of 
congenital syphilis? The child suffering from 
frequent headaches, are there errors of refraction or 
difficulties of accommodation? A baby may be 
brought who “ does not take notice,” and it may be 
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necessary to examine whether any changes can be 
found which will answer the question, “ Can the 
child see or not?” 

The chief abnormal conditions met with in 
children are optic neuritis and atrophy; patches of 
choroiditis or choroidal atrophy; tubercle of the 
choroid; haemorrhages into the retina; retinitis 
pigmentosa; tumours of the retina. In connection 
with optic nerve changes we must think of con¬ 
genital patches due to “ opaque nerve fibres,” and 
in connection with choroidal changes a congenital 
affection known as coloboma of the choroid. 

Now as to the method of examination. First, 
the preparation. In my own opinion you should 
always make your first ophthalmoscopic examina¬ 
tion without the aid of Atropine to dilate the pupil 
In some cases the orifice is so wide that dilatation 
is unnecessary, and you run no risk of disturbing 
the little patient by a preliminary proceeding. 
Again, it may be that you discover an inequality of 
the pupils, or a difference in their behaviour under 
the incidence of light, when the beam of your 
mirror falls upon them; inequalities or differences 
which might have been previously unnoticed. 

It must be understood, however, that for the 
satisfactory examination of infants or children by 
the ophthalmoscope, it will probably be necessary 
to make repeated attempts at different times. At 
your first sitting you will, as I said, refrain from 
the use of Atropine, and will note all that you 
have been able to observe. Perhaps that may be 
very little, for you may get only the outline of a 
branch or two of the vessels as they pass over the 
field during some chance movement of the eyeball, 
or it may be a flying view of the disc. At your 
next attempt you may think it advisable that 
Atropine should dilate the pupil, and so make 
your examination more easy. In such case it is 
better that the nurse or attendant should be 
instructed to introduce, by means of a camel’s hair 
brush, a drop or two of the solution of Atropine, 
into the hollow formed by depressing the lower 
eyelid, or to wet, with the brush dipped into the 
solution, the borders of the lids. You, of course, 
defer your examination till the pupils are well 
dilated. 

In quite young children it is often necessary to 
administer Chloroform before any satisfactory ex¬ 
amination can be made; infants take this an¬ 
aesthetic well, and no ill result seems to follow its 
administration. The use of Atropine is generally 
advisable, for it does not affect children injuriously 


in any way, and dilatation of the pupil is very 
advantageous, or even indispensable in restless 
children, or where it is desirable to explore the 
periphery of the fundus. A good light is a great 
desideratum; a cheap paraffin lamp with a tin 
reflector behind answers every purpose. I have 
often used two candles tied together, their adjoin¬ 
ing surfaces pared so that the two wicks approxi¬ 
mate ; so one gets a broad flame. If the wick is 
flat, the broad surface (not the edge of the wick) 
should be turned towards the observer. 

Almost any of the modern “refraction” oph¬ 
thalmoscopes will serve. The cheapest and 
simplest, perhaps, and at the same time, efficient 
are De Wecker’s and Couper’s; the more expensive 
ones are too numerous to mention. The oph¬ 
thalmoscopic mirror should have a small perforation 
(not more than two millimetres in diameter). It 
should either be oblique or capable of being 
rotated on its vertical axis. It is very desirable 
to have a series of lenses in a disc, or discs, 
rotating behind the aperture of the mirror. In 
cases of myopia it is, of course, impossible to 
obtain a view of the fundus by the direct method 
without a correcting concave glass. If the ob¬ 
server has any error of refraction it is better 
corrected by a lens in the rotating disc, than by 
means of spectacles. 

The cornea and lens should be carefully in¬ 
spected to exclude opacities which may cast 
shadows on the fundus, and lead to erroneous dia¬ 
gnosis of some change in retina, choroid, etc. A 
“ pyramidal,” “ conical,” “ anterior polar” cataract, 
or a “lamellar” (“zonular”) cataract, may easily 
escape observation. The best plan is to focus the 
light of a lamp, with a lens, on the cornea: the 
method of “ oblique ” or “ focal ” illumination, as 
it is called. The pupil should also be illuminated 
by means of the ophthalmoscopic mirror alone, 
held at some distance from the eye. The whole 
pupil should appear of a uniform reddish yellow 
(orange) tint; any patchy appearance should lead 
to careful examination of the different media. 

I shall assume that you have already acquired 
some facility in the use of the ophthalmoscope in 
the case of the adult. Assuredly you should not 
begin to learn ophthalmoscopy upon the infant or 
child; the details which I shall give are supple¬ 
mentary to those with which you have already 
become familiar. 

Dr. Clifford Allbutt has said, “ If children are 
gently and cautiously handled, the discs may be 
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seen in a large number of instances. Let the 
mother hold the child in her arms in a natural, 
easy position, with its back to the lamp, and then 
let an assistant dangle a bunch of keys in the 
direction in which the visual axis should be. The 
disc will come quickly into view, and must be 
caught flying. It has often happened to me to see 
a fretful child charmed at once into silence when 
the beam has been thrown into its eye. The 
wonderful bright thing may fascinate it, and make 
it forget its woes for an instant; if so let not the 
golden moment slip away, for it does not return. 
Suckling infants should be put to the breast; while 
the mother gives suck and caresses the child the 
observations, in the majority of cases, may be 
easily made.”* 

The easiest method of examining the fundus is 
the “ direct ” method, as it is called. The mirror 
is brought close to the eye to be examined, and the 
observer will see the fundus without any difficulty 
if he will recollect to imagine that he is looking at 
some object at a great distance, so as to relax his 
accommodation. At first there is a great tendency 
fo look at the eye itself; this leads to exercise of 
accommodation, and the fundus cannot be seen. 
The difficulty is soon overcome, with very little 
practice, if the observer will not attempt to look at 
what is in front of him, but, rather, fancy that he is 
looking vaguely into the distance. After a few 
trials details will become visible, as soon, in fact, 
as facility in relaxing accommodation is acquired. 

In order to obtain a view of the optic disc, the 
best plan is to induce the child, if possible, to look 
straight forwards. The physician then pfaces his eye, 
right for right eye, and vice versd for the left; 
he must then, of course, be opposite the yellow 
spot By moving his head very slightly outwards 
and downwards, he will bring the disc which is to 
the inner side of and above the yellow spot into 
view, or, if retinal vessels are seen, they may be 
traced to the disc. 

If the observer finds that he cannot see the 
fundus by the direct method he must suspect 
myopia, and try whether a concave glass will not 
enable him to overcome the difficulty. It is rarely 
that hypermetropia is sufficient in degree to in* 
terfere. To diagnose between the two it is only 
necessary to illuminate the pupil with the mirror 
at a distance from the observed eye, and notice 

* “The Use of the Ophthalmoscope in Diseases of the 
Nervous System,” etc., by Dr. T. C. Allbutt, M.A., etc. 
London and New York : Macmillan & Co., 1871, p. 19. 


whether any retinal vessels come into view as the 
observer’s head is moved slightly from side to side. 
If a clear distinct image of a vessel, or of the disc, 
can be obtained, some error of refraction is pre¬ 
sent. If the vessel is seen to move in the same 
direction, to the right or the left, as the observer’s 
head is moved, there is hypermetropia, probably. 
If the vessel moves in the opposite direction, then 
there will certainly be myopia present. The test 
termed the “shadow test” (retinoscopy-kerato- 
scopy) is a better one, but cannot be advantage¬ 
ously described here; it is treated of in special 
works on the eye. After some practice errors of 
refraction can be diagnosed, and the degree ap- 
' proximately estimated by bringing the mirror close 
to the eye to be examined (the direct method), and 
finding with what glass in the rotating disc the 
details of the fundus can be clearly seen. Atropine 
is necessary, and the observer’s accommodation 
must be fully relaxed. It is often difficult, how¬ 
ever, to get a child to remain steady enough for a 
very accurate examination, but valuable informa¬ 
tion may constantly be obtained. 

The “ indirect ” method (with mirror and lens) 
is more difficult usually than the direct method. 
The image is smaller, and, therefore, details are 
not so well made out. It possesses the advantages, 
however, of more easy exploration of the whole 
fundus; the relationship of the various parts to 
one another can be more readily made out, and it 
is available for all states of refraction indifferently. 

It is well to become thoroughly acquainted with 
normal conditions before pronouncing as to the 
presence of morbid states. When changes which 
are but slightly marked are supposed to be present 
it is always well to compare, if possible, with the 
appearances in the eyes of children of about the 
same age presumably normal. The aspect of the 
choroid (owing to variations in the amount of 
pigment), the relative size of the retinal vessels, 
the appearance of the disc, etc., vary greatly within 
normal conditions, and differ from those met with 
in the eyes of adults. 

There is very little pigment in the retina or 
choroid in infants, and the choroidal vessels are not 
obscured by pigment. The reflected hue from the 
choroid is of a more brilliant red (orange) than in 
the adult, and there is less distinction between the 
disc and the choroid. An observer, unless on his 
guard, is very liable to think that atrophy of the 
disc is present in infants, for the disc often seems 
pale and grey when it is not so really. The 
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choroid always looks thin and may be supposed 
to be diseased by anyone not familiar with the 
normal fundus in infants. In older children the 
retina and choroid become pigmented in various 
degrees, just as the hair and skin, etc., differ in 
different children. Careful inspection of one of 
the excellent atlases easily accessible (Liebreich’s 
especially, or Galezowski’s) will give a better idea 
of the normal and morbid states of the fundus 
oculi than any description can possibly do. 

Optic Neuritis . (Papillitis, intra-ocular neuritis). 
In a well-marked case this will be recognized by 
swelling (oedema); by the indistinct margins of 
the disc, hidden here and there by lymph (fluffy 
or woolly-looking disc); by the engorged and 
tortuous vessels, also concealed in places by spots 
or blotches of lymph, and by the presence of 
haemorrhages generally tending to be linear or 
streaky. Most of these conditions will be present 
in any pronounced case of optic neuritis such as 
is commonly met with in cases of cerebral tumour 
or other 44 coarse ” intra-cranial mischief; but all 
gradations are met with in practice, and very 
slight change may yet be so definite that we have 
little hesitation in asserting the presence of optic 
neuritis. Formerly, various stages and varieties of 
this affection were described as distinct from one 
another; but such great varieties occur in in¬ 
dividual instances of the supposed different forms 
that I shall not here attempt any such classifi¬ 
cation. 

Supposing that you are satisfied that optic neuritis 
is present, what are you entitled to infer in regard 
to disease in the child ? (i) There may have been 
injury to the head, with or without inflammation of 
the membranes. (2) There may be tubercular 
meningitis; Dr. Garlick in 26 fatal cases of tuber¬ 
cular meningitis found only three in which optic 
neuritis could not be discovered by ophthalmo¬ 
scopic examination, and in one of these three the 
meningitis was not basic, but of the convexity. 
(3) There may be tumours of cerebrum or cere¬ 
bellum ; or (4) growths in the dura mater at the 
base of the skull.* 

In cases of meningitis the disc will not in¬ 
frequently be found congested, swollen, and the 
margins blurred (an early stage of neuritis, in fact), 
without the changes ever passing into a condition 

• Cf. “ Optic Neuritis in Intracranial Disease,” by Walter 
Edmunds, M.D., and J. B. Lawford, M.D. ; “ Trans. Oj>h- 
thalmological Society of the United Kingdom,” vol. iii., 
p. 138. 


of well-marked neuritis, with obvious lymph or 
haemorrhages. Papillitis (intra-ocular neuritis) 
may be observed in connection with almost any 
form of intra-cranial mischief. It is then com¬ 
monly spoken of as descending neuritis. 

Optic neuritis (double) is not at all uncommon 
in children in association with an illness simulating 
an attack of 44 low fever.” There will be pain in 
the head, and repeated attacks of vomiting in¬ 
dependent of the administration of food, 41 purpose¬ 
less” vomiting, as it has been called. On con¬ 
valescence, it will be found that the child cannot 
see; and on ophthalmoscopic examination optic 
atrophy will be detected. If an examination is 
made during the illness, well-marked optic neuritis 
will be discovered. These children often remain 
in good health, at any rate for a long while, and 
no further symptoms arise to throw light on the 
intra-cranial changes setting up the optic neuritis. 

A peculiar form of the affection, characterized 
by a pale appearance of the fundus, large veins, 
haemorrhage, and effusion of lymph, is met with in 
leucocythemia; and optic neuritis has also been 
recorded as a consequence of purpura (Dr. Lawford, 
“Trans, of Ophthalmological Society of United 
Kingdom,” vol. ii., p. 86). It is also not uncom¬ 
mon in infants the subjects of congenital syphilis. 

Optic Atrophy is recognized by pallor, and 
diminution of the retinal vessels; there is none of 
the pink tinge which should be present in the 
disc, and a marked contrast exists between the 
colour of the fundus generally, and that of the 
disc, whereas in children usually the contrast is 
less than in adults. The atrophy is, in children, 
almost always 44 consecutive ” to neuritis; it may, 
however, be met with as a primary affection. It 
often occurs in several members of the same family 
without any cause being assignable, and it may be 
discovered in the subjects of congenital syphilis. 

Haemorrhages into the retina may be met with 
now and then after injury to the head, and not at 
all infrequently in cases of purpura. 

Tubercles in the Choroid . In a certain proportion 
of cases of acute tuberculosis, small white, or 
yellowish, elevated spots will be found in the 
choroid, and mostly near the disc. They will be 
observed definitely behind retinal vessels. In the 
majority of cases of acute tuberculosis no such 
tubercles will be detected, and, therefore, their 
absence does not affect the diagnosis; if, however, 
in any doubtful case of illness, with febrile 
Symptoms, in a child, such spots are present in 
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the choroid they are almost conclusive as to the 
case being one of general tuberculosis. The 
tubercles are deeply placed in the choroid, and 
therefore ill-defined; they are generally few in 
number, and are sometimes only found shortly 
before death. There is no pigment disturbance, or 
scarcely any. Tubercles are also found in a chronic 
form when they are usually isolated, or very few 
in number, and are larger and undergo degenera¬ 
tion; under the microscope caseous change and 
“ giant ” cells may be detected. 

Gowers says that choroidal tubercles are practi¬ 
cally confined to the cases in which tubercle is 
widely distributed. The observation of their 
presence may be important as evidence of general 
tuberculosis, especially in cases in which the 
diagnosis of acute tuberculosis from other acute 
febrile conditions is difficult; their absence is of 
no significance.* As a rule choroidal tubercles 
cause no symptoms; in a case of advanced phthisis 
I have seen the choroid studded with them, and 
yet there were no visual troubles. 

Opaque Nerve Fibres . (Double contoured nerve 
fibres). Not infrequently, white opaque patches 
will be seen close to the optic disc, which may 
lead to suspicion of neuritis unless some care is 
exercised. Such patches are congenital, and due 
to the fact that some of the nerve fibres retain the 
opaque white substance of Schwann for some 
distance beyond the lamina cribrosa. The trans¬ 
parent axis cylinder should alone be met with 
beyond the lamina cribrosa, except in some of the 
lower animals—rabbits, for instance. These patches 
are well represented in several atlases, and are 
generally quite easily recognized; they are mostly 
quite continuous with the disc, and invariably are 
most characteristically frayed out at the edge. 
They are somewhat fan-shaped, and quite feathery 
at the margin. Occasionally quite isolated patches 
are met with, which will have the same feathery 
periphery. The retinal vessels may pass either 
over or beneath, usually a vessel will be found 
running right through such a patch. In any case 
of doubt the patch must be observed for a time, 
and it will, of course, be permanent. Neuritis may 
occur where such patches co-exist. 

Retinitis Pigmentosa . This is characterized by 
accumulations of pigment in front of the retinal 
vessels, without obvious choroidal atrophy. The 
pigment is arranged in a most remarkable manner 

•“Medical Ophthalmoscopy,” 2nd ed. London: J. 

& A. Churchill, 1882, p. 224. 


in the form of little masses of coal-black colour, 
with delicate processes radiating in various direc¬ 
tions, stellate, or like bone corpuscles; not infre¬ 
quently a retinal vessel will be found covered for 
some distance by a delicate layer of pigment. The 
most careful inspection will fail to discover any 
changes in the choroid; should there be a%y white 
spots of exposed sclerotic suspicion should be 
excited as to the diagnosis. In a late stage the 
retina becomes atrophied; the retinal vessels 
shrink and dwindle to mere threads; the disc be¬ 
comes exceedingly atrophied, and of a peculiar 
“ waxy ” tint. The field of vision is remarkably 
contracted ; usually, however, these advanced 
changes are met with in adult life rather than in 
children. 

The condition is hereditary, and a history will 
usually be obtained of similar symptoms in several 
generations, and several members of the same 
generation. The chief symptom complained of is 
night-blindness (nyctalopia), i.e., inability to go 
about alone after dusk. There is often a history 
of consanguineous marriage of parents or of grand¬ 
parents. The affection usually commences in 
childhood, but may not attract much attention till 
adult life. 

Albuminuric Neuro-Retinitis is met with now 
and then in children. Much effusion around the 
disc of a chalky-white colour, with haemorrhages; 
or the occurrence of small remarkably glistening 
spots arranged chiefly around the yellow spot, 
should lead to a careful examination of the urine 
for albumen. Spots not unlike these occur in a 
few cases of cerebral tumour without any albu¬ 
men being present in the urine. 

Glioma , a tumour growing from the retina, 
scarcely calls for notice here. 

In cases of cerebro-spinal meningitis, and in 
some other cases where febrile symptoms are 
present, but where no definite diagnosis is 
possible, intra-ocular changes are met with, re¬ 
sulting in the production of a whitish yellow mass, 
which can be seen in the vitreous behind the 
pupil. These changes are inflammatory, and often 
spoken of as pseudo-glioma. Both eyes may be 
affected one after the other. 

Choroiditis in children almost invariably occurs 
in connection with congenital syphilis. It is 
rarely seen in the stage of exudation, but almost 
always in the form of atrophic patches, at the 
periphery principally. The sclerotic is exposed 
in more or less circular white patches or spots 
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with much pigment accumulation either in rings 
around the white spots or as a black dot in the 
centre of the white spot, or as irregular blotches 
of black pigment, not definitely in connection with 
the white spots. The choroiditis is almost always 
associated with retinal changes, and the pigment 
will have found its way in front of the retinal 
vessels. In a few cases, unless care is exercised 
in looking for evidence of atrophy of the choroid, 
and if attention be not paid to the irregular shape 
of the pigment accumulations and the absence of 
any stellate or bone-corpuscle-like pigment changes, 
an observer will be very liable to make a diagnosis 
of retinitis pigmentosa. A little care will, how. 
ever, generally clear up the diagnosis; the mistake 
usually arises from oversight of the fact that the 
congenital syphilitic choroido-retinitis simulates 
retinitis pigmentosa. These peripheral choroidal 
patches are often of the greatest value in attesting 
to the diagnosis of congenital syphilis. They may 
occasionally be met with without any other recog¬ 
nizable syphilitic affection in a patient whose 
brothers or sisters may show unmistakeable 
evidences of syphilis. 

Patches of atrophy of the choroid have been 
noticed in association with hydrocephalus. 

Coloboma of the Choroid .—Now and 4 then a con¬ 
genital defect in the lower, or lower and inner, 
part of the choroid is observed. The sclerotic is 
exposed and the retinal vessels are seen crossing 
the white patch as if dissected out. There is an 
accumulation of pigment all round the margin of 
the patch; it usually extends up to the disc. 
There may be a coloboma of the optic nerve 
sheath as well, and then a most remarkable state 
of things results. A single patch of exposed 
sclerotic, running from near the disc towards the 
periphery in the lower half of the fundus, should 
lead to a suspicion that the patch is congenital, 
and not due to disease. There will very likely 
be a coloboma of the iris present at the same time. 

Embolism of the Central Artery of the Retina .—It 
may be observed that the retinal vessels of the 
one eye differ very greatly from those of the other. 
Whilst in the one nothing abnormal is noted, in 
the other the vessels appear as threads, the arteries 
as fine pale lines, the veins more coloured and more 
prominent than the arteries, but very much nar¬ 
rower than those in the normal eye: the disc, too, 
is pale. Such appearances may lead to the 
diagnosis that the central artery of the retina has 
been at some time anteriorly plugged by an 


embolus or thrombus. The plugging may be not 
in the trunk of the central artery, but in one of 
its branches; in such case the affected arterioles 
appear as white lines, whilst the others are normal. 
Careful investigation must be made to ascertain 
whether there are signs of endocarditis, or of 
valvular disease of the heart. 

It is curious that embolism may occur in the 
retinal artery of one of the globes, and yet the 
child who is the subject of it be unaware that there 
is a defect in vision. I examined a boy on one 
occasion, and found that, whilst the one retina 
presented normal appearances, the other showed 
thready vessels and all the signs of an atrophy, 
most probably the consequence of embolism. I 
thereupon inquired whether there was any defect 
of vision. The answer was “ No.” I then told 
the child to close the sound eye, when to his own 
astonishment he found that he could not see 
at all. 

Errors of Refraction . It is by no means un¬ 
common for a child to be brought with a history 
of frequent or almost incessant headache; we are 
told that all sorts of plans of medical treatment 
have been put in force: purgatives and tonics have 
been tried abundantly, and in vain. Examination 
with the ophthalmoscope shows that there is some 
error of refraction, most probably hypermetropia, 
or differences in the refractive conditions in the 
two eyes. In other words, there is a strain on the 
powers of accommodation, and the headache is the 
expression of the overtaxed central grey matter. 
The child is, therefore, sent to the ophthalmic 
surgeon; the errors are corrected by suitable 
glasses, and the headaches are no more. I 
cannot here enter into more detail as to these 
cases; only those who possess special knowledge 
and practical acquaintance with them can treat 
them. It is sufficient for the general physician if 
he can discover that there is some error of refrac¬ 
tion which may be the cause of the symptoms. 

I have to acknowledge my indebtedness to my 
colleague, Mr. Waren Tay, for many hints in the 
preparation of this lecture. 


For Persistent Vomiting 

JJ. Orexin. 

Pulv. Sacch. Alb. ... aa gr.iv 
Ft. pulv. One powder to be taken three 
times a day .—(Le Progres Medical.) 
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Gentlemen, —Of all the disorders connected 
with menstruation, there is none more frequently 
brought under observation in these wards, or 
better deserving of your careful consideration than 
dysraenorrhoea, or the painful and difficult accom¬ 
plishment of the menstrual function. For whilst 
many women may suffer from other menstrual 
troubles, such as amenorrhoea, for instance, for 
months or even for years before obtaining medical 
advice, few can long endure the periodically recur¬ 
rent tortures of well-marked acute dysmenorrhoea 
without seeking some relief from a complaint the 
importance of which arises not merely from the 
frequent intensity of the immediate suffering, and 
the complexity of the reflex nervous and constitu¬ 
tional suffering thus occasioned, but also from its 
direct bearing on the probable sterility of the 
patient should she be married. 

Painful menstruation being connected in dif¬ 
ferent instances with distinct pathological con¬ 
ditions, may clinically be considered as divisible 
into three forms, viz., firstly, nervous or spasmodic; 
secondly, obstructive or mechanical; and thirdly, 
congestive or inflammatory; before referring further 
to any of which I may make a few observations 
on the principles and methods which are most 
commonly applicable in the treatment of dys- 
menorrhceal pain generally. 

General treatment of pain during menstruation . 
—Premising, therefore, that, like every other dis¬ 
order of menstruation, dysmenorrhoea is a symptom, 
and not a disease, and that in its treatment primary 
attention must be directed to the recognition and 
removal of the cause of the periodic difficulty, 
there are, nevertheless, certain indications common 
to the relief of every form of menstrual suffering 
that may be here mentioned. The first of these is 
the mitigation of the local symptoms by hot water 
vaginal irrigations or syringing; or as I have found 
still more effective, by the injection of water as hot 
and in as large quantities as can be tolerated into 


the rectum two or three times a day whilst the pain 
is severe, so as to distend the lower bowel, through 
the wall of which it acts as the most direct local 
sedative or fomentation that can possibly be ap¬ 
plied to the seat of utero-ovarian pain. If this be 
not thus sufficiently relieved, however, we should 
fall back on some of the old-fashioned remedies 
for this purpose, the modus operandi of which is 
inexplicable, but the utility of which I have seen 
proved in numberless cases in my practice during 
the past quarter of a century, such as the Tincture 
of Guaiacum, which may be suspended in muci¬ 
lage, or given in syrup, in twenty-drop doses, fre¬ 
quently repeated, until the pain is relieved, or, if 
we prefer one of the newer analgetics, then Phena- 
zone in ten grain doses two or three times a day 
may, in some cases, be successfully employed, as 
also may Tincture of Cannabis Indica or opiates 


and Morphia, especially in the form of supposito¬ 
ries. Whilst in other cases nothing answers so well 
as a combination of antispasmodics and sedatives, 
such as the following which I have found benefit 
from in the treatment of many instances of spas- 

modic dysmenorrhoea: 


R Tincturae Capsici 

3 ij 

Tinct. Camphorae Co. ... 

3 J 

Tinct. Valerianae Ammon. 

3SS 

Potassi Bromidi. 

3ss 

Spts. Lavandulae Co. ... 

5 j 

Aquae Chloroformi ad 

3*V 


M. Fiat mistura. Sig. One dessertspoonful 
every three or four hours until pain is 
relieved. 


Castor, in the form of a tincture, the chief pro¬ 
perties of which are its offensive smell and taste, 
being otherwise utterly inert, has recently been 
resuscitated as a remedy for menstrual pain. The 
very disgusting substance, viz., the dried preputial 
follicles and excretion therefrom, of the beaver, 
whence that tincture is prepared, was much in vogue 
as an antispasmodic in uterine complaints so far 
back as the days of Van Sevieten and De Haen. 
Its use in such cases was obviously founded on the 
ancient “ doctrine of signatures,” or belief that 
every medicinal substance indicated by its external 
form or by the source whence it was obtained, the 
diseases for which it was a remedy. Hence, in 
olden times, a patient suffering from pulmonary 
disease was ordered the dessicated lung tissue of a 
fox in powder; or tumeric having a yellow colour 
was given as a remedy for jaundice, or euphrasia 
(eye-bright) was prescribed in ophthalmic com- 
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plaints; and so, in like manner, and on equally 
rational grounds, Castor, being obtained from 
genital organs, was then administered as a remedy 
for disease of the female organs of generation. 
Such, Gentlemen, is the remote origin of one of 
the remedies, which, in these closing years of the 
nineteenth century, has once again been, and 
apparently seriously, recommended ex cathedra for 
the relief of dysmenorrhoeal pain. 

From this brief reference to the remedies com¬ 
monly employed for the relief of ordinary dysmen¬ 
orrhoeal pain, and especially in the spasmodic or 
nervous form of the disease, cannot be omitted 
some allusion to the importance of avoiding the 
abuse of alcohol in such cases. As a result of this 
the drink-craving in women, of all classes, often 
dates from the painful menstrual period, when 
stimulants are wont to be forced by foolish mothers 
into the, at first, generally reluctant lips of their 
daughters. Once, however, the pain of dysmenor- 
rhcea has thus been relieved, the girl at the next 
epoch of suffering naturally, and no longer un¬ 
willingly, seeks similar solace, which is again and 
again repeated in increased doses, to produce the 
desired effect, until, finally, the victim of dysmenor¬ 
rhoeal alcoholism may become an habitual and 
incurable drunkard. 

I must now direct your attention somewhat 
more fully to the distinctive characteristics and 
special treatment of each of the before-mentioned 
forms of painful menstruation, commencing with 
that which I believe to be the most frequent and 
important. 

Obstructive Dysmenorrhcea .—The importance 
which has been long assigned to mechanical or 
obstructive causes as the most frequent factors in 
the etiology of dysmenorrhcea, has been strenuously 
controverted by some distinguished recent authori¬ 
ties. Nevertheless, as my business is to inculcate 
such views as my own experience, and it has not 
been limited, has led me to regard as correct, ir¬ 
respectively of their coincidence with the opinions 
of other teachers. I may here repeat that in 
many hundreds of instances in this hospital and 
elsewhere, patients suffering from dysmenorrhcea 
have come under my care, in whom, on careful 
examination, no other cause could be discovered 
for the symptoms complained of than the existence 
of stenosis of the cervical canal or, in some in¬ 
stances, its acquired constriction by a flexion. And 
in the majority of such cases the operative treat¬ 
ment of the stenosis or the rectification of the 


flexion was followed by the complete and, as far I 
could ascertain, permanent cure of the dysmen¬ 
orrhcea. 

Therefore, unless some one can offer a more 
logical explanation of these facts than that to which 
my mind leads me—namely, that in those cases the 
cause, of the patient’s monthly suffering was ob¬ 
structive dysmenorrhoea, and that its cure was 
effected by the mechanical or operative measures 
employed—I shall continue to adhere to my own 
opinions and method of treatment. These views I 
would also advise you to act on in your future 
practice, at least, until you may obtain some proof, 
if any can be afforded, that the doctrines of those 
who teach otherwise are founded on larger clinical 
experience, or more successful results than you 
have witnessed from the methods of treatment 
adopted in such cases in my wards. Relying, 
therefore, on what I have myself seen, I shall now 
endeavour to put my views on this subject briefly 
before you. 

Of all the causes of difficult or painful menstrua¬ 
tion, whether at the earlier catamenial periods or 
in later or married life (and then, also, of the 
co-existing sterility which is generally present in all 
dysmenorrhoeal cases, and for which we are so 
frequently consulted in such instances), by far the 
most common, as well as the most curable, is 
obstruction of the patency of the cervical canal. 
Nor is there any disease daily met with in our 
branch of practice which, until relieved by effective 
treatment, may give rise to more persistent recur¬ 
rence of suffering, or which, when unrecognized as 
to its actual character and, as is too often the 
case, treated by mere placebos, such as Castor, 
Guaiacum, and other, in those cases, equally in¬ 
effectual antispasmodics, or else by opiates and 
other sedatives, may produce more serious ill- 
effects on the general health, and especially on 
the cerebro-nervous system of the patient, than 
this. Hence the necessity in all cases of per¬ 
sistent dysmenorrhoea, when not obviously either 
of a nervous or a congestive character, of careful 
local exploration and the use of the sound, if not 
specially contra-indicated, by which the existence 
and cause of any obstruction to the menstrual flux 
can be ascertained. 

Causes .—Obstructive dysmenorrhoea may result, 
first, from stenosis, congenital or acquired, of any 
portion of the cervical canal; secondly, from some 
degree of constriction of the canal by an acute 
flexion of the uterus, or from the pressure of a 
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uterine tumour; and, thirdly, the patency of this 
channel may be hindered by an inter-cervical 
neoplasm. In the great majority of cases, however, 
this complaint is consequent on simple congenital 
incomplete atresia of the cervical canal, or on its 
partial occlusion by exudations resulting from 
endo-cervicitis or other local disease. The next 
most common causes of obstructive dysmenorrhcea 
are the various flexions, which in a former lecture 
I have already described. The frequency of the 
first-mentioned causes of dysmenorrhoeal suffering 
is far greater than is commonly supposed; thus, 
as I stated in a memoir read before the Inter¬ 
national Medical Congress at Berlin, nearly 11 per 
cent, of instances of obstructive dysmenorrhoea, 
or of sterility similarly caused, were observed in 
a total of nine thousand gynaecological cases 
previously treated in this hospital. 

Symptoms .—I need not here enlarge on the 
symptoms of obstructive dysmenorrhcea, the 
general features of which are very similar to those 
described in the previous account of the common 
symptoms of painful menstruation, modified, how¬ 
ever, in these cases in accordance with the special 
causes and extent of mechanical obstruction 
present in each instance. To that account I 
have, therefore, only to add that in the cases now 
under consideration the existence of obstruction, 
whether from stenosis, flexion, or pressure, may 
be commonly inferred from the character of the 
pains attending the uterine efforts to overcome 
the mechanical obstacle to the catamenial flux, 
these being then extremely similar to the grinding 
or cutting pains of the first stage of labour, and 
often hardly less intense than the throes of par¬ 
turition rendered difficult by rigidity of the os 
uteri. Moreover, under such circumstances we 
are very likely to have extension of the resulting 
irritation from the uterus to the Fallopian tubes 
and ovaries. After a variable period of suffering 
at each monthly epoch, the obstruction is at last, 
at least partially and temporarily, overcome, and 
the dysmenorrhoeal dribble being succeeded by a 
more profuse or haemorrhagic discharge, the 
patient’s troubles in this way are over for the 
moment. In some instances, however, the ob¬ 
struction proves more intractable, and the pain 
continues until the catamenial flux has completely 
ceased. Or, the uterine action may force the 
retained menstrual fluid through the Fallopian 
ducts and so possibly give rise to pelvic peritonitis 
and haematocele. 


Treatment .—In every case of obstructive dys¬ 
menorrhoea it is obvious that the only rational 
course of treatment is the removal of whatever 
may be the mechanical or other obstruction to 
the escape of the menstrual flux, and that in such 
cases no curative effects can possibly be expected 
from the employment of antispasmodics, sedatives, 
or other drugs, however useful they may be as 
palliative agents. Thus, for instance, if the cata¬ 
menial pain be connected with an acute uterine 
flexion, the dysmenorrhoea will not be cured until 
the malposition is rectified; or if the obstruction be 
occasioned by the pressure on the cervix of any 
tumour, this must, in the first place, be removed, 
or at least pushed up above the pelvic brim, if 
possible. In like manner, in those far more 
numerous cases in which the menstrual difficulty 
arises from cervical stenosis, this must be over¬ 
come by mechanical dilatation before we can 
hope to remove the consequent catamenial 
suffering. 

I need not here again refer to the successive 
improvements by which have been happily replaced 
the painful, tedious, and oftentimes hazardous 
methods of gradual dilatation with sponge or 
laminaria tents, which until a few years ago were 
the only methods available for the mechanical 
treatment of dysmenorrhoea arising from stenosis of 
the cervical canal. Few greater improvements 
have occurred in our branch of surgery than the 
general substitution of those unsatisfactory appli¬ 
ances by the more effectual dilators designed by 
Duke, Hegar, Lawson Tait, and others, for the 
rapid expansion of this canal to which I alluded in 
a former lecture. For this purpose, however, in 
the cases under consideration I myself generally 
employ the instrument here shown, and which I 
have now used with advantage in many hundreds 
of cases of obstructive dysmenorrhcea and sterility 
dependent on cervical stenosis. This instrument 
differs from others of a similar class in several 
respects, and especially in one which I consider 
most important,—viz., in producing expansion of 
the previously contracted canal from within out¬ 
wards ; in other words, imitating the natural pro¬ 
cess of cervical dilatation during menstruation, 
from the uterine cavity downward to the os uteri ; 
whereas most other uterine dilators, such as 
Hegar’s, etc., act in the opposite direction. I 
may add that the amount of cervical expansion 
effected by this instrument may be determined and 
accurately measured by the affixed index, and that 
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the same dilator, which does not occupy more 
room or occasion greater difficulty in introduction 
than the ordinary uterine sound, may also be used 
when a similar course is necessitated in dealing 
with the female urethra. 

Immediately after the rapid expansion of the 
cervical canal in cases of obstructive dysmenorrhoea, 
the uterus should be washed out with hot Boric 
Acid solution, and a Morphia suppository introduced. 
The patient must in all cases be kept in bed on 
low diet, and the womb syringed daily with hot 
Boric solution for eight or ten days, any pain 
being meanwhile treated by opiates and poultices. 
After this period a flexible stem pessary is intro¬ 
duced, which should be worn for another month, 
and then, not sooner, the patient, if married, 
may resume marital life with a fair probability of 
subsequent impregnation, and almost absolute 
certainty of immunity from any recurrence of 
dysmenorrhoea. 

With regard to the result of the operation, my 
experience has been satisfactory in the curative 
treatment of a large proportion of the cases of 
sterility and obstructive dysmenorrhoea that have 
come under my observation. This result I ascribe 
not merely to the thoroughness and asepsis with 
which the dilatation of the contracted passage is 
here carried out, but also to the careful selection 
of cases for its employment, and the care taken to 
prevent any danger of inflammatory or septic 
complications following this method of treatment 
in the cases referred to. When thus cautiously 
carried out in appropriate cases, no ill results are 
likely to attend this operation; but when the 
necessary precautions just mentioned during and 
after its performance are neglected, or when it is 
resorted to in cases where possibly unrecognized, 
sub-acute uterine or peri-uterine inflammatory con¬ 
ditions exist, it may very readily give rise to 
troublesome and even dangerous complications, 
as I have seen proved in some instances of pelvic 
cellulitis and in two cases of death from septicaemia, 
in the hands of practitioners who, unfortunately, 
regarded this procedure as one requiring no 
special caution in its performance or after-treat¬ 
ment. The risk of possible supervention of such 
untoward results from the operative treatment of 
stenosis is now, however, probably less than was 
the case before the general adoption of the method 
of rapid dilatation just described. 

In some exceptional cases, however, it is ap¬ 
parently impossible permanently to overcome the 


rigidity of the wall of the contracted passage by 
mere dilatation, and hence in those instances we 
are still obliged to resort to the use of instruments 
such as the metrotome, or the uterine knife; 
inasmuch as Kiichenmeister’s scissors or other 
similar contrivances, although still employed by 
some gynaecologists for this purpose, are obviously 
useless in instances of obstructive dysmenorrhoea 
and sterility where, as is most commonly the case, 
the seat of stenosis is at the internal or uterine 
orifice of the canal. Of metrotomes there are 
now nearly as many varieties as there have been 
writers on the subject, although it would be some¬ 
what difficult to recognize any practical improve¬ 
ment in some of the recent modifications of the 
three different forms of metrotome originally 
suggested by Simpson, Peaslee, and Greenhalgh. 
The simplest and most readily employed of these 
instruments is, I think, Simpson’s single-bladed 
metrotome, the depth and direction of the incision 
made by which may be more easily determined 
than with any of the subsequent more complicated 
contrivances of the same kind. In using any 
metrotome the surgeon should, however, always 
bear in mind the distribution, and so avoid as far 
as possible the course of the vessels of the parts 
thus divided. 

Congestive Dysmenorrhoea is of special interest as 
a frequent result of chronic endometritis, and 
hence is more commonly met with later in life 
and in married women than the other varieties of 
dysmenorrhoea. In the congestive condition on 
which the form of difficult menstruation is conse¬ 
quent, besides the uterus and its appendages the 
other pelvic as well as abdominal viscera are 
usually more or less involved, as is particularly 
seen in the frequently engorged state of the portal 
circulations in such cases. In most of these in¬ 
stances the tumefied uterus is, morever, to some 
extent displaced, either by ante- or retro-flexion or 
version, from the greater degree of congestive 
hypertrophy that may be developed in one or other 
of its walls, or else is forced down lower than its 
normal position in the pelvis by its generally 
augmented bulk and weight. In the same way the 
functions of the rectum and bladder are interfered 
with, a certain amount of cystitis or vesical irrita¬ 
bility or haemorrhoidal trouble being seldom absent 
in cases of this kind. 

Symptoms .—For a few days before the menstrual 
period the patient generally complains of some 
degree of lumbar pain and sense of uterine weight 
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and bearing down, gradually developing on the 
approach of the change into acute localized, inter¬ 
mittent, pulsating pain, and a persistent feeling of 
distension and discomfort in the hypogastric region. 
This steadily increases, and is followed by more 
acute and distinctly expulsive pains accompanied 
by a scanty menstrual discharge, which in many 
instances is intermixed with membranous shreds 
and clots. The flux then often abates or entirely 
ceases on the third or fourth day, and in some 
cases the discharge ceases for a day or so during 
the menstrual period and again returns in inter¬ 
mitting gushes. 

Treatment —To cure congestive dysmenorrhoea 
we must, in the first instance, cure the abnormal 
uterine condition or hyperaemia of which the 
menstrual difficulty is symptomatic, by those 
measures that are generally adopted in the treat¬ 
ment of endometritis. In all such cases warm 
hip-baths and hot vaginal and rectal douching are 
generally serviceable in the immediate relief of 
the catamenial pain, as in the same way are also 
the various special uterine and general sedatives, 
to the use of which I have referred in connection 
with other forms of dysmenorrhoea, and need not 
here further allude. In the general treatment of 
congestive dysmenorrhoea it is of special import¬ 
ance to relieve abdominal and pelvic visceral 
congestion as far as possible by saline purgatives, 
such as a teaspoonful of Carlsbad or Glauber’s salts 
in a half-tumblerful of hot water once or twice a 
day. With the same object of diminishing as 
far as possible the hyperaemia of these and other 
organs, nothing appears to be more generally ser¬ 
viceable in such cases than the free use of 
Bichloride of Mercury with Iodide of Potassium 
and Bark as in the following prescription: 

R Hydrargyri Bichloridi ... gr.j 

Potassii Iodidi. 3ij 

Tincturae Cinchonae Co. §ij 
Aquae Caryophylli ad Jjviij 
M. Fiat mistura. Sig. A dessertspoonful in 
water three times a day. 

In such cases local treatment must always be 
conjoined with the general remedies just referred 
to. In many instances, to unlock the uterine 
hyperaemia, free scarification of the cervix followed 
by the glycerin tampon and subsequent hot-water 
irrigations, if persevered in for some time, will 
prove effectual and should be fairly tried in the 
first place. In some cases, however, it will also 


be found necessary to resort to intra-uterine treat¬ 
ment by the dilatation of the cervical canal and 
the employment of the curette, by the use of 
which the diseased endometrium may be scraped 
away, whilst by the ensuing haemorrhagic discharge 
the local congestion may most directly be relieved. 
In early menstruation probably the most frequent 
form of dysmenorrhoea is that described as neurotic 
or neuralgic, and, moreover, in every variety of this 
complaint, at every age at which it may occur, the 
neurotic element to a large extent complicates 
whatever other cause painful menstruation may be 
dependent on. Hence the brief account which I 
have already given of the ordinary symptoms and 
general palliative treatment of dysmenorrhoeal pain 
may be also applied to the nervous or neuralgic 
types of this affection. 

Membranous or Pseudo-membranous Dysmenor¬ 
rhoea .—Membranous or pseudo-membranous dys¬ 
menorrhoea, to which attention was first called (in 
1760) by Morgagni’s observations on the frequency 
of membranous casts or shreds expelled fron the 
uterus in the menstrual discharge of dysmenorrhoeal 
patients, is still commonly described as a distinct and 
special form of dysmenorrhoea. This view appears 
to me erroneous, as these products—which, as Old¬ 
ham and Bernutz long since showed, are composed 
entirely of the histological elements of the uterine 
mucous membrane, and ought consequently to be 
ascribed to a disturbance of the ordinary physiolo¬ 
gical moulting which the generative organs become 
the seat of at each catamenial period—are occa¬ 
sionally met with in typical instances of each one 
of the three forms of dysmenorrhoea—obstruc¬ 
tive, congestive, and neuralgic—already described. 
Nor is the membranous exfoliation of such impor¬ 
tance as a cause of painful menstruation as is com¬ 
monly supposed. On the contrary, the difficulty 
arises from the morbid position of the detached 
uterine mucous membrane, especially the cervico- 
uterine portion of it. The dysmenorrhoeal mem¬ 
brane floating about the cavity of the uterus may 
occasion temporary difficulty to the exit of the 
menstrual fluid, but could not give rise to so serious 
an obstruction as occurred in the cases adduced by 
the author just cited, unless there co-existed de¬ 
fective dilatation of the cervix uteri. This view 
has not been displaced by any more recent obser¬ 
vations, and in my own practice I have acted on it 
with advantage by dilating the cervical canal and 
curetting the endometrium in many such instances 
of dysmenorrhoea. 
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POST-NASAL ADENOID 
HYPERPLASIA 

(ADENOID VEGETATIONS, OR POST¬ 
NASAL GROWTHS). 

A Lecture delivered in St. Mary’s Hospital, June 27, 1893, 
By SOANES SPIOER, M.D. Bond., B.So., 
Surgeon to the Throat Department of the Hospital. 


This subject of post-nasal adenoids is one which 
has been very much to the front of late years, 
and it will be to your advantage to master it 
thoroughly while attending this department, so that 
when you are in practice you may be in a position 
to thoroughly appreciate and recognize the sig¬ 
nificance of the disease and the methods of 
overcoming it. 

Perhaps the best way for me to commence will 
be to show you two cases which I have here. 
The first is*a boy who has been brought for 
deafness and blocked nose. The nose of this 
boy is one of the two types in which post-nasal 
adenoid hyperplasia is very prone to occur— 
the stunted nose type,—small, sunken, upturned 
nose, with the nostrils directed forwards instead of 
downwards, the nostrils are rather inclined to 
a vertical than a normally more or less horizontal 
position, affording a marked contrast to the 
other type to be referred to directly. The 
symptoms of which this boy complains are that 
his mouth is perpetually open; his lower jaw 
drops, he is deaf, and he snores. His anterior 
cervical lymphatic glands are enlarged and hard on 
both sides. The ulceration on the tonsils is the 
result of double tonsillotomy last week. 

The second case is a little girl with a narrow 
contracted prominent nose,—the other type in 
which adenoids are specially prone to occur. She 
had her tonsils and adenoids removed last week. 
When she first came she was a mouth-breather, 
she snored, and had enlarged hard cervical glands ; 
she was deaf, had a foetid purulent discharge from 
her ears, and scabs and crusts in both external 
auditory meatuses; she also had eczema of the 
nares from the nasal secretions (unable to pass 
into the obstructed naso-pharynx) running forwards 
and causing perpetual irritation of the lining of 
the vestibules. She also shows drawing down and 
tightness of the inner canthi of the upper lids, a 
physiognomical peculiarity often associated with 
adenoids in the naso-pharynx. The lid curves round 


into a vertical position, instead of running inwards 
horizontally, and is tight. Her mother will tell you 
that since the operation she does not snore, she 
can now breathe constantly through the nose, the 
aural discharge has greatly lessened, and that the 
hearing has wonderfully improved. 

I will now describe to you a few other cases 
mentioning the symptoms of which the parents 
complained, and the treatment adopted, to give 
you general ideas on the subject. 

One case that occurs to my mind was seen in 
1886. It was that of a little girl, aet. 5, who was in¬ 
tensely pallid, with a black vein at the root of the 
nose; she was a mouth-breather and snorer; she 
constantly required water to drink during the night. 
She could not blow the nose nor pronounce nasal 
consonants, so that “ common ” became “ cobbod,” 
etc. She had constant coughs, colds, and sore 
throats. The child always had headaches, was 
always depressed, and backward intellectually. 
Her sleep was restless and disturbed, and her 
limbs and features habitually twitched during sleep. 
She was also, in the day time, fidgetty and twitch¬ 
ing; in fact, a condition of chorea minor. &he 
stammered and stuttered very badly. The post¬ 
nasal adenoid vegetations and tonsils, which were 
large, were removed, and the child subjected to 
the usual general regimen, of which I shall speak 
later. In six months a complete change had taken 
place. She had become strong, and of more than 
average good health; her sleep was sound and 
peaceful; the stammering, chorea, and headaches 
vanished, and coincidently the spirits and intel¬ 
lectual faculties improved : this has continued. 

The next case is that of her sister. Until the 
age of three years she had perfect health, but she 
contracted a cold which lasted all through that 
winter, and which was recurrently attended with 
attacks of ringing metallic cough. She became a 
chronic mouth-breather, snored, had frequent sore 
throats, and “wheezing on the chest.” She was 
listless and backward; could not fix her mind on 
anything. She used to wake up at night scream¬ 
ing from fright (night terrors). Several times she 
was found walking about the house in her sleep, 
and three times in that winter she had “ fits,” com¬ 
mencing with a little “ click ” in the throat (laryn¬ 
geal spasm ?). On examination she was found to 
have enlarged tonsils, and naso-pharynx choked with 
adenoids, and their removal was recommended. 
Within a month there was complete relief from 
her symptoms; there has been no somnambulism 
Digitized by CjOCK^IC 


The Clinical Journal.] DB. SPICER—POST-NASAL ADENOID HYPERPLASIA. [Oot. 18,1893. 397 


or convulsions since. The patient came under 
observation in 1887, rather more than six years 
ago. 

A third case came to the Throat Department at 
this hospital in July, 1889, that of Grace J., act. 
11, whose parents had noticed thickness of articu¬ 
lation, indistinctness of speech, deafness, with 
extreme depression of spirits, dulness, and heavi¬ 
ness. These symptoms were considered to be due 
to post-nasal adenoid hyperplasia and its results, 
and operation thereon recommended. Three 
months after operation the child became cheerful 
and happy, spoke clearly, and heard well. 

A fourth case, Victoria P., aet. 7, came to the 
Throat Department as a mouth-breather, regular 
sriorer, with frequent and recurrent sore throats, 
deaf, very fidgetty, with twitchings of the face 
and limbs. Her tonsils (which were enlarged) and 
adenoids were removed, and the ordinary treat¬ 
ment, of which I shall speak directly, followed up, 
with a result that she made a complete recovery. 

These cases will suffice to give you a general 
idea of the disease under consideration. 

I will now systematically consider the symptoms 
which may result from adenoids. You will often 
find only one, two, three, or only a few of them, 
and of course many of such symptoms may come 
from other causes. You should never omit to 
think of adenoids, however, whenever they do 
occur. I have grouped these symptoms under 
certain clinical heads for convenience. 

First, I will take the general expression of 
countenance , which is often characteristic. There 
is usually an air of vacancy, stupidity, or dulness 
about children with adenoids. If the disease is of 
long standing they are heavy listless children and 
abstracted; they often have an absent far-away 
look of countenance. They are unable to fix their 
attention on any particular thing for any length of 
time, and so become backward compared with 
normal children of the same age. This happens 
even if there is no aural defect, and is not due to 
bad hearing only. 

The nasal symptoms , or those in immediate 
connection with the nose, are, firstly, a chronic or 
frequently recurrent catarrh. The child has a 
cold the whole winter, or it has a cold and gets 
well for a few days, and then gets cold again. It 
has a constant running from the nose, either of 
clear watery fluid or of muco-pus. This often 
sets up a red irritated condition of skin round 
the nostril, very often an eczema of the nares, 


with scabbing and bleeding. You have only 
to look about the streets of London in the winter 
to see numbers of children about with a constant 
dribble from the nose, redness and scabbing. 
That is largely due to the adenoid hyperplasia at 
the back of the nose preventing the nasal secre¬ 
tions which are in excess whenever there is a cold 
from going down the proper way into the throat: 
consequently, such secretions dribble forwards 
and keep the nostrils and upper lip in a state 
of perpetual irritation, ending in a feverish and 
even severe eczema. It is idle to attempt to cure 
this condition unless you remove the obstruc¬ 
tion at the back, and so allow the secretions to go 
the right way. If you do that, and then treat the 
eczema narium on general principles it gets well. 
The mothers often tell you the subject of adenoids 
never uses a pocket-handkerchief. Of course the 
mass in the naso-pharynx prevents the child from 
blowing the nose efficiently. Adenoid subjects 
are usually conscious of the nose being blocked 
and stuffy if they are asked about it. Lastly, you 
usually find an accompanying catarrh. Snuffling 
is the result of a partial obstruction. 

I have already referred to the chief forms of 
nose behind which adenoids are specially liable to 
occur—first, the stunted form of nose with broad, 
sunken bridge, and nares directed forwards instead 
of downwards; and, secondly, the narrow, tapering, 
prominent nose with very often the alae collapsed, 
deep dimples on each side, with tightness and 
drawing down of the eyelids at their junction with 
the bridge of the nose; this second is the form of 
nose so often met with in the Hebrew race. This 
form is often associated with septal irregularities. 

Another nasal symptom which I would add is the 
post-nasal catarrh which frequently leads to laryngis¬ 
mus stridulus. These attacks, in which children 
wake up at night with crowing and asphyxiation, are 
very frequently to be explained by the fact that 
there is excessive secretion in connection with the 
adenoids, and that the child breathes for a long 
time through the mouth until it happens to turn 
over into some position which presses up the chin 
and shuts the mouth; then it must perforce try to 
draw air through the nose, and in so doing it sucks 
the post-nasal secretions into the larynx, blocking 
the glottis and exciting spasm; in fact, bringing on 
an attack of false croup, which is only terminated 
by the child coughing or vomiting up the 
secretions. 

The mouth signs .—Habitual mouth-breathing 
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is a common sign in adenoid subjects. There is a 
perpetually open mouth and dropping of the lower 
jaw, often associated with shortening and thicken¬ 
ing of the upper lip. This last symptom is due to 
the action of the levatores alae nasi, and of the lip 
trying to draw up the nose in order that the air may 
get more directly and easily through the obstructed 
passage. The idea is that the nose is pulled up 
in this position so that the openings become 
vertical, and in a straighter line with the inferior 
nasal meatuses, when air will more easily pass 
in; and as the muscles are attached to the lip as 
well as the nose, they pull up and evert the lip. 
Noisy breathing during eating is another symptom, 
—sometimes this takes place during talking or 
reading. It takes the form of a click (?) of the 
palate, becoming detached from the posterior 
pharyngeal wall, which have been stuck together 
by the excessive thick secretion. 

Another point that is often noticed in adenoid 
children is that they are the last to finish at meals. 
They are slow at eating, since they have to stop 
eating to breathe, alternating their breathing with 
the chewing. Snoring at night is another of the 
leading features of adenoids. The child regularly 
wanting water to drink at night is another. Ade¬ 
noid subjects frequently wake up in the morning 
with a dry sticky mouth, teeth thickly coated, and 
the tongue furred. Blood on the pillow is not 
uncommon with adenoid children. The explana¬ 
tion of this is similar to that of the night terrors 
and convulsions. The child bites itself in the 
effort to get breath. Inside the mouth you will 
often find the palate narrow, vaulted, and V-shaped. 
There is an irregular dental arch, and the teeth 
often project above. That physiognomy in which 
the teeth strongly project is often associated with 
adenoid disease. I have ventured to suggest that 
to some extent the chronic post-nasal obstruction 
causes this abnormality by interfering with proper 
development of the nose and accessory structures. 

The throat symptoms .—There are chronic and 
recurrent sore throats, constant colds, enlarged 
tonsils, with follicular disease, elongated uvula, 
relaxed palate, and choking while eating. 

Speech .—Coming next to speech, one of the 
leading symptoms in patients who have adenoids 
is the absolutely dead tone of voice, the explana¬ 
tion being that the nose and naso-pharynx cannot 
act as resonators as they should. You may under¬ 
stand the kind of effect that a blocked naso¬ 
pharynx has on the voice by playing a fiddle with 


the box full of cotton-wool. So when the naso¬ 
pharynx is choked with adenoid hyperplasia the 
naso-pharynx no longer acts as a resonator, nor 
can the nose. In addition to this the shape of the 
vocal organ is altered by the obstructing growth 
pressing down the palate, and hence the quality of 
voice is altered. Further these patients cannot 
pronounce the nasal consonants ‘ m and * n,* turn¬ 
ing them into * b * and ‘ d \ 

If adenoids are associated with enlarged tonsils 
we get thickness of articulation as well, especially 
of the gutturals, and indistinctness in speech. It 
is not unusual to say that this defect from tonsillar 
enlargement resembles that the patient would ex¬ 
hibit if he spoke with plums in his mouth. That 
is due to the enlarged tonsils, not to the adenoids; 
but these defects are very often combined in the 
same case. Children who develop adenoids are 
often backward in talking, and show a hesitancy 
in utterance. Some authorities think that stam¬ 
mering and stuttering are due to adenoids, the 
irritation of their presence causing reflex impair¬ 
ment of co-ordination of the different movements 
necessary to speech. Removal of the adenoids, 
undoubtedly, in some cases, if done early before 
the stammering and stuttering have become a 
confirmed habit, does materially improve those 
troubles. 

Coming now to the larynx , we find that children 
with adenoids are often husky or hoarse for weeks 
or months together from a chronic laryngeal ca¬ 
tarrh. This may go on to the formation of 
laryngeal papillomata, which may be obstinately 
recurrent. Cases are on record in which these 
have been removed once, twice, or three times, 
but after the first two removals the adenoids have 
been overlooked or neglected; while, after removal 
at the third operation, with concurrent removal 
of adenoids, there has been no recurrence. The 
explanation is probably this, that if the nose is 
blocked the patient has to go on with mouth¬ 
breathing, causing constant impact of cold air on 
the laryngeal mucosa, and this irritation excites 
reproduction of the growth; but there is also the 
constant irritation of the dropping of post-nasal 
fluids into the larynx. 

Another symptom which mothers of children 
with adenoid disease will complain of is a constant 
wheezing of which they speak as bronchitis, bat 
which is really laryngeal catarrh, with excessive 
secretion or collection of mucus. 

As to laryngismus stridulus , I have already 
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mentioned that as well as the paroxysmal bark¬ 
ing, or ringing metallic cough, which is not 
an uncommon laryngeal symptom accompanying 
adenoid disease. 

Coming now to the neck we get enlarged cervical 
glands, large, hard masses at the anterior border of 
the sterno-mastoid. These glands probably become 
inflamed from the abnormal and often septic 
products which are brought to them from the 
abnormal nasal and naso-pharyngeal and buccal 
cavities. 

We pass on now to the associated eye symptoms . 
These are eyeache, conjunctival injection, and 
granular lids. This association has been worked 
out by Prof. Snellen and Prof. Guye. The former 
had a number of cases of granular ophthalmia, for 
which he could do nothing by ordinary methods, 
but which, on observing symptoms of adenoids, he 
sent to Prof. Guye, who had gained a great repu¬ 
tation at Amsterdam for these post-nasal operations. 
The adenoids were thoroughly cleared away, and 
the nasal passages put in proper order, after which 
the granular lids yielded readily to ordinary treat¬ 
ment. Other eye symptoms are often met with in 
adenoid disease; but it is not proved that there is 
any special causal connection between them. I 
have seen cases in which there has been spasmodic 
strabismus, spasmodic and momentary only, not 
organic and permanent. But these spasmodic con¬ 
ditions are well known to occur reflexly from other 
distant irritations, such as in intestinal flatulence 
in children, or worms; so that the connection 
which one would suggest, is merely a reflex nervous 
action started by the irritation in the naso-pharynx. 
As to whether there is any connection between the 
longstanding naso-pharyngeal irritation caused by 
adenoids and that faulty growth of the eyeball 
which leads to hypermetropia or myopia is merely 
a matter of speculation. 

The influence of adenoids on the lungs may be 
expressed shortly in referring to the general de¬ 
bilitating influence which nasal obstruction and 
consequent mouth-breathing must have on the 
respiratory tract. Dry cold dusty air goes direct 
to the large air tubes and lungs, instead of mois¬ 
tened, purified, filtered, warm air. Then, again, 
in addition to that, fluids from the naso-pharynx 
are carried down, and set up bronchial catarrh, 
catarrhal pneumonia, and such-like conditions. It 
cannot be denied that any general debilitating 
influence such as this, acting for a long period, 
especially in winter, or the great change afforded by 


a cold bedroom at night after the patient has been 
in a warm room during the day, must predispose 
the mucous membranes of the respiratory tract to 
inflammation, acute and chronic catarrh, and, 
therefore, to weaken its vitality, diminish its re¬ 
sistance, and render it a more suitable soil for the 
growth of tubercle or other bacilli if they happen 
to come in contact with it. So that the influence 
of adenoids in diseases of the lower respiratory 
tract is chiefly an indirect one. 

Now, we come to what are, perhaps, the chief 
and most commonly noticed or complained of 
symptoms of adenoids. Prof. Meyer of Copen¬ 
hagen, who was the first to write about adenoid 
vegetations, found that from 7 to 9 per cent, 
of all the children he examined had adenoid 
vegetations, and 80 % of these had had ear affec¬ 
tions,—frequent and recurring earache, dulness of 
hearing, varying in degree from what might be 
called deafness to a slight dulness of hearing. 
This is the manifestation really of some form of 
catarrh of the middle ear. A catarrh of the 
middle ear may go on to suppuration; it may go 
on, therefore, to perforation of the drum and to 
chronic otorrhoea and various permanent lesions 
of the auditory apparatus. There may be dizziness 
and giddiness, noises in the head, and so on. 
But of these symptoms the one most complained 
of by the parents of children with adenoids are 
earache and dulness of hearing, and it is in these 
cases of ear impairment, especially when seen 
early, that such splendid results are got from 
removal of adenoids. It is not too much to say, 
that early attention to this condition of adenoid 
hyperplasia would arrest or prevent a very large 
percentage of aural disease in coming generations 
—a consummation devoutly to be wished. Since 
when organic changes have taken place in the ear 
the deafness and loss of function are usually more 
or less permanent. 

Passing on to the abdominal symptoms , there 
are two which I should like to mention as re¬ 
corded by others, though I cannot say I have ever 
observed either myself: these are enuresis and 
hernia. It is not difficult to understand the con¬ 
nection which is suggested. Adenoid children 
have such frequent coughs that if they have weak 
abdominal rings it is quite likely the condition 
may predispose to hernia. As to the nocturnal 
incontinence of urine, if the patient has nocturnal 
fits and convulsions there may be nocturnal 
incontinence of urine. 
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There is no doubt that adenoids have a very 
profound effect on the cerebrospinal nervous 
system , partly, perhaps, from the nearness of the 
pathological irritation to the cerebrum, and partly 
from the fact that the adenoids are in immediate 
connection with the lymphatic vessels which pass 
through the cribriform plate and drain the lymph 
spaces inside the cranial cavity into the lymph 
spaces outside. At the International Medical 
Congress at Berlin injected specimens were shown 
of these connected lymph spaces, and which 
proved that a very large amount of lymph might 
constantly drain from the lymph spaces in the 
cranial cavity through the cribriform plate into the 
lymphatics of the nose and naso-pharynx ; so that 
this connection is not merely a matter of speculation. 
Adenoid hyperplasia in the naso-pharynx and nose 
would interfere materially such an egress of lymph, 
and would dam it back into the cranium, so that 
the cortical cells of certain parts of the cerebrum at 
all events would be bathed in an undue amount of 
spent lymph which under normal circumstances 
should escape from the cranial cavity. I will 
now enumerate the symptoms referable to the 
nervous system under heads as far as I can do so, 
and with as little repetition as possible. 

(1) We have headaches and vasomotor flushings 
of the head and neck, leading to sweating of these 
parts. The last is a sign of rickets, of course, but I 
think it is equally a sign of naso-pharyngeal irritation. 

(2) We get also different motor symptoms,— 
fidgettiness, excitability, twitchings, etc. 

(3) There are also sleep disturbances. The 
child is listless and drowsy by day, and tosses about 
curled up in all sorts of positions at night. It 
occasionally talks in its sleep, or moans. It may 
call out, or scream with night terrors, imagining a 
coat hanging on the door to be a stranger, and 
similar delusions. These evidences of abnormal 
cerebral action result doubtless from impaired and 
disturbed cerebral circulation, and from partial as¬ 
phyxiation produced in the way already indicated. 

(4) Then adenoid children often show abnor¬ 
malities of temper. They are irritable, peevish, 
and have deficient control over themselves. They 
are depressed in spirits and fretful; they are defi¬ 
cient in energy; they show great lassitude, being 
weary and drowsy; they are disinclined both for 
work and play; they are apathetic; they cannot 
persevere or fix the attention. 

Then as to intellect. Most cases are slow of appre¬ 
hension and slow of thought, deficient in memory 


and recollection; they are generally backward and 
stupid. But in some cases of adenoids I must say I 
have seen the intellect unduly precocious and forward. 

As to nervous defects of co-ordination, I would 
here again mention hesitancy of utterance, stam¬ 
mering and stuttering. 

(To be concluded.) 


TEERAPEUTICAL NOTES. 


Said in Diabetes. —Nicolaier recommends 30 
grains doses of Salol three times a day, as a 
palliative in diabetes mellitus, when it is im¬ 
practicable to enforce an anti-diabetic diet. In 
the course of a week, in favourable cases, the 
amount of urine passed becomes normal, also 
the proportion of urea, and the sugar and acetone 
disappear completely. In severe cases the action 
of the drug is less decided, but is still perceptible. 
The symptoms recur when its use is discontinued. 
Sometimes it causes paih in the stomach, tinnitis 
aurium, and vertigo, and in one instance the author 
observed slight albuminuria.—(iV. Y. Med . Joum.) 


Iodized Collodion in Tinea Tonsurans.— 

At the fourth annual meeting of the French Society 
of Dermatology and Syphilography,iaccording to the 
report published in the Revue Gbnerale de Medicine^ 
de Chirurgieet d'Obstetrique , Dr. Butte extolled the 
value of Iodized Collodion in tinea tonsurans. 
He employs a solution of 48 parts of 75 per 
cent. Alcohol and 3 parts of Iodine, with the 
addition of a 140 parts of Collodion, 6 parts of 
Venice Turpentine, and 12 parts of Castor Oil. 
Two or three coatings are applied daily for three 
or four days. A fortnight later the coating is 
removed and the patch is washed with a 1 to 500 
per cent, solution of Corrosive Sublimate. 

{N. Y. Med . Joum.) 

Chlorate of Potash as a GalactagogueDr. 

Harkin has found this of use, and claims that it 
can be given, without injury, to mother or child. 
He prescribes it as follows:— 

R Potassii Chloratis. 3 vij 

Aq. Destillat.sxviij 

Ft. mist. Two tablespoonfuls three times a 
day before meals. 

He states that within twenty-four hours the 
breasts increase in size, followed by increased 
secretion of milk.—( Wien. Med Presse.) 
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I shall omit the rarer nervous conditions and 
pass on to the diagnosis of adenoids —to ascertain 
whether in a given case the above symptoms or 
any number of them are due to adenoids, or whether 
we can exclude that condition. 

In practice the physiognomy and voice of the 
child generally puts one on the track at once. 

But by a further process of exclusion without 
examining the child with the finger, it is generally 
possible to arrive at a fairly certain diagnosis. If 
in a child there is marked bilateral nasal obstruc¬ 
tion, as tested by the finger and by breathing in 
and‘Out, and by examination of the anterior nasal 
passages with a speculum, you see they are clear, 
you may almost certainly conclude that the 
obstruction is at the back and is largely post-nasal 
adenoid hyperplasia. 

I should perhaps have referred before this to the 
different names which have been applied to the 
condition we are considering to-day. Sometimes 
one speaks of adenoid vegetations, or shortly, 
adenoids; sometimes post-nasal growths; some¬ 
times hypertrophy of pharyngeal tonsil; and, lastly 
and most accurately, post-nasal adenoid hyper¬ 
plasia—the title I have given to this lecture. All 
these mean the same thing. The anatomical 
structure involved is chiefly the pharyngeal or 
Luschka’s tonsil, the fleshy cushion situated on the 
vault of the naso-pharynx. It commences at the 
septum posteriorly, and runs back on the roof 
and posterior wall. It is formed of adenoid 
tissue, and very much resembles the faucial tonsils 
in structure, except that the lacunae instead of 
being arranged irregularly are arranged longitu¬ 
dinally and its consistence is softer. In a normal 
pharyngeal tissue a transverse section will show it 
is divided into four or five fleshy ridges by three or 
Vol. IL, No. 26 . 


four grooves—fleshy ridges running from before 
backwards. If that pharyngeal tonsil is enlarged 
simply as a general fleshy cushion, we had perhaps 
then better speak of it as adenoid hyperplasia, or 
hypertrophy of the pharyngeal tonsil; if, on the 
other hand, it forms long stalactitic growths which 
hang down even below the palate, we had better 
call them post-nasal growths or adenoid vegeta¬ 
tions. But the pathology in both is the same, the 
different names being due simply to the accidental 
shape of the growth. These form the chief mass 
of growth, but there are other masses of adenoid 
tissue over the Eustachian orifices, and on the sep¬ 
tum, which must be taken into consideration, and 
in most cases removed. 

We now return to the diagnosis. Of course, to 
make the diagnosis perfectly certain, in addition 
to the process of exclusion we can make a digital 
examination. It is generally done as follows. 
Standing behind the child you put a towel round 
his head. You set the patient in a chair and gently 
push his left cheek in between his teeth with your 
left index finger; he must, therefore, bite his cheek 
before he can bite you, and this prevents him from 
violently closing his jaw. You are not going to 
cause the child much pain by putting the finger 
into the naso-pharynx, but it is unpleasant and 
frightens him. Insinuate the right index finger 
up behind the palate, passing it right up to 
the nasal septum. You then feel along the roof 
of the naso-pharynx with the back of the nail; and 
if hyperplasia is present you either feel a firm 
fleshy cushion filling the space which ought 
to be a pretty large one, or a mass of soft tissue 
like “ a bag of worms” on the roof of the posterior 
wall. On withdrawing the finger you will probably 
find blood on it, and the patient may bleed from 
the nose and mouth. 

This is the method which is preferable in young 
children, but in older children, or in adults, it is 
perhaps desirable to spare them the discomfort of 
digital exploration, and examine them with the 
post-nasal mirror. To demonstrate this well with 
the mirror one has to insert first the palate hook. 
After cocainization place the curved end behind 
the palate, draw the palate gently forwards, and 
adjust the nose piece with the screw up so as to 
fix the palate; tongue with a 
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depressor, and insert a post-nasal mirror or an 
ordinary medium laryngeal mirror. 

In the rhinoscopic mirror you see either a large 
red grooved fleshy cushion, which often shows a 
projecting fringe hanging down over the upper 
part of the openings of the nose and throat be¬ 
hind ; or the stalactite form, in which the growths 
hang freely down into the naso-pharynx, and are 
paler looking. Very often you will see also two 
large mulberry-looking growths, the posterior ends 
of the inferior turbinated bodies. You will also 
see sometimes, two irregular adenoid tissue bodies 
at the posterior part of the nasal septum, as also 
general thickening or little growths in connection 
with the Eustachial cushion. 

There is another method of diagnosis by inject¬ 
ing water with a Higginson’s syringe into one nostril 
and seeing if it will come out by the other. If it 
comes out freely on the opposite side, the naso¬ 
pharynx may be assumed to be fairly clear and not 
to need any operation. I do not quite like that 
method because I am afraid that some of the fluid 
may be injected into one of the ears, or it may go 
down into the larynx and cause coughing and further 
discomfort to the child. I feel sure that the most 
certain and best way in most cases, if one is 
in doubt, to make an examination, is, in young 
children, to insert the Anger, and in others to use 
the palate hook and mirror. 

So far I have not said anything about the 
etiology of these growths, and here we get very 
largely into the region of speculation; still, having 
thought a good deal about the subject, you may 
wish to hear my views, which, of course, you will 
take as largely speculative. 

Adenoid hyperplasia in my experience is usually 
preceded by a long period of catarrh. Sometimes 
children are born with adenoid growths. That 
does not exclude an ante-natal naso-pharyngeal 
catarrh. At all events there is a long period of 
catarrh before you get much adenoid hyperplasia 
in most cases. This catarrh means perpetual con¬ 
gestion of tissues. This congestion leads to a pro¬ 
cess of hypernutrition hyperplasia. Think how the 
tonsils at the same age are liable to enlarge, also 
the lymphatic glands, and you will see that there is 
a special tendency of lymphoid tissues in early life 
to become hyperplastic under the favourable con¬ 
dition of chronic congestion. 

The next point to which I would refer is the 
influence of what has been called struma. I hear 
that at the College of Surgeons examinations the 


word “struma” is absolutely abandoned. Of 
course, to speak of struma as a distinct entity is 
incorrect; still it is a very convenient word to signify 
a want of recuperative power in an individual. The 
tissues of such, when injured or inflamed, are un¬ 
able to recover, and this is the kind of weakness 
which one indicates in speaking of struma in con¬ 
nection with adenoids. The adenoid tissue of cer¬ 
tain subjects gets congested, and, being weak, can¬ 
not throw off the congestion and recover itself; its 
vitality is feeble. The congestion persists and 
leads to hyperplasia. That is what I mean when 
I say that adenoids are more common in strumous 
subjects than in healthy normal individuals. 

The next point is the influence of heredity. 
Adenoid disease undoubtedly runs in families, and 
the explanation of this perhaps is that there is the 
same type of nasal organ. The tendency of a 
father is to propagate a nose somewhat resembling 
his own; and I have pointed out the two types 
that are very common in subjects of adenoid dis¬ 
ease. It is quite likely that if we find the type of 
nose handed on we shall also find the liability to 
adenoid disease transmitted. 

You will ask me how do I account for the con¬ 
nection between these two types of nose and ade¬ 
noids ? Well, the explanation I would offer is that 
it is the nasal stenosis. In the small stunted nose 
there is, in addition to being smaller channels than 
there should be, always a condition of chronic 
catarrh, therefore a swollen mucous membrane and 
further obstruction. In the thin nose you so often 
get the associated condition of crooked septum 
which increases obstruction produced by narrow 
channels. Posterior to this .obstruction every time 
respiration movements pump dry air into the wind¬ 
pipe there is a tendency for other fluids,—venous 
and arterial blood, and lymph,—to be sucked into 
the tissues of the nose and naso-pharynx. So that 
nasal stenosis predisposes to and keeps up a con¬ 
dition of congestion which may be started by catarrh, 
and chronic congestion is favourable to hyperplasia 
of the adenoid tissues. 

The next point is the connection of specific 
fevers with adenoid disease. Measles, scarlet fever, 
and diphtheria are very liable to set up rhinitis 
and inflammation of the naso-pharynx, which may 
—especially if there are adenoids—extend to the 
ears. There can be no doubt that the symptoms 
of adenoid disease sometimes only appear after an 
attack of a specific fever; and we must think that 
in some cases they have something to do with ex- 
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citing the adenoid tissue into overgrowth. The 
connection of syphilis with adenoid disease is, I 
think, an indirect one, in that the syphilis tends to 
produce a small, stunted nose, which is very liable 
to catarrhal obstruction, which therefore tends to 
~cause post* nasal congestion and adenoid hyper¬ 
plasia, as I have before suggested. As to the 
association of tuberculosis with adenoid disease, I 
think it is exceptional. It is very seldom that one 
finds adenoid patients with tuberculosis at the same 
time. 

We now come to the treatment of post-nasal 
adenoid hyperplasia . First of all, I would say that 
there is only one treatment for all genuine adenoid 
hyperplasia of the naso-pharynx, and that is prompt 
removal of the hyperplastic tissue by operation. 
Many practitioners and many parents may object 
to operation on the ground that the children may 
grow out of adenoids. It is perfectly true that 
adenoids do atrophy at or soon after puberty, in 
the same way that the tonsils usually atrophy at the 
age of 2 5; but while the children are growing up 
permanent damage is being done to their physio¬ 
gnomy, to their hearing, etc., damage which is 
absolutely irreparable. So that while the children, it 
has been well said, may grow out of their adenoids, 
they grow into the symptoms of adenoid disease. I 
should like, therefore, to give you categorically the 
reasons which I am accustomed to give to parents 
why the operation should not be delayed at all in 
children when the presence of adenoids is definitely 
determined. 

(1) If you neglect the obstruction and allow it 
to remain, it is likely to lead to permanent dis¬ 
figurement of the face, open mouth, dropped jaw, 
projecting teeth, vaulted palate, and dead nasal 
voice. Each of you could, I have no doubt, think 
of half a dozen friends with an adenoid physiognomy, 
nasal voice, and stupid look that might have been 
prevented in childhood if his adenoids had been 
seen to in time. 

(2) The mental faculties are hampered during 
the period of active development of the mind, so 
that the child is less perfectly educated than it 
would otherwise be, the child not being able to 
fix its attention sufficiently on what it has to 
acquire. 

(3) The possessors of adenoid disease are always 
on the brink of a precipice, as regards ear trouble. 
With the first earache you can never be sure the 
child is going to recover complete aural health. 
Earache implies some inflammation of the ear, and 


if the hearing is once affected you can never be 
sure it will return to a perfectly normal condition. 
Your best chance of preventing increase of the ear 
trouble and of promoting return to the normal con¬ 
dition is at once to get the adenoids removed. 

(4) The subjects of adenoid vegetations are 
more liable to take infectious fevers than other 
children, and also to have them more severely. 
This especially refers to whooping-cough, diphtheria, 
scarlet fever, and measles. 

(5) The general health is affected in several 
ways. A lot of stagnant nasal and post-nasal se¬ 
cretions are swallowed, causing dyspepsia and 
imperfect nutrition of the child. There is de¬ 
ficiency in oxygenation of the blood because the 
air instead of being properly purified and warmed 
in the nose passes cold through the mouth straight 
to the lungs. Then the sleep being impaired the 
child becomes languid and takes insufficient 
exercise. 

We now come to the operation itself. There 
are several ways of doing it. The growth can be 
scraped away with the finger-nail, or with a steel 
cutting thimble ring. There are many curettes 
for cutting out the growth. I prefer Gottstein’s. 
Then there are Loewenberg’s and other forceps. 

I will now go through the steps of the opera¬ 
tion in detail, because this is an operation in 
which, for success, everything depends on detail. 
First of all, to save pain and ensure complete 
removal, an anaesthetic is necessary. Some of you 
have occasionally seen me curette a naso-pharynx 
without an anaesthetic. I only do it in the absence 
of an anaesthetist and on an emergency. I strongly 
disapprove of it on principle, because it causes 
pain and terror; and it is so difficult to ensure 
complete removal of the adenoid hyperplasia un¬ 
less you subsequently insert the finger to scrape 
the smaller masses not touched by curette; and 
then so often simultaneous tonsillotomy is re¬ 
quired. In no operation in the whole of surgery 
is the choice of an anaesthetist more important 
than in this, not even in excision of the tongue, 
since, in the latter, a preliminary tracheotomy 
is done with a sponge cannula, so that the blood 
cannot get into the trachea. Then we have to 
choose an anaesthetic. I prefer to begin with 
gas, then to go on with chloroform. I do not 
like ether because it increases the haemorrhage 
and makes the patient cough. Gas first gets 
the patient off very quickly, and chloroform 

enables you to go on^with the mild degree of 
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narcosis which is advisable in these cases. 
Having prepared your patient the night before 
with a laxative, and given a cup of beef tea 
and dry toast four hours before the operation, 
the patient is laid for the operation on its back 
on a mattress on a narrow table. Pull the mattress 
a little over the edge of the table, so that the 
patient’s head hangs down over the edge im¬ 
mediately opposite the window, so that the light 
falls well in the throat. The blood can stream 
out from the nose and mouth in this way, instead 
of getting into the larynx and lungs. Other 
positions are used by other operators, on the side, 
or sitting in a chair all the time, even while giving 
the anaesthetic. Of course, I suppose each one 
prefers the position which he has found safe and 
is accustomed to. I find the supine position per¬ 
fectly satisfactory and the lateral one awkward. 

Then we have to insert a gag. The gag I use 
has the ends guarded with india-rubber tubing. 
You should have a lot of sponge-holders ready, 
because of the free haemorrhage. I always take 
at least a dozen to an operation. 

Before curetting, one should make a digital 
examination to refresh one’s memory as to the 
exact situation and size of the growth, and to as¬ 
certain whether there is any on the Eustachian 
cushions, or any inferior turbinated hypertrophies. 
In some cases one finds the tonsils enlarged as well. 
I always, in that case, do the tonsillotomy first, and 
see that the bleeding from the tonsils is stopped 
before I go on to the adenoids, because one might 
possibly get a serious haemorrhage from one of the 
tonsils and then one from the naso-pharynx, and 
it would be rather awkward to have to do with two 
severe and distinct haemorrhages. Do not grudge 
the time spent over the operation, and do not 
strive after theatrical effect in getting both tonsils 
and adenoids out in thirty seconds. 

In order to prevent the blood from getting into 
the trachea it is necessary to carefully watch the 
breathing. If you hear tracheal bubbling at once 
turn the patient on the side to allow the blood to 
run out. As to curettement, pass the curette 
right up to the nasal septum and withdraw it, 
passing it backwards to the spinal column first, 
then downwards along the posterior wall. If you 
get the curette in good position against the nasal 
septum first, then keep it firmly pressed against 
the spine, raising the handle in descending the 
posterior wall, you will get a great mass of tissue, 
sometimes larger than the faucial tonsil, at one 


sweep. It is generally well to put the curette in 
three times, once in the middle line to get away 
the bulk of the growth, and once at each side to 
get away any there. Finish with a thorough 
scraping with the finger. This is especially useful 
for the part of the pharyngeal tonsil which hangs 
over the posterior choanae, and for masses round 
the Eustachian tubes. 

Having removed the main bulk of the adenoid 
hyperplasia with the curette, this completion with 
the finger is important, though it is very difficult to 
remove the whole of a firm fibrous pharyngeal 
tonsil with the finger alone. 

Besides the complications I have mentioned 
(the tonsillar hypertrophy, the growths from the 
inferior turbinated bodies), septal deformities are 
often associated with adenoids. They must be 
left to be dealt with at some other time. One 
would not commence another source of haemor¬ 
rhage at the same time as an adenoid operation. 
Then we may have contraction of the anterior 
nares. The alae may be collapsed against the sep¬ 
tum. One of the causes of failure to get good 
results, is neglect of this condition after adenoid 
operations. A small celluloid spring ought to be 
used until the muscles have acquired again the 
power of dilating the alae, and should be worn 
regularly at night. 

As to mulberry hypertrophies from the in¬ 
ferior turbinated body, they should be removed 
later on. An accompanying granular pharynx 
should be treated subsequently, but the uvula, 
if hypertrophied, may be removed at the same time 
as the adenoids and tonsils. 

The bleeding from the adenoid operation always 
looks alarming. It certainly is severe, but it nearly 
always stops by itself. Should it not, the best 
way is to inject water as hot as the patient can 
bear it. I never yet had a case which hot water 
would not stop. Other people mention ice or the 
application of Perchloride of Iron, or plugging. 
In many hundreds of cases of adenoid operations I 
have seen, I have never found anything else than 
hot water necessary, and that only in a few cases. 

The immediate after-treatment is to put the 
patient in bed, and let him go to sleep if he wilL 
Patients usually vomit up a lot of black blood 
which has been swallowed, which frightens the 
parents; but it is of no significance. After a 
little while some ice pills, or a Neapolitan ice, or 
iced milk, iced home-made lemonade, orange juice, 

or fruit jellies will be grateful. Rest in bed for a 

Digitized by VJiOOvlL 


The Clinical Journal.] DR SPICER—POST-NASAL ADENOID HYPERPLASIA. [Oot. 25, 1893. 405 


few days and light diet is usually necessary. 
After 24 hours I generally use some antiseptic 
wash to remove the secretions, such as one com¬ 
posed of half a drachm of Bicarbonate of Soda, 
half a drachm of Borax, Listerine two ounces, and 
water to eight ounces. This is a very pleasant, 
mildly astringent antiseptic wash, taking away all 
unpleasant secretions and making the parts feel 
comfortable when freely sprayed into the nose and 
throat. 

This operation has its dangers, but the risk in 
the hands of an experienced operator is small; and 
taking into consideration the immense benefit that 
accrues to the patient it is worth while running this 
risk. The risk is further diminished by having an 
experienced anaesthetist. Nearly all the fatal cases 
have been in the hands of practitioners of not great 
experience in this operation, but not always so. 
Within the last five years I have heard of cases 
in London hospitals which have been fatal. If 
you refer to a recent discussion at the Harveian 
Society, reported in the medical papers, you will 
find one experienced operator saying he had 
one fatal result only in 750 cases. Very gene¬ 
rously he said nothing about the anaesthetist, but 
on being questioned it was found that it was 
administered by an inexperienced man, who, 
while the operator was cleaning his instruments, 
allowed blood to run into and remain in the 
trachea. The best way to guard against this is to 
constantly watch the breathing, keeping the patient 
in the supine position, with the head well over the 
table , and promptly reverse the patient directly 
you hear any laryngeal gurgling . Do not let the 
patient get too deeply under the anaesthetic, and 
do not mind a little struggling, as long as sensibility 
is abolished. Other dangers from the operation 
are that the palate may be stretched or torn, and 
so the speech be permanently damaged. 

If Loewenberg*s forceps be used I believe it is 
not an uncommon thing for inexperienced opera¬ 
tors to cut through the posterior wall and so get 
post-pharyngeal suppuration. A medical man, with 
whom I was discussing this subject, told me that 
he had heard of a case quite recently in which post¬ 
pharyngeal abscess formed after the operation, 
and the patient died of pyaemia. It is the first 
case of the kind I have heard of, although I have 
often heard of the posterior wall being damaged, 
and the pharyngeal aponeurosis being cut through. 
Care must also be taken to avoid cutting the soft 
palate, the Eustachian tubes and the septum. 


We thus see there are several points about this 
operation which render it inexpedient for it to be 
lightly undertaken by inexperienced hands. Before 
doing it one should carefully study anatomical 
specimens, make repeated examinations of the 
naso-pharynx with the finger and mirror in the 
Throat Department, and see the operation done 
several times by someone else who is expert at it. 

It has been asked how children got on before 
adenoids were “ discovered.” There is no doubt 
that children went on with adenoids which atro¬ 
phied, but which had altered their physiognomy, 
and caused deafness, sometimes more and some¬ 
times less. At all events, an immense amount of 
deafness was caused by neglect of adenoids, and 
we now get infinite better results in the treatment 
of deafness than were obtained ten or fifteen years 
ago. Removal of the tonsils, of course, caused 
some improvement, but the improvement is very 
much greater now than formerly, since the post¬ 
nasal adenoid hyperplasia have also been re¬ 
moved. 

As to the subsequent treatment there are a few 
special points which I have not seen adequately 
dwelt upon elsewhere, but which demand atten¬ 
tion in order to get the best possible results. 

(1) Special education is usually necessary to re¬ 
acquire permanent nasal respiration and the keep¬ 
ing of the mouth shut. Having removed the 
obstruction does not ensure that the patient will 
breath through the nose afterwards. The child 
has usually to be taught again the habit which it 
had at birth, of breathing through the nose. Some 
intelligent patients only require to be put on the 
alert, especially girls, by telling them that their 
future good looks (or the reverse) depend upon 
their succeeding in keeping the mouth shut and so 
arresting the development of that stupid-looking 
physiognomy characteristic of the disease. But 
in the case of younger children the parents have 
always to be reminding them for some time. I 
generally advise the parents to put the governess 
or nurse on the alert about it, and to watch and 
remind the patient until he has acquired the habit 
of nasal respiration. 

It is a good plan to have some sign by which the 
child’s attention can be drawn to the matter so as 
to avoid constant speaking. At night, especially, 
when the will is in abeyance, the child is at first 
liable to relapse into mouth-breathing, so that I 
sometimes tell the parents to tie up the jaw with a 
silk handkerchief, or to get a silk net which goes 
Digitized by v^ooQle 


406 The Glinioal Journal.] 


THERAPEUTICAL NOTES. 


[Oot. 25,1893. 


under the chin and can be strapped on the head 
with silk straps; but of course you dare not do 
that until the nose and naso-pharynx are abso¬ 
lutely free. 

(2) The restoration of perfect speech by special 
education of the speech organs. The speech and 
voice defect, as had been said, is partly one of defi¬ 
cient nasal resonance, partly an inability to sound 
1 m ’ or * n *; but there is generally an associated 
thick guttural defect due to the enlarged tonsils. 
The child has to be taught to exaggerate the articu¬ 
lation at first, taking the simple words in a spelling- 
book and all the simple syllables, especially those 
in which he is deficient. This exercise in over- 
articulation should be gone over for five minutes 
twice a day for six weeks to three months. An 
even better way is to send the child to a voice 
trainer; but I find that if the parent, or teacher, or 
nurse will take the trouble, the result is very 
satisfactory, and normal speech soon returns. Any 
defect in co-ordination leading to stammering and 
stuttering will now also demand attention, which 
I cannot, however, enter into here. 

(3) I will now refer to another cause of imperfect 
results which sometimes follow this operation. I 
mean the neglect of concomitant abnormal condi¬ 
tions. It is not unusual to have children brought 
none or but little better after operation. In 
many such cases of failure, this is due to neglect 
of concomitant conditions, neglect of mulberry 
masses, neglect of deflected cartilage, of septal 
spurs and thickening, neglect of anterior stenosis, 
and alar collapse. These of course usually require 
just as much attention as the adenoids themselves. 
For example, if you have two large mulberry 
growths plugging the posterior nares, how can the 
removal of post-nasal adenoid hyperplasia alone 
remove the symptoms of nasal obstruction ? Not 
infrequently these growths co-exist in adenoid 
cases, and have to be snared later on, before the 
symptoms disappear; and similarly with the other 
named conditions. 

There is one cause of imperfect result for which 
we cannot do much—that is, when the nasal 
cavities are congenitally very narrow, and the 
palate narrow and vaulted. In that case it is not 
always possible to make sufficient room for perfect 
nasal respiration. 

(4) Then there is the imperfect result due to 
imperfect removal of the adenoid mass. I believe 
that those people who trust to the finger operation 
alone fail to get perfect results, and very often 


get recurrence; but that after an operation with 
Gottstein’s curette or cutting forceps, skilfully and 
thoroughly done, it is very rare, indeed, to get 
recurrence of the disease. 

(5) Any catarrhal tendency which may exist 
you must combat on general principles,—proper 
clothing, wool next the skin, avoidance of sitting 
in damp clothes and of draughts, good thick boots, 
baths, regular exercise, good diet, and seaside air 
where possible—and I need hardly suggest that 
you will, in every case, take a comprehensive 
view of the patient’s general health and diathesis, 
and attend to indications so derived. 


THERAPEUTICAL NOTES . 


Influence of Extirpation of the Gall¬ 
bladder on Digestion. —As is well known, the 
bile, which is so essential for the digestion of fat, 
is normally poured into the small intestine only 
periodically, viz., at the time when there is the 
greatest demand for its presence. When, however, 
the gall-bladder has been extirpated there is pre¬ 
sumably a constant trickling of bile over the 
mucous membrane of the intestine, consequently 
affording only a small amount at the time when 
intestinal digestion is at its height. What the 
effect of this may be upon digestion, especially 
the digestion of fat, has never been determined. 
Kiister has indeed intimated that in his opinion 
total extirpation of the gall-bladder would give rise 
to general disturbances of the system, such as 
follow, for example, total extirpation of the thyroid. 
As, however, cholecystectomy is an operation occa¬ 
sionally called for, knowledge of the probable 
results to follow are especially desired, and Rosen¬ 
berg has attempted to obtain experimental evidence 
of the effect of the removal of the gall-bladder on 
the digestive processes of the intestinal tract. His 
experiments were conducted on a dog of 10.3 kilos, 
body-weight, the animal being confined in a suit¬ 
able cage and fed upon a weighed diet of known 
composition. After the animal had been brought 
into a condition of equilibrium the urine and fasces 
were analyzed for three distinct periods of four 
days each, the amount of fat and proteid matter 
absorbed under these normal conditions being thus 
ascertained. The gall-bladder was then entirely 
removed by making an incision along the right 
mammillary side, only a small piece of the cystic 
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duct being allowed to remain. The wound healed 
quickly, and after three days of fasting the animal 
was allowed to eat, and on the seventh day after 
the operation was put upon his former diet. Shortly 
thereafter the urine and faeces were again analyzed 
for three periods of four days each, the diet being 
the same as before the operation. The following 
table shows the results obtained:— 



Before 

the Operation. 

After 

the Operation. 


I. 

II. 

III. 

IV. 

V. 

VI. 

Absorption of nitro¬ 
gen in per cent.. 
Fat in per cent.... 

95-75 

98.66 

95-40 

98.18 

95-55 

9853 

93-50 

1 98.04 

95-14 

98.53 

9505 

97.69 


It is thus evident that so far as the ultimate result 
is concerned, the digestion and absorption of both 
proteids, or nitrogenous foods, and fats is not in 
the least affected by extirpation of the gall-bladder. 
In order to make sure that the bile, after the 
operation, did flow constantly over the mucous 
membrane of the intestine, the animal was killed 
after fasting twenty-four hours, and the parts 
examined. As a result, it was found that the por¬ 
tion of the cystic duct remaining, together with 
the point where it was joined to the hepatic duct, 
were widened to the thickness of an ordinary lead- 
pencil, while the ductus choledochus was normal 
throughout, without the slightest appearance of 
widening. Further the entire mucous membrane 
of the intestine was covered with yellowish-brown 
bile, thus showing that the bile did flow con¬ 
tinuously into the intestine. Hence, it would seem 
safe to conclude that extirpation of the gall-bladder, 
followed, as it must be, by a continuous flow of 
bile through the intestinal tract, is without influence 
on digestion.—(. Dietetic Gazette — Med. Record.) 


compress of cotton and a firm bandage. The dress¬ 
ing is changed after the lapse of twenty-four hours, 
and a larger piece of rubber or additional strips are 
applied if the process has extended. The efficacy 
of the treatment is supposed to depend upon the 
suppression of the perspiration that results, the 
unexcreted metabolic products being thought to 
have a destructive or inhibitive action upon the 
streptococci. The success of the procedure de¬ 
pends upon the accuracy of the approximation of 
the dressing to the surface.— (Med. News.) 


The Treatment of Pruritus. —Dr. Browson, 
in a paper read before the American Dermato¬ 
logical Association, on the treatment of pruritus, 
spoke of Carbolic Acid as the most useful and 
reliable anti-pruritic. He has used the following 
oil, both in a local and so-called universal form of 
the disease, with no more untoward results than 
now and then a trifling dermatitis, when through 
oversight the patient has been allowed to make the 
applications too frequently, or has continued them 
too long. The formula is:— 

R Carbolic Acid. 3 i-ij 

Liquor Potass. 3 j 

01 . Lini. . §j 

Sig.: Shake before using. 

To correct the disagreeable odour of the Linseed 
Oil a drop or two of the Oil of Bergamot may be 
added. Salicylic Acid and Salol, though less ener¬ 
getic in their effects, act similarly to the Carbolic 
Acid. Thymol is also an admirable anti-pruritic, 
but on account of its irritating effect cannot be 
used when the skin is sensitive. 


The Treatment of Erysipelas.— Kolaczek 
( 1 Centralbl . fur Chirurgie , 1893, No. 28, p. 601) 
calls attention to the advantage of an occlusive 
dressing in the treatment of erysipelas, particularly 
as seen in surgical practice. For this purpose he 
employs what he designates as “rubber paper,” 
which at first he moistened with a 5 per cent, 
solution of Carbolic Acid, and had extended well 
beyond the margins of the affected surface. 
Latterly he has discarded the use of Carbolic Acid 
in this connection, as he found that it caused the 
paper to adhere to the skin to which it had been 
applied, so that its removal was attended with 
difficulty and distress. Over the dressing is placed a 


Medical Treatment of Haemorrhoids.—Dr. 

Paul Reclus (Rev. Gle. de Clin . et de Thkrap ., 
April 5, 1893) details his mode of using Cocaine 
in the treatment of haemorrhoids. For the consti¬ 
pation he advises laxatives, enemata, and perineal 
fomentation with water at 50° or 55 0 C. (i22°to 
131 0 F.); he also suggests that before each pas¬ 
sage a small piece of absorbent cotton, the size of 
a pea, which has been dipped in a 2 per cent 
solution of Cocaine, should be introduced into the 
rectum. Immediately after the defecation, the 
perineal fomentation should be repeated if there 
be pain, and another piece of cotton with Cocaine 
introduced. If hemorrhoids be voluminous and 
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congested, Professor Reclus advises dilatation of 
the anus after the local application of Cocaine, and 
injections of the same substance in the sphincter. 


Removal of Warts. —Dr. Morison, in a paper 
read before the American Dermatological Associa¬ 
tion, recommended for the removal of warts the 
following:— 

R Hydrarg. Bichlor. ... gr.v 

Ac. Salicyl. 3 j 

Collodion . 3j 

He sometimes increases the Bichloride of Mercury 
to thirty grains in the same amount of Collodion if 
the milder application does not answer. It is 
applied every dky once, the upper crust of the pre¬ 
vious application being removed before a fresh one 
is made. Four such applications generally soften 
the wart to such a degree that gentle traction re¬ 
moves it painlessly, the further dressing being any 
simple ointment. 


Strychnine during Pregnancy as an Aid to 
Labour. —Dr. Duff, at a recent meeting of the 
Pittsburgh South Side Medical Society, made some 
remarks in regard to the subject of tardy labour. 
The discussion prompted him to speak of a remedy 
he had administered when occasion offered during 
the past few months. In speaking of it, he stated 
that his observations had not been sufficiently 
numerous to justify him in giving a positive opinion. 
Nevertheless, whether by accident or otherwise, • 
his results, so far in the majority of cases, had been 
most gratifying. He referred to the administration 
of Strychnine as a remedy preparatory to labour 
where there is general debility and want of mus¬ 
cular tone; in women who previously have had 
tardy labours from irregular and feeble uterine 
contractions and from want of tone in the auxiliary 
abdominal muscles; in women who have a history 
of post-partum haemorrhage, and of want of retrac¬ 
tion and contraction of the uterus subsequent to 
delivery; in those who are subject to severe after- 
pains necessary for the expulsion of clots in the 
uterus. In all such cases a treatment should be 
instituted of -fe gr. of Strychnine three times a day, 
beginning from six weeks to two months prior to 
the anticipated time of delivery, and kept up until 
a week or ten days before delivery, when, if it is 
well borne, it may be increased, according to the 


judgment of the attendant, to ^ gr. or ^ gr., and 
in some cases to T ^gr. The cases in which he 
has administered it, for the most part, were those 
with which he had had experience of tardy labours, 
post-partum haemorrhage, and severe after-pains. 
In nearly all of them the improvement over past 
experiences was so great that the patients them¬ 
selves were cognizant of it and expressed gratifica¬ 
tion .—(Therapeutic Gazette .) 


* 



FORMULA. 

For Yuhrar Eczema: 


R. 

Sodse Bicarb. ... 

... 8 parts 


Potass. Bicarb. ... 

... 4 „ 


Glycerini 

... 6 „ 


Tr. Opii 

... 8 „ 


Aq. Destillat. ... 

•••' * 5 ° »> 

M. 

Bathe the parts with this solution night 


and morning, and 

after drying, dust 


with the following powder: 

a 

Amyli (Pulv.) ... 

... 98 parts 


Camphor. (Pulv.) 

... 2 ,, ' 


(Deutsche Med 

1 

1 

1 


Fop Impetigo: 

Dr. Thibierge recommends the use of the 
following ointments in the treatment of impetigo: 


R Acidi Bond 

. 3 j 

Vaselini... 

. 3 x 

Ft. unguent. 


or 


R Acidi Borid 


Zinci Oxid. 

... aa 3>j 

Addi Salicylid 

. 3 ss 

Vaselini ... 

. 3 xxx 

Ft. unguent. 

(Z’ Union Medicale.) 


Owing to the space occupied by the Index 
we are compelled to hold over the Medical 
and Surgical Lectures until next week. 

_v fc—— 
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